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uch of a physician’s day is spent maintaining the

patient health record.'-® Not only has this

negatively impacted job satisfaction for residents
and attending physicians,”® but it also may be significantly
reducing available time for patient care and negatively
impacting patient outcomes.”'® In a 2013 poll, 92% of
residents reported that clinical documentation obligations
are excessive, and 73% of residents reported compromises
in patient care by these requirements.'"" Among internal
medicine residents surveyed in 2006, two-thirds reported
spending more than 4 hours daily on documentation, while
only one-third recounted spending this amount of time with
patients themselves.! For every 3 minutes spent face-to-face
with a patient, 1 minute is needed for clerical tasks, with
charting comprising the brunt of this work.>'*"'* These data
are corroborated by a meta-analysis from 2010 that
reported only 23% of a hospitalist’s time is spent directly
interacting with patients."
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One would think that advances in technology'® might
reduce time committed to clinical documentation due to
streamlining of data through an electronic health record
(EHR); however, residents and attending physicians may be
spending up to 3 times longer with the EHR than when
17,18

they were using paper charting.'”'* The purpose of this
perspective is to review the utility of the current practice of
clinical documentation in US hospitals, assess areas of

weakness, and discuss potential avenues for improvement.

Benefits and Weaknesses of Clinical Documentation

Specific degrees of documentation are required by
“Meaningful Use” regulations and act as incentives for
physician compensation.'”** It may seem obvious that the
current health record has been developed to improve the
quality of patient care, and it achieves this through various
objectives. Only 2 of the major objectives of the docu-
mentation process are reviewed here as examples: (1) the
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improvement of interprovider communication, and (2) the
prevention of medical error. These objectives were selected
because they are 2 of the most commonly cited goals for

21-23

medical data capture, and they also are high-priority
targets for quality improvement, since the outcomes

achieved can be quantitatively measured.

Improvement of Interprovider Communication

Anecdotally, medical documentation not only centralizes
access to critical medical data, but also serves as a useful
tool for information handoff during transitions of care.
Unfortunately, whether due to constraints of having to
rigorously and repeatedly document medical information
or because of laxity, US providers are still not documenting
clinical data accurately—thereby decreasing the utility of
information being transferred.>** With increasing volumes
of paperwork and redundancy in data capture, resident and
staff physicians are also less likely to review clinical
documents in their entirety,***’ thereby increasing the risk
of negligent behavior. Data are frequently automated via
templates, which carries significant risk of inaccurate
reporting due to falsely negative examination findings.*® Or
worse, with the advent of the EHR, information can
effortlessly be copied from prior charts, which could
thereby perpetuate inaccurate data.**° According to a
report of 167000 Veterans Health Administration records,
as many as 1 in 4 charts contain copied/pasted examination
data, with medical students, interns, and residents respon-
sible for the majority of these copied data.>!

Prevention of Medical Error

Particularly with the rising number of pharmacological
agents and interactions,> the risks of medication interac-
tion are expected to skyrocket. It is nearly impossible, even
for pharmacists with advanced training, to maintain a
sufficient degree of competency to prevent adverse events
through drug interactions. The availability of electronic
user interfaces during dynamic data documentation com-
bats this weakness in health care and allows for automation
of alert messages in order to reduce medication error,*>* as
well as errors with order entry in general. However, with
the rising number of alert messages during the dynamic
electronic documentation process, we run the risk of “alert
fatigue” among care providers. According to 1 survey at a
not-for-profit academic center, the majority of polled
faculty physicians admitted to neglecting alerts when they
appeared on screen.** To date, there are no prospective
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TABLE SUGGESTED PRACTICE RECOMMENDATIONS

Target Practice Recommendations

Examples

Improvement in
interprovider

Internally review clinical documentation for
accuracy and completeness

Create senior provider position (or provider rotation) to review admission and
discharge summary documentation and provide feedback to authors

communication -
Encourage transfer of discharge documents

to all care providers for a given patient
before his or her discharge

Require the inclusion of fax number(s) or mailing address(es) of the patient’s
PCP and other providers in all electronic discharge summaries

Reduce redundancies in data
documentation

(1) Document daily updates for hospitalized patients in single location (EHR) as
opposed to multiple (printed progress notes, cross cover sheets, and the EHR);
and (2) develop a daily progress note that incorporates input from
multidisciplinary providers (eg, nursing, social workers, consulting providers)

Prevention of medical
error

Use EHR technology to addend documents
with pertinent data elements in order to
prevent documentation errors

Automate inclusion of vital sign, laboratory, and imaging data in progress notes

Internally audit providers for accuracy and
utility of alert messages

Retrospectively review all alert messages pertaining to medication interactions
to determine which alerts provide appropriate clinical information and which
prompt a change in medical management among providers

Increase attention to automated alert
messages

Require a user response to alert messages without simple “yes” or “no” clicks
(eg, integrate toolbar menu to select reason justifying why the provider can
proceed through alert) before allowing the user to proceed to next page

Automate “Meaningful Use” and standard-
of-care practices in your computer order
entry system

Standardize admission order templates for common conditions (eg, acute
ischemic stroke) to reduce the risk of neglecting standard-of-care practices (eg,
liberalized blood pressure goals, antiplatelet therapy, neuroimaging sequences)

Abbreviations: PCP, primary care physician; EHR, electronic health record.

studies that have assessed alert fatigue among resident
physicians. While centralized documentation may be
helpful in preventing medical error, a balance has yet to be
struck between automated and appropriate notification.

Targets for Intervention

In order to optimize interprovider communication of health
record data, efforts should be made to increase both the
utility and accuracy of the data being communicated. While
data utility is more of a subjective perception (eg, including
echocardiographic data in a discharge summary that may
not be particularly useful for the patient’s dermatologist),
accuracy is measurable and can therefore be targeted. The
automation of data capture and documentation (eg, linking
laboratory results and vital signs to provider notes) is 1
intervention that has improved charting accuracy in the
recent past. The next step would be to determine what
other data should or should not be automated in the clinical
record without risking templating®® or copy/paste’! errors.
This has been the subject of an excellent review by Weis
and Levy.*®

The prevention of medical error has already been a
prominent goal for EHR design. Unfortunately, current
alert systems for medication interaction and for clinical
deterioration are too many to be appreciated. Rather than
the vast compendium of computer data, residents and other
care providers are being left with their (sometimes limited)
clinical judgment to determine best practices. To reduce the

risk of alert fatigue, only the most critical messages should
be automated. To accomplish this, investigators at 1 center
conducted a retrospective review of alert messages across 7
study periods, with most participants being resident
physicians. They demonstrated that a nearly 3-fold
reduction in medication error alerts was not associated
with an increased risk of medication errors.>* These results
should be confirmed by prospective trials using similar
internal audits with the aims of reducing alert fatigue and
potentially improving provider attention to critical mes-
sages. By eliminating superfluous notifications, residents
might be more apt to attend to these critical alerts, which
are thought to impact decision making.

See the TABLE for a summary of suggested practice
recommendations for these 2 EHR objectives.

Conclusions

Clinical documentation is a constantly evolving process
that has exploded in recent decades with the advent of the
EHR.?® At present, the state-of-the-art health record seems
ill-fitted to serve its purpose as a repository of pertinent
clinical data. It comes as no surprise that the health record
is lacking in both accurate and up-to-date patient
information that may be helpful for interprovider com-
munication, and it has become too vast for resident
providers to attend to critical messages in order to obviate
medical error. In fact, the only truly effective purpose for
the health record is to allow providers to bill for services,*!
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and even this has led to appreciable discontent among
residents because of the complexities inherent to billing and
the difficulties in obtaining reimbursements for services
rendered. The format of the current progress note may even
warrant complete redesign to optimize access to medical
information, and this has already been explored at some
centers.>®

All things considered, just as resident physicians are
called on to do no harm, they are charged with the task of
documenting their decisions. Residents will not be able to
enhance health record accuracy, given most current EHRs,
unless they spend even less time per patient, or manage
fewer patients overall. At present, not only do documen-
tation requirements affect quality of resident life, but they
can also limit the available time for educating physician
trainees. It is the job of the resident, faculty member, and
residency program director to investigate and implement
new methods of clinical documentation in order to reduce
time spent charting, and ultimately reacquaint the resident
with his or her patient. With appropriate interventions to
improve documentation strategies, we hope that future
residents will make more time for their patients instead of
their paperwork.
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