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Appendix:  Physician Documentation Quality Instrument (PDQI-9) 

 

Date: __________ Author: ___________ Reviewer: ______________ 

 

Note Type (circle):  Admit     Progress    Discharge 

 

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 

1. Up-to-date 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note contains the most recent 

test results and recommendations. 

2. Accurate 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is true.  It is free of 

incorrect information.  

3. Thorough 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is complete and 

documents all of the issues of 

importance to the patient. 

4. Useful 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is extremely relevant, 

providing valuable information 

and/or analysis.   

5. Organized 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is well-formed and 

structured in a way that helps the 

reader understand the patient’s 

clinical course. 

6. Comprehensible 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is clear, without 

ambiguity or sections that are 

difficult to understand. 

7. Succinct 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note is brief, to the point, and 

without redundancy. 

8. Synthesized 
Not at all                                                       Extremely 

1                 2                  3                     4                     5 

The note reflects the author’s 

understanding of the patient’s 

status and ability to develop a 

plan of care. 

9. Internally 

Consistent 

Not at all                                                       Extremely 

1                 2                  3                     4                     5 

No part of the note ignores or 

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/O.  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 
GI 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 

*** 
 
Subjective/Review of Systems 

*** 
 
Medications 

@RRSCHEDIVMED@ 
PRNs: @MEDSPRN@ 
 
Infusions: @MEDSINFUSIONS@ 
Physical Exam 

@VSRANGES@ 
I/O: @IOLAST2SHIFTS@ 
*** 
 
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@ *** 
*** 
 
Inpatient Checklist 
Diet: @RRDIET@ 
DVT Prophylaxis: {DVT PPX:28465} 
GI Prophylaxis: {GI PPX:28466::"not indicated"} 
Central Lines: {CENTRAL LINES:28468::"none"} 
Tubes/Drains: {TUBES AND DRAINS:28469::"none"} 
Disposition 
*** 
 
Code Status 
@RRCODESTATUS@,@RREMERCONTACT@ 
 
Author 
@MECRED@ 
@TD@ at @NOW@ 

  



Embedded SmartLists 

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

2. I 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. I have reviewed the telemetry tracings. It 
showed *** 

5. I 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. Not indicated due to *** 

GI PPX: 28466  1. Not indicated 
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 GI 
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 GI bleeding 
within the past year 

GI 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*** 
4. PICC (Day ***) 
5. Tunneled catheter 
6. Implanted port 

Vein central: 12312  1. Internal jugular vein 
2. Subclavian vein 
3. Femoral vein 
4. *** 



Tubes AND Drains: 28469  1. None 
2. Foley catheter (Day ****) 
3. Nasogastric tube (Day ***) 
4. Nasojejunal tube (Day ***) 
5. Orogastric tube (Day ***) 
6. Percutaneous gastric tube (Day ***) 
7. Chest tube (Day ***) 
8. JP drain (Day ***) 
9. *** (Day ***) 

 



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 
*** 
 
Subjective/Review of Systems 
*** 
 
Vitals 
Temp:  
Heart Rate  
*Resp:   
BP:  
SpO2:   
 
Intake/Output 
I 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} 
GI 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: 
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Roadmap

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



Goals

Appreciate it is possible to develop “best 
practices” for note writing
Recognize validated tools for assessing note 
quality
Describe how a template and educational 
intervention can improve note quality

Roadmap

Background
Perceptions of Note Quality
Best Practices/Intervention
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.

-- 5th Century BC

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.

-- 5th Century BC



Clinicopathologic Correlation (1761)

Information/Data (1816)



Medical Note

The 
Note

Description

Data

Research/Quality (1800-1900s)



Medical Note

The 
Note

Description

Data

Research/ 
Quality

Education (1800-1900s)
The house-physician, under direction of the 

attending physician, shall keep 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

The 
Note

Description

Data

Research/ 
Quality Education

Medical Note

The 
Note

Description

Data

Research/ 
Quality Education

Malpractice



Medical Note

The 
Note

Description

Data

Research/ 
Quality Education

Malpractice

3rd-Party 
Payer

Electronic Health Record

The 
Note

Description

Data

Research/Quality Education

Malpractice

3rd-Party Payer



Current Notes

State of the Evidence
Very little robust research – most opinion and 
thought pieces

Hartzband P, et al. NEJM. 2008

Sheehy AM, et al. JAMA Intern Med. 2014

Hirschtick RE. JAMA. 2012



State of the Evidence
Very little robust research – most opinion and 
thought pieces
Identified 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 in the News



Roadmap

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

Attending and Housestaff
Perceptions of Progress Notes

Developed Survey  
– PDQI-9
– ACGME Competency Note Checklist
– Questions generated by core faculty



Copy-Forward/Autopopulation



2%

9%

50%

34%

5%

Residents

Much worse

Worse

Unchanged

Better

Much better

5%

34%

39%

21%

1%

Attendings

Much worse

Worse

Unchanged

Better

Much better

Since adopting an EHR, Note Quality is…

1

2

3

4

5

Interns

Residents

Attendings

5 (extremely)

1 (not at all)

Perception of PDQI-9 Domains



1

2

3

4

5

Impact of copy forward
on critical thinking

Impact of copy forward
on accuracy

Impact of copy forward
on accurately prioritizing

Impact of
autopopulation on
critical thinking

Interns

Residents

Attendings

Very Negative

Somewhat Negative

Neutral

Very Positive

Somewhat Positive

Copy Forward/Autopopulation

Roadmap

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



Best Practices

10 Clinician Educators at UCLA
10 Clinician Educators at UCSF

UCLA                    UCSF



The Template

Resident Buy In

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

Focus on quality improvement over style
Issues raised





So did it work?

Overall Note Quality

Pre‐ Post‐

Below Average

Average

Above Average



1

2

3

4

5

Pre

Post

PDQI‐9 pre vs. post scoring

0

0.2

0.4

0.6

0.8

1

Series1

Series2

Pre-Intervention
Post-Intervention

ACGME Competency Checklist



Pre Template Note



Post Template Note



Roadmap

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

Keys to successful implementation

Accessibility
Educational lead in
Resident Collaboration
Usability
Continuous feedback
Reminders



Goals for Home

Note assessment instruments
Obtain resident buy in
Implement a template

Thank You

Danny Kahn
– Dakahn@mednet.ucla.edu

Neveen El-Farra
– Nelfarra@mednet.ucla.edu

Brad Sharpe
– Bradley.Sharpe@ucsf.edu


