Confidential

‘Notewriting Improvement Project - Grading Entry Form

Overall assessment

Overall rating of note

(O Below average
O Average
(O Above average

Physician Documentation Quatlity Instrument-9 {PDQI.9)

PDQI-8-1. Up to date: The note contains the most
recent test results and recommendations.

PDQI-8-2. Accurate: The note is true. It is free of
incorrect information.

PDQI-8-3. Thorough: The note is complete and
decuments ali of the issues of importance to the
patient,

PDQI-9-4. Useful: The note is extremely relevant,
providing valuable information and/for analysis.

PDQI-9-5. Organized: The note is well-formed and
structured in a way that helps the reader understand
the patient's clinical course.

PDQI-9-6. Comprehensible: The note is clear, without
ambiguity or sections that are difficult to
understand.

PDQI-g-7. Succinct: The note is brief, to the point,
and without redundancy.

PDQi-8-8. Synthesized: The note reflects the author's
understanding of the patient's status and ability to
develop a plan of care,

PDQ1-9-9. Internally Consistent: No part of the note
ignores or contradicts any other part.

O 1 (not at all)
Q2
O3
4
O 5 (extremely)

O 1 (not at all)
O2

O3

O4

O 5 (extremely)

O 1 {not at ail)
O2

O3

O4

O 5 (extremely)

(not at all)
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{extremely)

(not at all
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{extremely)

(not at all}
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(extremely)

{not at all)
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{extremely)

(not at all)
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(extremely)

{not at all)
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{extremely)
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ACGME Note writing checklist

1. Is PMD identified (name or has none)?

2. Are overnight events mentioned OR is there an
acknowledgement that there were none?

3. Are the patient's complaints documented or is
there an acknowledgement that there were none?

4. Is there a relevant and focused physical exam
documented?

5. Have relevant lab values and studies been
documented rather than pasting all information and
have older studies been removed?

6. Have relevant lab values and studies been
addressed in the problem-oriented assessment and plan?

7. s there a prioritized and updated problem list?
8. Is there a global assessment of whether the
patient is clinically the same, improving or

waorsening?

9. Is DVT prophylaxis {or reason why it ié not
required) documented?

10. Is code status decumented?
11. Is there mention of a discharge plan, goals of
hospitalization OR estimated length of stay?

12. s the author's name listed at the bottom of the
note?

13. Is the note copied and pasted from another
physician's note?

14. Is the note concise yet adequately complete (no
excessive copy and paste, ne excessive repetition of
data, no missing key information, etc)

OYes
ONo

O Yes
O No

O Yes
O No

O Yes
O No

O Yes
O No

O Yes
O No

OYes
ONo

O Yes
O No

O Yes
O No

O Yes
O No

O Yes
O No

{ Yes
O No

O Yes
O No

) Yes
O No

For the post-intervention progress notes only: Was
the new template used in this progress note?

(O Not applicablefthis is a pre-intervention note.
O Yes

O No
O Unsure

profectredeap.org %E DCap




Appendix: Physician Documentation Quality Instrument (PDQI-9)

Date:

Author:

Note Type (circle): Admit

Reviewer:

Instructions: Please review the chart before assessing the note. Then rate the note on each of
the following attributes:

Attribute Score Description of Ideal Note
Not at all Extremely | The note contains the most recent
1. Up-to-date .
1 5 | test results and recommendations.
Not at all Extremely | The note is true. It is free of
2. Accurate . . .
1 5 | incorrect information.
The note is complete and
3. Thorough ll\IOt atall Extremel}; documents all of the issues of
importance to the patient.
The note is extremely relevant,
4. Useful II\IOt atall Extremel}; providing valuable information
and/or analysis.
The note is well-formed and
. Not at all Extremely | structured in a way that helps the
5. Organized 1 5 | reader understand the patient’s
clinical course.
The note is clear, without
6. Comprehensible ll\IOt atall Extremel}; ambiguity or sections that are
difficult to understand.
. Not at all Extremely | The note is brief, to the point, and
7.Succinct .
1 5 | without redundancy.
The note reflects the author’s
. Not at all Extremely | understanding of the patient’s
8.Synthesized 1 5 | status and ability to develop a
plan of care.
9. Internally Not at all Extremely | No part of the note ignores or
Consistent 1 5 | contradicts any other part.

Total Score:

(Version 1: 11/21/2011)




UCLA Progress Note Best Practices

Date Of Service, Hospital Day

Imported

PMD

Imported

Chief Complaint

Patient’s own words. Changes to reflect daily CC

Overnight events

Significant and/or unexpected events

Subjective/ROS Combine. Patient’s own words re: how they are
doing that day
Vital Signs Range and current imported. 24 hour I/0. Weight

typed in if relevant

Physical Exam

Updated daily. Focused, what was actually
performed that day. Not a template

Labs Pertinent and/or abnormal labs for that day. Not
imported. Older results removed

Micro New and pending. Older results removed

Studies New. Reviewed by me. Key results in own words,

not cut and pasted radiology report. Older studies
removed

Assessment and Plan

Problem-based. Ordered by acuity with acute
issues first, then chronic problems.

Problems that are symptoms should be updated to
diagnoses when determined.

For each problem: status (stable, improving,
worse), cause or DDx, workup planned or pending,
plan.

Clinical judgment re: which resolved problems to
remove and which to move down to
chronic/resolved problems section.

F/E/N
L/T/D

DVT ppx

Gl ppx
Code Status
Dispo

Imported.

Lines, drains, tubes. Date placed. Indication

Medications

Not included in daily progress note given
accessibility in EHR







Medicine Progress Note

PMD: @PCP@
DATE OF SERVICE: @TD@
HOSPITAL DAY: @LOS@
CC: @CHIEFCOMPLAINTN@

24 Hour Course/Overnight Events

*kk

Subjective/Review of Systems

*k%k

Medications
@RRSCHEDIVMED@
PRNs: @MEDSPRN@

Infusions: @MEDSINFUSIONS@
Physical Exam
@VSRANGES@

I/0: @IOLAST2SHIFTS@

*k%k

Data
{DATA:28470::"I have reviewed all of the labs from today. Pertinent labs include: ***"}

Problem-Based Assessment and Plan

@NAME@ is a @AGE@ @SEX@ ***

*kk

Inpatient Checklist

Diet: @RRDIET@

DVT Prophylaxis: {DVT PPX:28465}

Gl Prophylaxis: {GlI PPX:28466::"not indicated"}
Central Lines: {CENTRAL LINES:28468::"none"}
Tubes/Drains: {TUBES AND DRAINS:28469::"none"}
Disposition

*k%k

Code Status
@RRCODESTATUS@,@RREMERCONTACT@

Author
@MECRED@

@TD@ at @NOW@



Embedded SmartLists

DATA:28470 1. | have reviewed all of the labs from today.
Pertinent labs include: ***

2. | have reviewed all of the microbiology
results from today. Pertinent microbiology
results include: ***

3. I have reviewed all of the studies from
today. Pertinent study results include: ***

4. | have reviewed the telemetry tracings. It
showed ***

5. Il have reviewed the electrocardiogram
from today. It showed ***

6. There is no new data today

DVT PPX: 28465 1. Enoxaparin

2. Heparin subcutaneously

3. Fondaparinux

4. Warfarin

5. Sequential compression devices (SCDs)

6. Notindicated due to ***

Gl PPX: 28466 1. Notindicated

2. Indicated due to patient is on chronic acid
suppression therapy as an outpatient

3. Indicated due to coagulopathy (platelet
count<50,000, INR>1.5, PTT>2x control

4. Indicated due to mechanical ventilation
(likely for >48hours)

5. Indicated due to 2 or more minor risk
factors: sepsis, ICU stay>1 week, occult Gl
bleeding >6 days, or high dose steroids

6. Indicated due to traumatic brain injury,
spinal cord injury, or thermal injury

7. Indicated due to history of Gl bleeding
within the past year

Gl PPX Type: 28467 1. H2 blocker
2. Proton pump inhibitor
Central Lines: 28468 1. None

2. Triple lumen catheter: Vein Central,
Day***

3. Hemodialysis catheter: Vein Central,
Day***

PICC (Day ***)
Tunneled catheter
Implanted port

Vein central: 12312

PWONPEOOA

Internal jugular vein
Subclavian vein

Femoral vein
* %k %k




Tubes AND Drains: 28469

L ooNOUL R WNE

None

Foley catheter (Day ****)
Nasogastric tube (Day ***)
Nasojejunal tube (Day ***)
Orogastric tube (Day ***)
Percutaneous gastric tube (Day ***)
Chest tube (Day ***)

JP drain (Day **%*)

*%% (Dgy ***)




University of California San Francisco (UCSF)
Division of Hospital Medicine Notewriting Taskforce
Best Practices

Progress Notes

General:

Daily progress notes should accurately and concisely document the patient care data and assessment
and plan for each day of a patient’s hospitalization. Attempts should be made to maximize note utility
and to limit importing large data fields.

24 Hour Course/Overnight Events

Include a brief description of significant events of the last 24 hours. Examples of significant events
include: major bleeding episode, acute agitation requiring intervention, transfer to a higher level of care,
etc. This section should in general not include minor events such as consults, medication changes, basic
tests, or routine parts of hospital care. Consider a bullet format.

Subjective/Review of Systems:
Document subjective complains and review of systems in the patients words. If the patient is unable to
provide their subjective state, please document this.

Vitals:
Vitals will be automatically imported.

Intake/Output

Begins with a statement that “I have personally reviewed the Ins and Outs for today.” There is then free
text to enter a brief summary. This may be as simple as “positive 1 liter” or “even.” If a patient has
complex drains or atypical losses, please document these here as well (eg. chest tube output, NG tube
output, etc.).

Physical Examination

Document only the components of the physical exam which were performed on this day. The physical
examination should be updated daily. It can either be entered as free text or using the Notewriter Exam
in EPIC.

Data

Do not import all available data and studies. Document labs, micro, and radiology that were pertinent
to the care of the patient on this day (directly impacted management decisions). For EKG and/or
telemetry (if available), briefly summarize the key findings.

Problem-based Assessment and Plan



Include a 1-2 line overall assessment of the patient which should be updated each day. The problem list
should be prioritized each day. Problems which initially begin as symptoms should be updated to
diagnoses once determined. For each problem, accurately and concisely describe the current status
(stable, improving, worsening), the known cause or differential diagnoses, the diagnostic evaluation
which has been or will be ordered, and the treatment plan. Problems which are resolved can be placed
lower on the problem list by priority or can be officially resolved in the system.

Hospital Care
Accurately document the status of standard components of hospital care (to include but not be limited
to DVT prophylaxis, fluids, diet, discharge planning, and code status). This section should be updated

each day.



Hospital Medicine Progress Note

HOSPITAL MEDICINE PROGRESS NOTE

24 Hour Course/Overnight Events

*k%k

Subjective/Review of Systems

*kk

Vitals
Temp:
Heart Rate
*Resp:

BP:

Sp02:

Intake/Output
| have reviewed the ins and outs for today. Summary: ***

Physical Exam

Data

{PERTINENT DATA REVIEWED:30420924::" "}
{I spoke with/Consult Requested:20929::" "}

Problem-based Assessment and Plan

XXM with...

No new assessment & plan notes have been filed since the last note was generated.

Inpatient Checklist
Foley day: {Foley Day:20869::"No Foley"}
DVT prophylaxis: {DVT PROPHYLAXIS:20846}
Gl prophylaxis: {GI PROPHYLAXIS:20845}
Telemetry use: ***
Diet: {Diet Order:20870}
IV fluids: {IV Fluids:20871::"No IV Fluids"}
Access: {Access:20847}
Discharge planning: ***
Code Status Information

Code Status

Full Code



Scheduled Meds:
Continuous Infusions:

PRN Meds:

Bradley A Sharpe, MD
3/20/2015



IMPROVING RESIDENT NOTE QUALITY

IN THE ERA OF THE EMR:

A MULTI-INSTITUTIONAL COLLABORATION
APDIM SPRING MEETING 2015

Daniel Kahn, MD
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Roadmap

1 Background

1 Perceptions of Note Quality

1 Best Practices/Intervention
1 Take-Home
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Goals

8§ Appreciate it is possible to develop “best
practices” for note writing

1 Recognize validated tools for assessing note
quality

1 Describe how a template and educational
intervention can improve note quality

Roadmap

i Background

1 Perceptions of Note Quality
1 Best Practices/Intervention
i Take-Home




Background: The Note

There were exacerbations of the fever; the bowels
passed practically nothing of the food taken; the
urine was thin and scanty. No sleep. About the
fourteenth day from taking to bed, after a rigor, he
grew hot; wildly delirious, shouting, distress, much
rambling, followed by calm. The coma came at this
time.

Thirty-fourth day. Death.

-- 5t Century BC

vs stbl, & comp.; no A resp. - 02 sats ok; xam un-A’d -
see note 11/12; fam. visit.; no nursing issues; labs = no
incr. aldolase, CK’s; note: this enctr. took 65’ & inv. a
hi deg. of compex. in dec. making.

Background: The Note

There were exacerbations of the fever; the bowels

passed practically nothing of the food taken; the Aphorifmi
urine was thin and scanty. No sleep. About the 0 Ig{f._of 'R \T A
fourteenth day from taking to bed, after a rigor, he

grew hot; wildly delirious, shouting, distress, much

rambling, followed by calm. The coma came at this

time.

-- 5t Century BC




Clinicopathologic Correlation (1761)

FLEGMAT SANGVIN — FO, BAPTIST.E
B | | MORGAGNI

MORBORUM

Information/Data (1816)




Medical Note

Research/Quality (1800-1900s)




Medical Note

Education (1800-1900s)

The house-physician, under direction of the
attending physician, shall Reep a register of
all medical cases which occur in the hospital,
and which the latter shall think worthy of
preservation. ...

-- New York Hospital 1805




Medical Note

=\ /[
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Medical Note
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Medical Note

Electronic Health Record




Current Notes

State of the Evidence

1 Very little robust research — most opinion and
thought pieces

Off the Record — Avoiding the Pitfalls of Going Electronic

Pamela Hartzband, M.D., and Jerome Groopman, M.D.

M /T any of us remember search-  istration, the presidential candi- lected in one place and available
- - — - - - - or Mi- at a single keystroke, And there is

N PECE OF MY MDD

Copy-and-Paste

John Lennon's Elbow

Tix i




State of the Evidence

1 Very little robust research — most opinion and
thought pieces
1 [dentified common themes:
— “Bloated notes”
— Incorrect/outdated information
— Extra information
— Focus on billing
— Less clinical reasoning

Hartzband P, et al. NEJM. 2008
Sheehy AM, et al. JAMA Intern Med. 2014
Hirschtick RE. JAMA. 2012

EHR 1in the News

Home / The Daity Briefing: / April 2, 2015 | The Dady Brsefing ¢ Joint Commission issoes sentined slert aver EHR rish
Latest from the

Daily Briefing

Daily

S View the Archives  Print Today's Stories 1o
Brieting FEATURED

Joint Commission issues
sentinel alert over EHR risks

Although EHRs can do a lot of good, the
technology poses inherent risks, group
warns

T-f Joint Cnrr\mis.s.,inn ':. esday issue

safety, such tech

Details of alert




Roadmap

1 Background

1 Perceptions of Note Quality
1 Best Practices/Intervention
1 Take-Home

Attending and Housestaff
Perceptions of Progress Notes

1 Developed Survey
— PDQI-9
— ACGME Competency Note Checklist

— Questions generated by core faculty




Appendix: Physician Documentation Quality Instrument (PDQI-9)

Date: Author: Reviewer:

Note Type (circley: Admit  Progress Discharge

Instructions: Please review the char before assessing the note. Then rate the note on each of
the following atmibutes:

Adtribute Score Description of Ideal Note

Not at all Extremaly | The note contains the most recent
5

}
L Up-to-date 1 2 3 4 test results and eeommendations,

Nod at all Extremely | The note is troe. It is froe of
F ks i 2 3 4 5 | incorrect information,

“The note is complets and
documents all of the issues of
importance to the patient.

Mot at all Extremaly

3, Thoraugh :

ta
-
=

“The note ise xtremely mlevant,
providing valuable information

Not at all Extremaly
S
* | endlor analysis

A Useful 1 2 3 4

“The note is wel Hormed and
Extramely | structurd in a way that halps the

5 | reader understand the patient’s
clinical course.

5. Organized it

“The note is clear, without
ambiguity or sections that are

Nod at all
! difficult to understand.

. Comprehensible l'-xhcmct_:

ta
W
=

Nod at all Extremely | The note is brief, to the point, and
5

7. Succinet i 3 3 i without redundancy.

“The note reflects the anthor' s
Extremely | understanding of the patient's

5 | status nd ability to develop u
plan of care

& Synthesized T“ .

9, Internally Mot at all Extremaly | No part of the nots ipnoras or
Consistent | 2 3 4 5 | contradicts any other part

Total Score:

Copy-Forward/Autopopulation

14) Copy forward (i.e. data from ane note imported into a (O Very negative
niw nate) has the following impact on my critical () Somewhat negative
thinking about patient care ) Meutral
() Somewhat positive
(O Very positive

Copy forward has the following impact on the accuracy O Very negative

of my notes Ty Somewhat negative
() Neutral
0 Somewhat positive
) Very positive

Copy forward has the following impact on accurately 3 Very negative
prioritizing my dally problem list ) Somewhat negative
) Meutral
O Somewhat positive
O Very positive

Autopopulation (l.e. stored data imported into the O Very negative
note from smart phrases) has the following impact on ) Samewhat negative
my critical thinking about patient care () Meutral
(0 Somewhat positive
(" Very positive




Since adopting an EHR, Note Quality is...

Residents Attendings

9
2% 1%

® Much worse = Much worse

H Worse

Unchanged

H Better

B Much better

B Much better

Perception of PDQI-9 Domains

5 (extremely)

H Interns
M Residents

M Attendings

1 (not atall)
& & $ > o o & & N
& & o,\o‘\'% \)ﬁé & Q}‘;\O o“o\(\ & <&
5§ < & & & <
& « oS N
N v < S & o &




Copy Forward/Autopopulation

Very Positive

Somewhat Positive

Neutral Hnterns
M Residents

m Attendings

Somewhat Negative

Very Negative
Impact of copy forward Impact of copy forward Impact of copy forward Impact of
on critical thinking on accuracy on accurately prioritizing  autopopulation on
critical thinking

Roadmap

1 Background

1 Perceptions of Note Quality
1 Best Practices/Intervention
1 Take-Home




Best Practices

1 10 Clinician Educators at UCLA
% 10 Clinician Educators at UCSF

Date Of Sers

MO

Thief Complant

General

ccurately and concisely document the
patient care data and assessment and
plan. Maximize nate utility, limit importing
large data fields

Dvernght events

24 Haur Course/Overnight Events

Significant events, exclude minor events

Subjective/ROS

Chief Complaint

Not included

Vital 5igns

Subjective/RO5

Combine. Patient’s own words, Document
if pt unable to provide subjective

Fhysica Exam

Wital Signs

Imparted

Intake/output

I hawe reviewed... Free teat. Document
complex lesses/drains

Assessment and Pan

Frobiem-Based. Ordered By aculty wih acute.

improving,
D, workup planned or

Physical Exam

Updated dady. Focused, what was actually
performed that day. Free test or
natewriter exam in EPIC

U
VT ppx
i ppx

Dane placed. Indication

Problem-based Assessment and Plan

Brief assessment. Updated, prioritized
daily. Symproms updated to diagnoses
Status, cause or Ddx, evaluation,
treatment documented. Resobved
problems can be placed lower of can be
of y resolved

Hospital Care

DV, Fluids, diet, dispo, code. Accurate,
updated dady




The Template

Medicine Progress Note

PMD: GEPCPER
[DATE OF SE

HOSPITAL DAY:
CC: ECHIEFCON

24 Hour Course/Overnight Events

SubjectiveReviow of Systems.

[{DATA:Z8470:: have reviewsd all of the labs tram loday. Pertinent labs include. ***7)
Problem-Based Assessmant and Plan

(ENAMEE is a @AGER @SEXE ™

Inpatient Checklist
Diet: @RADIETE
OVT Prophyiasis: {DVT PRX:28465)

7 s (Gl PPX:2B466:"nol indicated”}
[Central Lines: [CENTRAL LINES:28468::"none}
TubesDrains: {TUBES AMD DRAINS:26460: none”}
Gisposition

[Code Status
(@RRCODESTATUSE @RREMERCONTACTE

Resident Buy In

1 Meeting open to all
— With Pizza!
— Chiefs and Residents in Attendance

1 Focus on quality improvement over style

1 [ssues raised




Confidential

Notewriting Improvement Project - Grading Entry Form

Overall assessment

Overall rating of note Q Below average
O Average
O Above average

Physician Documentation Quality Instrument-9 (PDQI-9)

PDQI-8-1. Up to date: The note contains the most O 1 (notatal)
recenttest results and recommendations. Oz
Q3
Oa
& 5 (extremely)
PDQI-9-2. Accurate: The note is true. It Is free of O 1 (not at all)
incorrect information. o2
o3
Ga
O 5 (extremely)
PDQI-9-3, Thorough: The note Is complete and 1 (not at af)
documents all of the issues of importance to the G2
patient O3
Sa
O 5 (extremey)
-9-4, Useful; The note ls extremely relevant, Q1 (ot atall)
providing valuable information and/or analysis. G2
&3
Ga
& 5 (extremely)
PDQI-9-5. Organized: The note Is wellformed and Q1 (not at al)
structured in a way that helps the reader understand &2
the patient's clinical course. Q3
Q4
O 5 (extremely)
PDQL-9-6. Comprehensible: The note Is clear, without Q1 {not at al)
ambiguity or sections thal are difficut to 02
understend O3
o4
O 5 (extremely)
PDQI-8-7. Suscingt: The note is brief, to the point, Q1 (not at al)
and without redundancy. &2
o3
Q4
O 5 (extremely)
PDQI-9-8. Synthesized: The note refleats the author's Q1 (notatal)
understanding of the patient's status and abiliy to o2
develop a plan of care, O3
Q4
O 5 (extremely)
PDQL-9-9. Interally Consistent: No part of the rote Q1 not at ai)
ignores or contradicts any other part. Q2
Q3
G4
O 5 (extremely)

wosctotespos  REDCap

"ACGNIE Note writing checkllst

1. Is PAMD identified (name o has none)? Qves
ONo
2. Are overnight events mentioned OR is there an QYes
acknowledgement that there were none? ONo
3. Are the patient's complaints docurnented or is O Yes
there an acknowledgement that there were none? ONo
4.1s there a relevant and focused physical exam QYes
documented? ONo
5. Have relevant lab values and studies been OVYes
documented rather than pasting all information and Oto
have older studies been removed?
6. Have relevant lab values and studies been QO Yes
addressed in the problem-orlented assessment and plan? ONo
7. Is thers a prioritized and updated problem list? OYes
ONo
8. Is there a global assessment of whether the QYes
patlent s dlinically the same, improving or O No
worsening?
9. Is DVT prophylaxis (of reason why itis not O Yes
required) documented? O No
10. Is code status documented? QVes
O Mo
1. Is there mention of a discharge plan, goals of O Yes
hospitalization OR estimated fength of stay? ONo
12, 1s the authior's name listed at the bottom of the QYes
note? OMo
13. 15 the note copled and pasted from another QYes
physiclan's note? Sho
14.1s the note concise yet adequately complete (no OYes
excessive copy and paste, no excessive repetition of ONo
data, no missing key information, etc)
For the post-Intervention progress notes oniy: Was © Not applicable/ths Is a pre-Intervention note.
the new template used in this progress note? OYes
Q No
& Unsure

pocsespoy “REDCap




So did it work?

Overall Note Quality

Pre- Post-

Below Average
Average
Above Average
4 v
| - JA. -




PDQI-9 pre vs. post scoring

i Pre

i Post

ACGME Competency Checklist

& Pre-Intervention

u Post-Intervention




Pre Template Note




=1
NELITASS

GLUCO
SEFOC
Microbiology

Post Template Note

Protiem-Based Avssssmans and Plan;

] .o I o chenic abdominal pain. deprrssionfanuiety, GERD, spina
BATE OF SERVICE- LZVESHS LIS 0N CHIGAIE NS rsents w0 ERCP for post ERCP pancreatits
HOSPITAL DAY: 3
CHIEF COMPLAINT, Abcominal Fan
Lant 24 HouriOvarsighe Evanta:
Nosa
Eutpactivaaview of Syatema:
Ao paie

nd
VG frorm 4 for batier pain contral

hy 202 pesmndsain. Impreieg

¥Crroeic sbdominal pain. Now ' ERGE w
~Mgedian, U wen OF afies Toseation of peey

ONeN, DSTESANS, KOLEAZA. MSSINIME, HTRIONE

¥Opression. Statée. Contnue Lexap

Amissiping, lesaran

Inpatiant Chackiiat

Dist:
Dot i

Drpastion
Hama 0nce pain comroled on Ol RArcOtcs And tolara
Flasq CTAB, o ACOBSHOrY musce &
i TTP gty most bvars BEsgasmum and RUIQ. S0me Guantng wittoo! mboursd. +Oomsl sunss Code Batus
S M reaha 0t Ful Cose.

s Emargency Cortect IR

Data
I hava feviaed &8 of Ove la0 Pon oy Parinent laee oo
WBCE 5 %




Roadmap

1 Background

1 Perceptions of Note Quality
1 Best Practices/Intervention
i Take-Home

Keys to successful implementation

1 Accessibility

% Educational lead in

# Resident Collaboration
1 Usability

1 Continuous feedback

1 Reminders




Goals for Home

1 Note assessment instruments
1 Obtain resident buy in
1 Implement a template

Thank You

# Danny Kahn
— Dakahn@mednet.ucla.edu

1 Neveen El-Farra

— Nelfarra@mednet.ucla.edu
1 Brad Sharpe

— Bradley.Sharpe@ucsf.edu




