                       Pediatric Primary Care or “Sick Care” Visits      

                                 Record Audit Tool Instructions FY 2013-2014


General Instructions
· Individuals receiving Pediatric Primary Care or “Sick Care” services will receive the following services as per 10A NCAC 43E .0307 requirements, regardless of source of payment.  
· Services will be documented on required DPH forms (Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents, Third Edition; Bright Futures Tool and Resource Kit.)  Problem focused visits are documented using:  (Bright Futures: Problem visit form.)    Source:  http://brightfutures.aap.org
· Indicate with a check (√), Zero (0), or NA, whether an item is present, not present, or not applicable.

· If a clinical standard has multiple components, all components must be met/present for the standard to have been met.

· For items with more than one component, "Record Compliant" may be checked if all the boxes above the Record Compliant line have either checks or NA's in them.  

· If any box has a Zero (0) in it, then Zero (0) must appear in the Record Compliant line for that record for that standard.  See example below:

Items that are not compliant require an action plan to address findings.
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For the above item, Record #3 was not compliant because one of the required components for the item was not compliant.
A.  Chief Complaint 
· The chief complaint (reason for the visit) must be documented for this item to be considered met.

· The chief complaint should be specific enough to indicate why the client is being seen.

B.  History of Current Problem

· Components must be documented for this item to be considered met.

· Documentation must support/focus on the reason for the visit or chief complaint, such as location, timing, quality, severity, context, or modifying factors.
C. Immunization History/Status updated

· The immunization status/history must be reviewed at each visit; document whether immunizations are current for age in the appropriate box; 
· The NCIR (North Carolina Immunization Registry) and the child’s immunization record can be used to review immunization status;
· If immunizations are needed and not given; document reason in chart; schedule child for a return appointment as soon as possible; 
D. Current Medications/Drug Allergies
· Current medications, including non-prescription, and any drug allergies must be updated and documented in the record; 
· Medications may be documented/recorded on a separate medication sheet; 
E.  Review of Systems

· Positive responses and pertinent negatives for the system(s) related to the problem must be documented.  Documentation must support/focus on the reason for the visit or chief complaint.  Please utilize Bright Futures forms/guidelines and your agency’s policies & procedures when documenting. Source:  http://brightfutures.aap.org
· A review of system(s) obtained during an earlier encounter can be updated at this visit (Refer to Bright Futures ROS Problem Visit form).   If there is no new information, check the box “no interval change.”  Also, please update and indicate any changes to the child’s past medical history.  If no changes to past medical history, check “no interval change” beside Past medical history in the ROS section.
F.  Past Medical/Family/Social History 
· The “Chief Complaint” will dictate the need to update this item.  A completed initial history must be present in the chart.  Updates to the Past Medical/Family/Social History can be updated on the Bright Futures Problem Visit form  or on the Bright Futures flow sheet;
G.  Physical Exam for Current Problem
· Components of the physical exam must be documented for this item to be met;
· Specific abnormal and relevant negative findings of the exam must be documented.  A check mark notes that the body system was “examined and normal.”  Utilize your agency’s Policies/Procedures when documenting abnormal findings.
· Abnormal or unexpected findings of the exam of any asymptomatic body area(s) or organ system(s) are noted under Findings and comments related to chief complaint in the Physical exam section;
H.  Written Diagnosis for each Problem

· A written diagnosis for each problem must be documented;
· Documentation may be also be found on the problem list or problem visit record;
· ERN (Enhanced Role Nurses) may document medical diagnoses if similar to the following:
· Bilateral Otitis media, per Dr. _________

· Scabies (per protocol)

I.  Plan of Care/Referrals (includes education)
· Components must be documented for this item to be considered met.  Additional documentation space is available on the reverse side of the Problem Visit Form.
· Education/counseling concerning the problem must be documented and may be met through talking with the child and family or through sharing of appropriate literature. This includes documentation of education regarding emergency care and signs and symptoms of illness. Specific handouts for specific problems or diagnoses should be noted in agency policies. 
· Referrals are to be documented; and when the provider will follow-up on the referrals. If referrals are offered and refused, this should be noted.  
· Reviewers must also check to see that problems uncovered during the visit, which may not have been part of the “Reason for Visit,” receive appropriate follow-up.

J.  Follow/up for Identified Problems/Referrals
· Follow/up of identified problems and referrals must be documented for this item to be considered met.

· Follow-up may include planned rechecks, education, referral, or consultation.
· Documented attempts to follow/up would meet this item.

K.  Referral or Follow-Up Appointment for Well Child Care

· This component may be met if the record indicates that a child has another appointment scheduled at the same agency or if there is an appointment in place with the child’s primary health care provider (medical home).  Best Practice recommendations: document month and year of the next Well Child Exam;
· At a minimum, parents must be aware of when the next well child appointment is due.  Example:  next WCC (Well Child Check-up) 04/14;
L.   Billing/Reporting

· The date the visit was billed/reported must match the date the visit was documented in the record for this item to be met.   

· Any lab(s) or procedures are documented/linked to the diagnosis/visit by diagnosis CPT/ICD9 code;
· Visit is signed off by the provider in two places by printing the providers name, then the provider’s signature;
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