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Chapter  1: The Clinical Scribe Accelerator Training (CSAT) Platform

Welcome! This manual is designed to provide you with 
a take-home tool that complements ScribeConnect’s 
STAGE I Clinical Scribe Accelerator Training Course 
(CSAT-Course STAGE I). This manual can also be 
used as a standalone textbook for current medical 
team members interested in learning more about 
the roles and responsibilities of a Clinical Scribe in 
the Family Practice setting. Whether you use this 
manual as a supplemental- or standalone product is 
up to you! If you use this manual as a standalone 

tool and become interested in learning more about the CSAT Course, you can find information 
and discounted access at www.scribeACCELERATOR.com. Information on STAGE II and III CSAT 
Certification can also be found on the CSAT website (www.scribeACCELERATOR.com). 

STAGE I:        Classroom Training

The Joint Commission (TJC), an independent health care accreditation and certification 
organization64, provides general guidelines on the education, training, and use of documentation 
assistants in the clinical practice (Clinical Scribes)55. These guidelines suggest that documentation 
assistants receive education or training in the following minimum core competencies55:

•	 Medical Terminology

•	 Health Insurance Portability and Accountability Act of 1996 (HIPAA)

•	 Principles of billing, coding, and reimbursement

•	 Electronic Medical Record (EMR) navigation and functionality

•	 Computerized order entry, clinical decision support, and proper methods for pending 
orders for authentication and submission. 

In accordance with TJC’s guidelines55, ScribeConnect’s PHASE I CSAT Course and Manual are 
divided into four modules that cover the General, Medical, Financial, and Legal aspects of 
medical documentation, which we term the “Four Pillars of Medical Documentation66,67.”

Importantly, ScribeConnect’s CSAT Platform is dedicated to a commitment of excellence in 
Clinical Scribe Documentation that exceeds TJC’s minimum guidelines. Unlike other scribe 
training resources, CSAT Materials use a proprietary research-based approach to provide 
education, training, and certification in medical documentation that are academically-driven, in 
accordance with the most up-to-date medical documentation research and standards30,41,65-101.

The Clinical Scribe 
Accelerator 

Training (CSAT) 
Platform

http://www.scribeACCELERATOR.com
http://www.scribeACCELERATOR.com
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ScribeConnect’s full STAGE I CSAT Platform includes the CSAT Manual, Course, Workbook, and 
STAGE I Examination/Certification. Each of these materials can be used as standalone resources; 
however, they are designed to complement one another, and we recommend using them all 
together. For each of the four CSAT STAGE I Modules, we suggest first reading through the 
module in this CSAT Manual, then covering the module in the CSAT Course while using the CSAT 
Workbook to reinforce the key terms and concepts in the course module. The Manual, Course, 
and Module will provide opportunities for Review and Assessment at the end of each chapter to 
help you assess your understanding of the key terms and concepts covered in the chapter. The 
entire STAGE I training can be followed by the STAGE I CSAT Examination to receive CSAT STAGE 
I Certification. 

A score of 95% or greater is required to earn ScribeConnect’s STAGE I CSAT Certification. CSAT 
participants who do not receive a passing score of 95% or greater on a final training examination 
are offered the option to take an alternative final examination. Information on alternative final 
examination testing can be found at www.scribeACCELERATOR.com. 

STAGE II:      EHR Training

In accordance with The Joint Commission’s guidelines for Clinical Scribes55, the CSAT STAGE I 
platform provides basic training and education on EMR navigation and use (in addition to 
medical terminology, HIPAA, and coding and billing principles). However, there are currently 400 
different electronic health and medical record software systems in existance102 and these 
systems vary widely in their navigation, interface, and functionality (among other criteria)103-109. 
For this reason, we strongly recommend that STAGE I CSAT certification be followed by 16 - 24 
hours of training on how to use your facility’s Electronic Health Record (EHR) system for 
documentation110. 

EHR-specific training provides an initial opportunity to apply the information covered in the 
CSAT STAGE I Course and Manual to an active, work-like, time-sensitive environment, while 
also learning to navigate and chart within your facility’s EHR system. The STAGE II CSAT 
Platform currently provides EHR-specific training and certification in a limited number of in-

EHR-specific training can provide an initial opportunity to apply the information covered 
in the STAGE I CSAT Course and Manual to an active, work-like, time-sensitive environment 
while also learning to navigate and chart within your facility’s specific EHR system.

http://www.scribeACCELERATOR.com
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house settings for a limited number of EHR systems. You can visit the CSAT STAGE II website 
(www.scribeACCELERATOR.com) to determine whether STAGE II CSAT Certification is offered 
for your facility’s EHR system. If STAGE II CSAT Certification is not available to you currently, 
we recommend you contact your administration staff for information on how to receive this 
training. You may also find information and training materials available in the Resource tab of 
the CSAT website at: www.scribeACCELERATOR.com.

STAGE III:      Workflow Training

The Primary Role of a Clinical Scribe is to provide “real-time” documentation services in the 
clinical setting under the direct supervision of a licensed provider such as a physician, physician’s 
assistant, or nurse practitioner10,50,55,66,67,111,112. The scribe role is clerical in nature; however, the 
role of the scribe extends far beyond simple documentation9,10,46,50,66,67,113,114.  A Clinical Scribe 
must document with efficiency (speed), accuracy, and absolute thoroughness. 

Research demonstrates that the success of new Clinical Scribe roles and programs 
depends critically on sound integration of new Clinical Scribes into the existing clinical 
workflow5,9,30,41,47,100,101. This seems to be true regardless of whether the Clinical Scribe role is 
assumed by an individual with previous clinical experience (such a nurse or Medical Assistant 
(MA)), or by an individual with purely clerical training (as occurs in a “pure-scribe” model)8,9,113,115-118. 

ScribeConnect’s STAGE I CSAT Materials are uniquely designed to prepare Clinical Scribes for 
successful integration into the clinical setting. This is achieved through CSAT’s proprietary 
emphasis on Subject Information and Critical Thinking Skills (as addressed below), which prepare 
new Clinical Scribes for successful integration into the existing clinical workflow. 

We further recommend that STAGE I and II CSAT Certification be followed by STAGE III Workflow 
Training and Certification, in accordance with current research findings5,9,47,55,113. The STAGE III 
CSAT Platform currently provides workflow training and certification in a limited number of in-
house settings for a limited number of EHR systems. You can visit the CSAT STAGE III website 
(www.scribeACCELERATOR.com) to determine whether STAGE III CSAT Certification is offered for 
your facility’s EHR system in a nearby location. 

Workflow training provides new Clinical Scribes with an opportunity to observe, model, 
and receive real-time instruction and feedback from experienced Clinical Scribes or Scribe 
Trainers while applying content and concepts covered in STAGES I and II to the clinical 
setting.

http://www.scribeACCELERATOR.com
http://www.scribeACCELERATOR.com
http://www.scribeACCELERATOR.com
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If STAGE III CSAT Certification is not available to you currently, we recommend pursuing a 
clinical training program that provides one-on-one “real time” training in the clinical setting, 
in accordance with current research suggestions5,9,46,47,55,113. We suggest working up to 5 clinical 
shifts with an experienced Clinical Scribe or scribe trainer66,67. Workflow training (which is often 
termed “Clinical” or “Bedside” Training) provides an opportunity for a new scribe to observe, 
model, and receive real-time instruction and feedback from an experienced Clinical Scribe or 
Scribe Trainer. 

The Workflow Training phase also enables new Clinical Scribes to apply primary content and 
conceptual information covered in the CSAT STAGE I and II Materials to the clinical setting 
with efficiency and meaning. Additional information and resources5,46,47,55,113 available to 
support independent Workflow Training programs can be found under the resources tab of the 
ScribeConnect website at: www.scribeACCELERATOR.com. 

STAGE IV:      Clinical Evaluation

In accordance with Joint Commission guidelines and research best practices, we also recommend 
all new scribes undergo a 90-day Evaluation Period (CSAT STAGE IV) that uses regulated 
assessment tools to monitor each Clinical Scribe’s continued progress toward independent 
performance objectives5,30,41,55,66,67,100,101. CSAT STAGE IV information and resources are available 
under the resources tab at www.scribeACCELERATOR.com. 

ScribeConnect’s SC Smarts:  
Subject Knowledge & Critical Thinking Skills

As identified above, the primary role of a Clinical Scribe is to provide “real-time” documentation 
services in the clinical setting under the direct supervision of a licensed provider such as a 
physician, physician’s assistant, or nurse practitioner10,50,55,111,112. The scribe role is clerical in nature; 
however, the Clinical Scribe role extends far beyond simple documentation9,10,30,41,46,50,66,67,100,101,113,114. 
A Clinical Scribe must be able “think on his or her feet” (literally) and document with efficiency 
(speed), accuracy, and absolute thoroughness. These core competencies require strong command 
of the Subject Knowledge and Information identified in this manual, as well as the ability to 
apply the subject knowledge conceptually and practically to the Clinical Scribe role within the 
clinical environment30,41,100,101. Strong Critical Thinking Skills28 are essential to Clinical Scribe 
success on an individual level – when new scribes transition from the “classroom setting” to the 

http://www.scribeACCELERATOR.com
http://www.scribeACCELERATOR.com
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clinical environment – and on a systems level – when integrating new Scribe roles into an existing 
clinical workflow9,30,41,100,101. ScribeConnect-Certified Clinical Scribes demonstrate both strong 
command of the Subject Knowledge presented in the CSAT platform and solid Critical Thinking 
Skills, as addressed below. Therefore, ScribeConnect scribes have the SC Smarts that are required 
for Clinical Scribe success!

Subject Knowledge: The Four Pillars of Medical Documentation

At its core, the role of a Clinical Scribe requires strong command of the Subject Knowledge and 
Information related to medical terminology and charting, HIPAA, coding, billing, reimbursement, 
and EMR navigation9,30,41,55,100,101,115. In accordance with the above research guidelines, 
ScribeConnect’s PHASE I CSAT Platform is divided into four modules that cover what we term 
“the Four Pillars of Medical Documentation.”

The “Four Pillars of Medical Documentation66,67” include the following:

•	 General Aspects of clinical documentation

•	 Medical Aspects of clinical documentation

•	 Financial Aspects of clinical documentation

•	 Legal Aspects of clinical documentation

Success as a Clinical Scribe Requires Knowledge and Thinking Skills:

•	 Subject Knowledge & Information

►► Content information covered in this manual

•	 Critical Thinking Skills

►► Problem Solving

►► Communication

ScribeConnect-Certified Clinical Scribes demonstrate both strong command of the Subject 
Knowledge presented in the CSAT platform and solid Critical Thinking Skills. Therefore, 
ScribeConnect scribes have the SC Smarts that are required for success!
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This CSAT Manual Systematically Covers the 4 Pillars of Medical Documentation as follows:

•	 Module I – General Introduction:

►► We provide a general introduction to the clinical scribe role

►► We address important skills that are required for successful scribe integration

►► We review important policies and regulations that pertain to clinical scribes

•	 Module II – Medical Aspects:

►► We review the medical record and its different components and formats

►► We introduce pertinent medical terminology

►► We review important medical findings, services, studies, and procedures

•	 Module III – Financial Aspects: 

►► We highlight important regulations that shape the healthcare environment

►► We review important aspects of medical coding and billing 

►► We focus on Evaluation & Management (E/M) Service Guidelines, which are 
commonly used to submit reimbursement claims for service payments. 

•	 Module IV – Legal Aspects:

►► We review important regulations that legally apply to the clinical scribe role

►► We introduce the concept of the Legal Medical Record (LMR)

Clinical Scribe success depends fundamentally on a strong command of the primary content 
information identified above. However, scribe success also depends critically on the ability to 
apply this primary information to medical documentation, EHR use, and to the dynamic scribe 
role within the clinical setting. Therefore, scribe success also requires strong Critical Thinking 
Skills, as addressed below.

Critical Thinking Skills

The Clinical Scribe role extends far beyond the clerical responsibilities conveyed in this 
Manual.  Scribes must literally be able to “think on their feet” in the clinical setting. Therefore, 
the intellectual capacity of a Clinical Scribe requires more than just primary and conceptual 
intelligence. Critical Thinking Skills – including strong Communication & Problem Solving Skills 
are requisites for scribe success5,9,41,47,57,66,67. 
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This extremely broad and lengthy definition of Critical Thinking, can be simplified into five 
general steps, as outlined below.

Critical Thinking generally involves 5 steps: 

1.	 Gathering and Applying Information (in the clinical setting) through:

•	 Direct Training 

•	 Observation

•	 Experience

•	 Reflection

•	 Reasoning

•	 Self-Assessment

•	 Communication (such as constructive criticism and formal evaluations)5,9,30

2.	 Assessing and Evaluating Information and its Applications through:

•	 Conceptualization

•	 Application

•	 Analysis

•	 Synthesis

•	 Evaluation

3.	 Communication (as outlined below)

4.	 Problem-Solving (as outlined below)

5.	 Improving or Updating Information and Application Processes

•	 Through action 

•	 Through Assessment & Reassessment

Critical Thinking can be defined broadly as a disciplined and active process that 
involves: conceptualization-, application-, analysis-, synthesis-, and evaluation of 
information [gathered through] observation, experience, reflection, reasoning, [and] 
communication [in order to] guide action54. 
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Although critical thinking skills require effective communication, critical thinking is fundamentally 
an independent process. Like the Clinical Scribe role, Critical Thinking is “self-directed, self-
disciplined, self-monitored, and self-corrective29.” You are responsible for applying your critical 
thinking skills to the clinical setting. 

Although Critical Thinking involves the Acquisition of Subject 
Knowledge and Information (as identified above), it more potently 
pertains to the Application of that information. The PHASE I CSAT 
platform provides opportunities to practice applying Subject 
Knowledge to the clinical setting conceptually; however, most of 
the application process occurs during PHASES II – IV Training, 
and while working independently as a Clinical Scribe. 

Below, we offer a more in-depth introduction to the importance of Critical Thinking in the 
Clinical Scribe Role. We have designed the CSAT platform to help highlight opportunities to 
practice Critical Thinking Skills during PHASE I training, and we also highlight situations in 
which it will be beneficial and important to apply Critical Thinking Skills during your role as an 
Independent Clinical Scribe. 

Like the Clinical Scribe role, 
Critical Thinking is:

•	 Self-directed29

•	 Self-disciplined29

•	 Self-monitored5,29

•	 Self-corrective29

The Critical Thinking Skills outlined in this section are CRITICAL for successful scribe integration 
into the clinical setting (for new scribes and new scribe programs alike)9. However, these skills 
are not unique to the scribe role; the assessment, communication, and problem-solving skills 
outlined in this section provide a foundation for successful conduct in any setting and in regard 
to any problem. 

Moreover, the Assessment, Communication, and Problem-Solving processes outlined below 
closely parallel the provider’s Medical Decision Making process, in which: 

•	 Problems and questions are clearly identified and articulated

•	 Subjective and Objective information are obtained, synthesized, and assessed

•	 Information is communicated with others (ex: the patient and specialists)

•	 Problems are methodically solved by:

►► Identifying all possible causes for each problem

►► Methodically conducting studies to accept or reject each possible cause

►► Selecting the most likely cause and Implementing a Solution

►► Identifying measurable outcomes to assess the solution’s efficacy

►► Identifying a specific reassessment plan

SuperScribe Tip: Critical Thinking in Clinical Practice
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Critical Thinking Skills: Assessment & Evaluation

In addition to acquiring and applying primary content (Subject Information), successful Clinical 
Scribes must be able to Assess and Evaluate their personal strengths and weakness as a Clinical 
Scribe41. This ability is fundamental to scribe growth. Many facilities provide structured processes 
for evaluating scribe progress and productivity; however, honest self-appraisal can be equally 
important, and requires an ability to independently acquire information on job productivity. As 
addressed above, this information can be acquired through observation, reflection, reasoning, 
and through communication29,54. 

Independent Clinical Scribes may also need to Assess and Evaluate how effectively a new scribe 
role is being implemented or integrated into the clinical workflow9. Here, independent self-
assessment can provide an important first step toward effective Communication and eventually 
enable effective Problem Solving, as addressed below.   

Helpful questions for self-assessment can include: 

•	 How do I feel I am performing as a scribe? 

•	 Do I feel confident in my work? 

•	 Do I feel capable of managing my responsibilities as a Clinical Scribe?

►► If not, why might this be?

►► Who could I discuss this problem with? 

►► How can I find a solution to this problem?

•	 What questions or challenges am I currently faced with in my role as a Clinical 
Scribe? 

►► How can I find answers or solutions to these questions or challenges? 

►► Why might these challenges be occurring?

►► Who could I discuss these questions or challenges with?

►► What could I do differently to improve?

•	 What feedback am I receiving from the providers I work with? 

•	 Am I responsive to the feedback I receive?  
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Critical Thinking Skills: Communication

Open Communication is a fundamental component of Critical Thinking27. Communication is also 
key to successful scribe integration – at the individual level (for new individuals entering into 
the Clinical Scribe role for the first time)41,46,47,66 and at the systems level (for successful integration 
of new scribe programs or roles into the clinical setting)9,67. 

Strong Communication begins with the ability to clearly and precisely formulate and articulate 
questions and problems29. This requires self-assessment: clearly identifying questions and 
problems independently before communicating these questions and problems with others 
through appropriate channels. Strong communication requires an honest ability to identify, take 
ownership, and communicate when things are not working, and requires an ability to receiving 
constructive criticism9. Communication can be time-sensitive in the clinical setting, so it can be 
important to identify how and when to appropriately engage in communication.

Strong Communication requires an ability to: 

•	 Clearly and precisely formulate and articulate questions and problems29

•	 Honestly identify – and take ownership – when things are not working9

•	 Receive constructive criticism9
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Critical Thinking Skills: Problem Solving

Within the context of Critical Thinking, Problem Solving involves a stepwise process that utilizes 
the Scientific Method1-4 and closely parallels the Medical Decision-Making (MDM) Process 
outlined in Chapter 2 and Module II of the CSAT PHASE I Platform. This process begins with 
gathering, assessing, and interpreting relevant information26-29. Information can be gathered 
through observation, reflection, reasoning, self-assessment, feedback, and communication (both 
direct and indirect)27-29,54, and should be assessed within the context of the clinical experience26. 
Proper assessment also involves identifying and communicating questions and problems (as 
addressed above)29. 

After gathering all relevant information and identifying existing problems or questions, we 
recommend identifying and assessing all workable solutions to each problem26,28,29 using the 
following process26: First, identify all unstated assumptions, values, and biases associated with 

The following questions can be important to establish – with your Scribe Supervisor and/
or with the Provider(s) you are working with – before starting your first shift as a Clinical 
Scribe:

•	 What should I do if I encounter a question or challenge during my shift that needs to 
be addressed immediately?

►► Are there designated individuals I should communicate with?

►► Are there designated times for communication (after the patient encounter? At 
the end of a shift? Are certain times better than others?)

•	 What should I do if I encounter a question, challenge, or problem during my shift that 
is not immediate, but that I cannot solve independently?

►► What resources are available to me for independent Problem Solving?

►► Who can I communicate with (another Scribe? A Scribe Supervisor? A Human 
Resources Staff Member? A Prover or Facility Administrator?)

►► What are the best ways for me to communicate challenges that I encounter 
(Direct Personal Communication? Telephone Call? Text Message? E-Mail?)

►► When should I communicate questions or problems I encounter? (Immediately 
after they occur? Within a week? At regularly-scheduled Meetings?)

►► Are there any existing communication procedures I should be aware of?
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each possible solution. Next, identify all possible outcomes and effects associated with each 
solution. Examine each possible solution in relation to supporting evidence and existing 
experience. “Rule out” solutions that are not reasonable or workable within your experiential 
context. Next, identify the values and outcomes that are important for a solution to produce. It 
may be helpful to rank or order the remaining possible solutions based on these values or 
outcomes. Finally, select the solution that most closely aligns with the values and outcomes you 
identified. Remember to remain open-minded regarding alternative solutions29.

This stepwise Problem Solving process may seem vague. Assessment Question #5 is designed to 
help you conceptualize how this Problem-Solving Process may apply within the Clinical Scribe 
Role.

Problem Solving involves a methodical stepwise process that uses the Scientific Method1-4 
and parallels Medical Decision Making Processes addressed in Module III:

•	 Gather, Assess, & Interpret Relevant Information26-29

►► Based on observation, reflection, reason, self-assessment, and communication

►► Clearly articulate all questions and problems29

•	 Identify all workable solutions26,28,29

►► Remain open-minded regarding alternative solutions29

►► Identify unstated assumptions, values, and biases for each possible solution26

►► Identify logical possible outcomes associated with each possible solution26

►► Examine each solution within the context of the experience in relation to 
supporting evidence and previous experience26

►► Rule Out solutions that are not reasonable or workable

►► Identify values or outcomes that are important for a solution to produce

►► Rank or order possible solutions based on identified values or outcomes

►► Select the solution that most closely aligns with the most important values or 
outcomes identified
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Critical Thinking Skills: 
Select, Implement, Assess, & Reassess (Update)

Critical Thinking and Problem Solving are ongoing processes, and do not end when a solution 
has been selected. Problem Solving and Critical Thinking alike are both equally concerned with 
the way in which a solution is Implemented. After selecting one solution to implement, it can be 
helpful to identify an Assessment Plan with measurable outcomes that can be used to assess 
whether the selected solution does indeed solve the original problem. For example, if a clinic 
is not able to schedule Clinical Scribes for all providers, the clinical administrators or providers 
may choose to hire and train 1 – 2 additional Clinical Scribes. After choosing to implement this 
solution, the clinic may set a measurable goal (outcome) of achieving full provider coverage 
within 2 months’ time. 

Next, it can be helpful to identify how the measurable outcomes will be Assessed. In the above 
example, the clinic may choose to sample the provider- and scribe schedules in 2 months’ time 
to identify whether complete scribe coverage has been achieved. 

The final step in this process would be to develop a Reassessment Plan. In the above example, 
the clinic’s administrators or providers may choose to schedule a meeting in 2 months’ time to 
discuss the outcome of the solution they selected. This meeting will provide an opportunity 
to discuss their solution’s outcome, assess its effectiveness, identify whether any new changes 
need to be made, and address any new questions or problems.  
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Critical Thinking & Integration: Tying It All Together

Scribes do not work in isolation. Scribes work one-on-one with clinical providers, and also 
become part of a team of medical professionals. Successful integration of new scribes and new 
scribe roles into an existing medical team requires teamwork, adaptability, open communication, 
and mutual trust and respect among all team members5,9,41,46,47. While some of these traits – such 
as resilience and adaptability – may be inherent, others – such as the ability to cultivate trust 
and respect with a provider – may take time.

Ultimately, the goals of this manual and of the ScribeConnect CSAT platform are to provide 
you with more than instructional training on scribe efficiency. Our goal at ScribeConnect is to 
provide you with the foundational tools you will need to integrate an excellent scribe program 
into your current workflow. We hope that the resources we provide in this manual, in the 
CSAT Course and Workbook, and in the online supplementary resources will help you develop 
ScribeConnect’s attitude of confidence, professionalism, reliability, and service. By cultivating a 
culture of employee excellence, we aim to cultivate a role each employee can take pride in. 

Critical Thinking and Problem Solving are ongoing processes28. Selecting, Implementing, 
Reassessing, and Updating Solutions are all important and follow stepwise processes:

•	 Implement A Solution 

►► Develop a methodical stepwise plan for how the solution will be implemented

•	 Assessment Plan

►► Develop a plan for how the solution will be assessed

►► Identify measurable outcome goals that the solution should achieve

►► Identify how the measurable outcomes will be assessed

►► Identity when the selected outcomes will be measured

►► Identify when and how the outcome measures will be assessed (and by who)

•	 Reassessment

►► Identify who will be involved in reassessment, and when/where/how 
reassessment will occur

►► Assess whether the solution has met its identified outcome goals 

►► Identify any new problems or questions, and discuss new solutions
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Throughout this Manual you will note 
SuperScribe Boxes that serve as conceptual 
tools, helping you to integrate primary 
content information presented in various 
modules and chapters together, forming a 
greater understanding of their relevance. 
SuperScribe boxes also help facilitate 
Critical Thinking Skills. We encourage you to 
familiarize yourself will all the information 
emphasized within each SuperScribe box.

SuperScribe Tip: 

Note on this Manual as a Learning Tool

At ScribeConnect, we believe our focus on Critical Thinking skills sets us apart from other scribe 
companies and service providers. Throughout this CSAT manual, you will encounter sections and 
exercises dedicated to helping you understand the importance of strong Critical Thinking Skills 
within the clinical setting. These sections will also provide guidance on ways in which you can 
succeed as a Clinical Scribe by applying your critical thinking skills. 

Throughout this Manual, you will find key 
Subject Information (Terms and Concepts) 
bolded and underlined. You will also 
find SuperScribe Tip- and SuperScribe 
Application Boxes that are designed to help 
you conceptualize how you will apply the 
Subject Knowledge conveyed in the manual 
to your role as a Clinical Scribe. 

At the end of each chapter, you will find 
a “Review & Assessment” section. The 
“Review” sections are designed to reinforce 
the key terms and concepts presented in 
each chapter. The “Assessment” questions 
are designed to help you assess and develop 
your Subject Knowledge and Critical 
Thinking Skills. Accordingly, some of the 
ASSESSMENT questions have straightforward answers that can be identified in the preceding 
chapter. However, you may need to use outside sources or refer to other areas of the CSAT Manual 
to answer some of the ASSESSMENT questions, or to understand the question conceptually. 
Furthermore, many ASSESSMENT questions will ask you to apply the Subject Information 
covered in a chapter to the clinical setting or to the Clinical Scribe role. Some such questions 
are designed with specific responses or solutions in mind; however, some questions are not. 

In your role as a Clinical Scribe, you are likely to encounter many new situations that require 
you to think on your feet and use outside resources. The ASSESSMENT questions are therefore 
designed to help you anticipate some such situations, and to practice applying the Critical 
Thinking and Problem Solving Skills identified above to new problems and situations that you 
may encounter as a Clinical Scribe.
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We believe each chapter assessment will provide a learning tool within itself, and we encourage 
you to complete each chapter assessment to the best of your ability prior to covering that 
chapter in the CSAT Course. Our veteran scribes have found the CSAT Course to be both 
challenging and rewarding. We believe the time and effort you invest into Course preparation 
will enhance your ability to learn during your training, thereby enhancing your ability to succeed 
as a ScribeConnect Clinical Scribe. Good luck, and welcome again to ScribeConnect!

The VARK (Visual, Aural, Reading/Writing, Kinesthetic) Guide to Learning Styles provides a 
questionnaire that can help identify what learning modalities you are most receptive to20-23. 
Understanding your VARK Learning Style can help you take control of your CSAT experience, and 
can also help you better understand others, including the provider you work with, your fellow 
Clinical Scribes and Scribe Supervisor, and the patients you see with your provider. 

•	 Take the VARK Questionnaire at: http://vark-learn.com/the-vark-
questionnaire/?p=results

•	 What style of learner are you? You can find information on each VARK Modality at:  
http://vark-learn.com/introduction-to-vark/the-vark-modalities/

•	 What strategies are suggested for your VARK Learning Preference(s)?

•	 See: http://vark-learn.com/strategies/ 

SuperScribe Tip: Know How You Learn!

http://vark-learn.com/the-vark-questionnaire/?p=results
http://vark-learn.com/the-vark-questionnaire/?p=results
http://vark-learn.com/introduction-to-vark/the-vark-modalities/
http://vark-learn.com/strategies/
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Review & Assessment

Recommended Resources

1.	 The Joint Commission. Documentation Assistance Provided by Scribes: What guidelines 
should be followed when physicians or other licensed independent practitioners use scribes 
to assist with documentation? Perspectives® Newsletter: The Official Newsletter of The Joint 
Commission. 2018;38(8)1.

2.	 Joint Commission’s 2018 Statement on “Documentation Assistance provided by scribes1.” 
Includes suggested guidelines for scribe education, training, regulation, and use:

►► https://www.jointcommission.org/standards_information/jcfaqdetails.
aspx?StandardsFAQId=1809 

Review

1.	 The Joint Commission (TJC), an independent healthcare accrediting agency, suggest that 
documentation assistants (Medical Scribes) receive education or training in the following 
minimum core competencies1:

•	 Medical Terminology

•	 Health Insurance Portability and Accountability Act of 1996 (HIPAA)

•	 Principles of billing, coding, and reimbursement

•	 Electronic Medical Record (EMR) navigation and functionality

•	 Computerized order entry, clinical decision support, and proper methods for pending 
orders for authentication and submission. 

2.	 ScribeConnect’s CSAT Platform provides education that extends beyond TJC’s minimum 
competencies. We cover what we term “The Four Pillars of Medical Documentation,” which 
refer to the four main aspects of medical documentation:

a.	 General

b.	 Medical 

c.	 Coding 

d.	 Legal

https://www.jointcommission.org/standards_information/jcfaqdetails.aspx?StandardsFAQId=1809
https://www.jointcommission.org/standards_information/jcfaqdetails.aspx?StandardsFAQId=1809
https://www.jointcommission.org/standards_information/jcfaqdetails.aspx?StandardsFAQId=1809
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The four modules in the CSAT platform provide primary Subject (Content) Information on each 
of the “Four Pillars.”

3.	 The Scribe role is clerical in nature; however, a scribe is much more than a secretary1-9. 
Scribes must demonstrate proficient Subject Knowledge of the “four pillars” of medical 
documentation. Scribes must also be able to “think on their feet” and apply this knowledge 
to the active and dynamic Clinical Scribe Role while working one-on-one with a Provider, and 
as part of a team of medical professionals within the clinical setting. This second component 
of the scribe role requires Critical Thinking Skills, as addressed below.

4.	 PHASE I of the ScribeConnect CSAT Platform focuses on Subject Knowledge that is 
fundamental to the scribe role and includes Critical Thinking Applications. However, scribes 
are encouraged to follow PHASE I training with EHR-Specific Training (PHASE II), Workflow 
Training (PHASE III), and a 90-day evaluation period (PHASE IV)1,3,9-11.

I.	 EHR-Specific Training (PHASE II): 16 – 24 hours of training on how to use your facility’s 
Electronic Health Record (EHR) system for documentation.

II.	 Workflow Training (PHASE III): Up to 5 shifts of one-on-one “real time” training with an 
experienced Clinical Scribe or Scribe Trainer in the clinical setting. This provides new 
Clinical Scribes with an opportunity to observe, model, and receive real-time instruction 
and feedback from experienced Clinical Scribes while applying content and concepts 
covered in STAGES I and II to the clinical environment.

III.	 90-Day Evaluation Period (PHASE IV): “Probationary” evaluation phase that uses 
regulated assessment tools to monitor each Clinical Scribe’s continued progress toward 
independent performance objectives. 

5.	 SC Smarts: Success as a Clinical Scribe requires Subject Knowledge & Critical Thinking Skills:

•	 Subject Knowledge and Information: Content information. All Clinical Scribes should 
demonstrate strong command of the Four Pillars of Medical Documentation, which are 
covered in CSAT’s STAGE I Platform.

•	 Critical Thinking Skills: Broad and dynamic term that involves:

►► Assessment & Evaluation

►► Communication

►► Problem-Solving

►► Implementing a Solution (Improvement)

►► Reassessment
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6.	 Critical Thinking I: Assessment & Evaluation

a.	 Successful Scribes assess their personal strengths and weaknesses as a Scribe9-11.

b.	 Independent Clinical Scribes may also need to Assess & Evaluate how effectively the new 
Scribe role is being implemented into the clinical workflow5.

7.	 Critical Thinking II: Communication. Strong communication requires the ability to:

a.	 Clearly and precisely formulate and articulate questions and problems12 

i.	 Beginning with self-assessment, then in communication with others

b.	 Honestly identify – and take ownership – when things are not working5

c.	 Receive constructive criticism5

d.	 Identify or Define proper communication channels, including:

►► What information should be communicated

►► When to communicate questions and problems 

►► Who specific questions and problems should be communicated to

►► How specific questions and problems should be communicated (in person, by phone/
text/e-mail, through written evaluation, at meetings)

8.	 Critical Thinking III: Problem Solving involves uses the Scientific Method13-16 and parallels 
Medical Decision Making Processes addressed in Module III. This process involves:

•	 Gathering, Assessing, & Interpreting Relevant Information12,17-19

►► Based on observation, reflection, reason, self-assessment, feedback, and 
communication12,18-20

►► Clearly articulating all questions and problems12

•	 Identifying all workable solutions12,17,19

►► Remain open-minded regarding alternative solutions6

►► Identify unstated assumptions, values, and biases for each possible solution17

►► Identify logical possible outcomes associated with each possible solution17

►► Examine each solution within the context of the experience in relation to 
supporting evidence and previous experience17

►► Rule Out solutions that are not reasonable or workable

►► Identify values or outcomes that are important for a solution to produce
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►► Rank or order possible solutions based on identified values or outcomes

►► Select the solution that most closely aligns with the most important values or 
outcomes identified

9.	 Critical Thinking IV: Selection, Implementation, and Assessment/Reassessment19 are ongoing 
stepwise processes:

•	 Implement A Solution 

►► Develop a methodical stepwise plan for how the solution will be implemented

•	 Assessment Plan

►► Develop a plan for how the solution will be assessed

►► Identify measurable outcome goals that the solution should achieve

►► Identify how the measurable outcomes will be assessed

►► Identity when the selected outcomes will be measured

►► Identify when and how the outcome measures will be assessed (and by who)

•	 Reassessment

►► Identify who will be involved in reassessment, and when/where/how reassessment 
will occur

►► Assess whether the solution has met its identified outcome goals 

10.	 Identify any new problems or questions, and discuss new solutionsAppendix A.I contains 
resources that can help promote smooth integration of new clinical scribes and scribe roles 
into the existing clinical workflow. These resources are also available under the resources 
tab of the CSAT website (www.scribeACCELERATOR.com). 

11.	 ScribeConnect’s Culture of Excellence is founded on an attitude of confidence, professionalism, 
reliability, and service. All ScribeConnect employees are individually and collectively 
dedicated to providing physicians and health care administrators with Clinical Scribe services 
that maintain our commitment of efficiency, accuracy, and satisfaction. 

http://www.scribeACCELERATOR.com
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Assessment

1.	 What are the “Four Pillars” of medical documentation?

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

2.	 The Introduction presents four different phases of Clinical Scribe Accelerated Training (CSAT). 
What are the four different phases of Clinical Scribe Training? What Phase(s) of Training does 
this CSAT Workbook assist in? Do you have a plan in place to receive the Training Phases that 
are not provided in this CSAT phase?

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

3.	 ScribeConnect Scribes are SC Smart! What do the S and C in “SC Smart” stand for?

a.	 ____________________________

b.	 ____________________________

4.	 The “Critical Thinking Skills: Problem Solving” section in this chapter states that “within the 
context of Critical Thinking, Problem Solving involves a methodical stepwise process that 
utilizes the Scientific Method13-16 and closely parallels the Medical Decision-Making (MDM) 
Process outlined in Module III of the CSAT PHASE I Platform.

a.	 What is Medical Decision-Making and how does it parallel the Problem-Solving process 
identified above?
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5.	 Review the Scribe Integration Resources in Appendix A.I and online (under the resources tab 
at www.scribeACCELERATOR.com) that are available to promote successful integration of 
new clinical scribes and scribe roles into an existing clinical workflow. 

a.	 Identify 5 takeaway points from these resources that you can apply to your integration 
into the clinical setting and workflow at your facility when you begin your new role as a 
clinical scribe.

6.	 You are a new clinical scribe and when you work with Dr. J. you feel unable to keep up with 
his fast pace. You do not have this problem when working with other providers. 

a.	 What can you do if you encounter this problem when you begin working as a Clinical 
Scribe?

b.	 Who can you discuss this problem with?

c.	 Are there communication processes already in place that you can follow to address this 
issue?

d.	 Through self-assessment and communication with your Scribe Supervisor, you identify 
that this problem occurs because Dr. J. sees many patients per shift relative to other 
providers, and your pace as a new scribe is still relatively slow. What are 3 possible 
solutions to this problem?

e.	 What are some possible assumptions and limitations associated with the 3 solutions you 
identified above?

f.	 What possible outcomes might be associated with these possible solutions?

g.	 Your scribe supervisor tells you that the most important outcomes for scribe assessment 
are: provider satisfaction; provider efficiency (number of patients seen per shift); charting 
accuracy and efficiency; patient wait times; and patient-centered care. Are any of the 
solutions you identified more- or less likely to produce these desired outcomes?

h.	 Based on your responses above, which solution of the ones you identified would be most 
likely to be selected and implemented?

i.	 How would you implement the solution you suggested?

j.	 How, when, and with whom would you assess and reassess the success of the solution 
you implemented?

http://www.scribeACCELERATOR.com
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7.	 The VARK (Visual, Aural, Reading/Writing, Kinesthetic) Guide to Learning Styles provides a 
questionnaire that can help identify what learning modalities you are most receptive to21-24. 
Understanding your VARK Learning Style can help you take control of your CSAT experience, 
and can also help you better understand others, including the provider you work with, your 
fellow Clinical Scribes and Scribe Supervisor, and the patients you see with your provider. 

a.	 Take the VARK Questionnaire on the VARK Website (http://vark-learn.com/the-vark-
questionnaire/?p=results).

b.	 What style of learner are you according to the Questionnaire? (You can find more 
information on each of the VARK Modalities at: http://vark-learn.com/introduction-to-
vark/the-vark-modalities/) 

c.	 What strategies are suggested for your VARK Learning Preference(s) (http://vark-learn.
com/strategies/)?

d.	 How can you use this information to help advance your CSAT experience and your ability 
to perform as a successful independent Clinical Scribe?

http://vark-learn.com/the-vark-questionnaire/?p=results)
http://vark-learn.com/the-vark-questionnaire/?p=results)
http://vark-learn.com/introduction-to-vark/the-vark-modalities/)
http://vark-learn.com/introduction-to-vark/the-vark-modalities/)
http://vark-learn.com/strategies/)
http://vark-learn.com/strategies/)
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In the preceding chapters, you will receive formal 
and conceptual definitions and descriptions of the 
Clinical Scribe role. This role – while clerical in nature 
– extends beyond secretarial duties9,10,46,50,66,67,113,114, and 
varies according to the preferences and policies of the 
specific healthcare facility and provider utilizing scribe 
services41,55. 

The Joint Commission (TJC, a major health care accreditation and regulation agency64), states 
that Clinical Scribes may be unlicensed-, certified- (medical assistants (MAs) or technicians), or 
licensed (certified nursing assistants (CNAs), registered nurses (RNs)) individuals who provide 
documentation assistance to physicians (MDs) or other licensed independent practitioners (such 
as physician’s assistants (PAs) or licensed nurse practitioners (LPNs)), consistent with the roles 
and responsibilities defined in the scribe job description, and within the scope of the scribe’s 
certification or licensure55. This definition is quite broad; what do scribe actually do?

In general, clinical scribes work one-on-one with a medical care provider during each shift to 
perform “real time” documentation10,50,55,66,67,111,112. Typically, scribes enter into the patient room 
with the provider and document the patient-provider encounter using the facility’s electronic 
health record (EHR) system. However, a provider may also choose to enter a patient’s room 
independently, dictating docmentation instructions to a scribe at a desktop setting shortly after 
the patient encounter5,41. Alternatively, some providers may choose to work with more than one 
scribe per shift113.

The determination of whether the scribe will enter the patient room or remain at a nearby 
desktop setting largely depends upon the preferences of the facility and physician5,41. In any 
case, the primary role of the scribe is to provide “real-time” documentation services in the clinical 
setting under the direction of the provider55,57. This function allows the provider to devote more 
time and attention to patient interaction, seeing more patients per shift, decreasing patient wait 
times, increasing documentation accuracy and efficiency, and improving provider and patient 
satisfaction in the Family Practice setting9,34-41 and in general5,10,34-36,39,41-52.  

The Clinical 
Scribe Role At 

First Glance



31

Chapter  2: The Clinical Scribe Role At First Glance

What is an Electronic Health Record (EHR)?

The terms Electronic Medical Record (EMR) and Electronic Health Record (EHR) may be used 
interchangeably in many medical settings120,121; however, their exact definitions are important 
to understand:

•	 Electronic Medical Record (EMR) constitutes the patient’s health record relative to just 
one facility (including provider notes from all of a patient’s visits at one particular 
facility, such as the patient’s primary care clinic)121 

►► This is the electronic version of the patient’s paper chart which was previously 
kept within the facility prior to changes in policy regulations regarding storage of 
electronic health information121-123, which are addressed further in Module III.  

•	 Electronic Health Record (EHR) is “a summary of health events (usually drawn from 
several EMRs) and may consist of the elements that are eventually shared in a national 
EHR121.” The EHR thus constitutes the patient’s entire health record, which is easily 
transferable between medical facilities and other sources104,124.

►► The EHR contains provider notes from all of the patient’s provider visits, which may 
not be limited to one facility. This may include notes from the patient’s pediatrician, 
orthopedist, psychiatrist, obstetrician or gynecologist, urgent or emergency care 
provider(s), and any other applicable providers the patient may receive care from in 
his or her lifetime

►► In accordance with policy regulations that will be addressed in Module III, a 
patient’s EHR may be defined as the patient’s EMR, which is transferable between 
multiple facilities and sources.

By providing “real-time” documentation services in the clinical setting under the direction of 
the provider, Clinical Scribes allow providers to devote more time and attention to patient 
interaction, see more patients per shift, decrease patient wait times, increase documentation 
accuracy and efficiency, and improve provider and patient satisfaction in the Family Practice 
setting9,34-41 and in general5,10,34-36,39,41-52.  

SuperScribe Tip: 
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•	 We will be using the term EHR throughout the manual for the sake of consistency. 

As a Clinical Scribe in the Family Practice setting, you will interact with the EMR and EHR of each 
patient your provider sees, accessing a compilation of each patient’s individual medical records 
from various settings and sources; these may range from primary care physician encounters to 
emergency department visits.

Scribe Functions

Though the scribe role is clerical in nature, there are many clerical services that scribes are 
prohibited from performing. In 2011, The Joint Commission (TJC, a major health care accreditation 
and regulation agency64) recognized scribe use across various settings and provided guidelines to 
help regulate this use112. These guidelines were the first of their kind to be issued by a regulatory 
agency, and identified permissible and non-permissible scribe functions. We have outlined these 
functions below, as adopted from the Joint Commission (2011) and from Campbell, Case, & 
Crocker’s foundational review article, which drew from TJC to provide similar practice guidelines 
for clinical scribes (2012)111.

PERMISSIBLE SCRIBE FUNCTIONS:

•	 Capture and document information from the patient-provider encounter to enter into 
the electronic health record (EHR) in the provider’s words, and under the provider’s 
direction, including:

►► Chief Complaint (CC): the patient’s subjective reason for the encounter

►► History of Present Illness (HPI): the patient’s subjective description of pertinent 
information related to the reason for the encounter

►► Patient’s Past, Family, and Social Histories (PFSH), including surgical history and 
medication list

►► Review of Systems (ROS): the patient’s subjective responses to the provider’s review 
of patient symptoms by body system

►► Physical Examination (PE), as conducted and dictated by the provider.

•	 Assist the provider in navigating the EHR.

•	 Enter information into the EHR as directed by the provider

►► Ex: Laboratory and radiology findings, consultation results, progress reports, etc.

•	 Locate and obtain past patient files from Medical Records, electronic databases, and 
external institutions within the EHR.
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•	 Retrieve laboratory and radiology results.

•	 Respond to messages on behalf of the provider, as directed by the provider.

•	 Research information requested by the provider.

•	 Document various aspects of Medical Decision Making (MDM) as directed by the 
provider; this includes:

►► Medical necessity (addressed in Modules III & IV)

►► Review of diagnostic studies

►► Clinical course note

►► Differential Diagnoses

►► Final Impression/Definitive Diagnoses

►► Patient Follow-Up Instructions

►► Prescriptions

•	 Provide patient comfort measures; this includes:

►► Providing blankets or water to the patient, with permission of patient’s nurse or 
provider.

NON-PERMISSIBLE FUNCTIONS:

•	 Direct patient contact*.

•	 Clinical assistance in the performance of any encounter procedures outside of 
documentation; this includes*:

►► Physical Examinations

►► Pelvic Examinations

►► Screenings

►► Immunizations

►► Any other procedures

•	 Participate in the Medical Decision Making process in any way outside of 
documentation.

•	 Contribute to determination of patient care outside of documentation.

•	 Retrieve, obtain, or administer medication*.

•	 Handle clinical specimens, including blood, urine, feces, or tissue*.
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•	 Disclose HIPAA-protected patient information with anyone not directly responsible for 
patient care31, including:

►► The patient

►► Family members

►► Medical Personnel

►► Note: HIPAA refers to the Health Insurance Portability and Accountability Act, as 
addressed in chapter 5.

•	 Work outside the scope of practice as defined by The Joint Commission55, Centers 
for Medicare & Medicaid Services (CMS)125,126, health care facility policy, and other 
regulated agencies.

•	 Work outside the scope of the job description provided by the healthcare organization55.

•	 *Pertains to clinical scribes without other clinical certifications or licensure. Clinical 
scribes who do hold other clinical certifications or licensure may be able to provide 
clinical assistance within the scope of their certification or licensure, if permitted within 
the clinical scribe job description, as dictated by each individual healthcare facility.
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In 2018, The Joint Commission issued new guidelines 
on clinical scribe use55. These guidelines identify 
Clinical Scribes as unlicensed-, certified- (medical 
assistants (MAs) or technicians), or licensed (certified 
nursing assistants (CNAs), registered nurses (RNs)) 
individuals who provide documentation assistance 
to physicians (MDs) or other licensed independent 
practitioners (such as physician’s assistants (PAs) or 
licensed nurse practitioners (LPNs)), consistent with 
the roles and responsibilities defined in the scribe job 

description, and within the scope of the scribe’s certification or licensure55. TJC’s guidelines for 
scribe training and education are identified above in the introduction, and formally, the Joint 
Commission now defers regulation of scribe roles and responsibilities to the organization or 
facility utilizing clinical scribes55. 

Despite their deferral of scribe regulation to the individual healthcare entity55, TJC does provide 
some updated guidelines for all organizations using clinical scribes consider in order to 
ensure clarity regarding scribe role(s) and responsibilities55. These guidelines (outlined below) 
are based on TJC’s extensive review of the literature and learning visits to two organizations 
using clinical scribes55. TJC’s guidelines are also in accordance with our command of the 
research literature5,9,10,34,35,39,41,46,47,115,119,127 and years of industry experience30,41,57,100,101,110 here at 
ScribeConnect.

Joint Commission’s 2018 Guidelines 
for Scribe Use

•	 Job Description55: All organizations utilizing 
personnel to provide documentation 
assistance must have job descriptions that 
define the minimum qualifications to perform 
this function and the allowable scope of 
activities that can be performed. 

�� Job descriptions should specify assessment plans for:

�� Job performance41,55,57,66,67,110,128

�� Job/regulation compliance57

The Clinical 
Scribe Role: 

Guidelines & 
Regulations

The Check-box bullets in this 
section (  ) enable you to use 
this section as an assessment tool. 
Check off the boxes that apply to 
you when completed!

SuperScribe Tip:
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�� Job descriptions should specify the scope of permissible operations allowed to 
Clinical Scribes who hold other clinical certifications or licensing (such as MAs, 
technicians, CNAs, and RNs)3,77.

•	 Clinical Policies and Procedures55: Each organization should develop a policy/procedure 
regarding processes associated with personnel providing documentation assistance. 

Policies may include:

�� Proper log-in procedures (such as prohibition of documentation assistants from 
using the physician or licensed independent provider (LIP)’s log-in)

�� Scope of documentation entry 

�� Requirements for physician review of information and orders entered by the 
documentation assistant

�� Policies regarding order entry and submission processes completed by the clinical 
scribe

�� Policies regarding the scope of practice for clinical scribes who hold other clinical 
certifications or licensing (such as medical assistants (MAs), technicians, certified 
nursing assistants (CNAs), and registered nurses (RNs))57,110.

•	 Training & Competency Regulations55:

�� Organizations utilizing Clinical Scribes MUST provide orientation55 

�� Organizations utilizing Clinical Scribes MUST55 provide ongoing training and 
education regarding the scribe  role41,55,57,66,67,110

�� Organizations that contract for Clinic Scribe services MUST ensure that the quality 
of the service is the same regardless of whether it is provided directly or through a 
contractual agreement. 

�� Regardless of whether an organization uses an “in-house” or contracted scribe 
program, the organization should ensure all Clinical Scribes meet the Joint 
Commission’s minimum training and competency guidelines (outlined above and in 
the Introduction).
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•	 Order Entry: All types of personnel performing documentation assistance may, at the 
direction of a physician or another licensed independent practitioner (LIP), enter orders 
into the electronic medical record (EMR), according Joint Commission guidelines, if this 
is allowed by the healthcare facility at which the Clinical Scribe works, and outlined in 
the Clinical Scribe job description.

►► Clinical Scribes who do enter orders into the EMR are encouraged to use a “repeat-
back” process while entering orders, especially for new medication orders

►► Clinical scribes who are not authorized to submit orders should leave the order as 
pended for a certified or licensed personnel to activate or submit the orders after 
verification. 

►► Transcribing orders into the EMR while providing documentation assistance is 
not considered a verbal order. Verbal orders differ in that they are expected to be 
acted upon immediately by individuals who are practicing within the scope of their 
licensure, certification, or practice in accordance with law and regulation as well as 
with organization policy. 

The Joint Commission provides liberal suggestions regarding the clinical scribe role; however, 
TJC emphasizes three components of scribe training & competency as being mandatory:

•	 Orientation55 

•	 Ongoing training and education to the role55 

•	 Equal competency among “in-house” and “contracted” scribe standards55

The Joint Commission currently allows each healthcare organization to decide whether clinical 
scribes who are licensed or certified to enter orders into the electronic medical record (EMR) 
will be permitted to do so (under the direction of the provider). 

•	 TJC suggests that authorized scribes who do enter orders into the EMR use a “repeat-
back” process to ensure accurate order entry, especially for new medications.

•	 For clinical scribes who are not authorized to submit orders, TJC suggests scribes leave 
orders pended for certified or licensed personnel to verify and activate or submit.

SuperScribe Tip: Joint Commission “MUSTs”

SuperScribe Tip: Order Entry
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Implementation Policies and Procedures57

Research and experience demonstrate that successful integration of new scribe roles and programs 
into the clinical environment and workflow depend critically on strong communication and 
teamwork between clinical scribes, providers, patients, and other clinical team members5,9,41,57. 
In accordance with these findings, we suggest each organization using clinical scribes develop 
specific policies and procedures regarding implementation of new scribes into the clinical 
environment, and communication policies therein. 

We suggest each organization develop a plan for introducing new scribes and scribe roles into 
the existing clinical environment. This plan should include:

•	 Training sessions for all providers working with scribes5 that address:

�� How to effectively work with a scribe5

�� Important compliance and regulatory expectations5

�� The organization’s job description for clinical scribes57

�� Organizational policies regarding the scope of permissible and non-permissible 
scribe functions57

�� Rationale for new documentation workflow5

•	 Training sessions for all medical team members that address the suggested criteria 
above (in the context of the medical team)57

•	 Facilitation sessions that introduce clinical providers and staff with clinical scribes 
and scribe program leadership before clinical scribes are implemented into the clinical 
environment57

•	 Attention to scribe-specific job equipment and requirements, including:

�� Uniform/dress wear policies

�� Purchasing high-functioning mobile computers and workstations for scribe use 
(as well as backup power cords and batteries, and ensuring adequate access to 
electrical outlets)5,57

�� Working with an electronic health record specialist or analyst to develop unique 
login profiles and documentation templates (as appropriate) for scribes. It Is 
recommended that scribe profiles mirror the provider view, but include security 
limitations that reinforce compliance with organizational regulations, such as 
preventing a scribe from signing or closing a note without provider review5.
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�� Evaluation of the physical layout of the clinic to identify or create designated scribe 
workspaces (within the clinic, and within each patient room) 4,77

•	 Gradual introduction of clinical scribes into the clinical setting, which should include:

�� Identifying and forming strong communication lines and plans between provider- 
and scribe leaders and leadership (as addressed further below).

�� “Shadowing” phase in which scribe leaders shadow leading providers  

�� Identifying “best implementation & use” practices to highlight how scribes can best 
be implemented and used in the facility’s clinical environment 

�� Evaluation of scribe work stations within the context of the clinical workflow

�� Policies regarding scribe-patient introduction, that address how scribes will be 
introduced to patients, and by whom

�� Martel et al. (2018) suggest patients be informed of scribe use and role prior to 
their encounter with the provider, and be offered the right to see the provider 
without a clinical scribe present.

�� Initial implementation phase, in which lead scribes work with lead providers

•	 Plan for implementation of new scribes into the clinical environment until fully desired 
coverage (of clinical providers with clinical scribes) is achieved

•	 Clear timeline for implementation.

►► Martel et al. (2018) note that while implementing new scribe programs into their 
healthcare facilities, their pre-introduction timeline (including clinic assessment 
and preparation before actually introducing scribes into the clinical environment) 
“expanded from a few weeks within the first program expansions to between 8 and 12 
weeks as the program matured so clinic staff could fully understand planned changes, 
make physical plant modifications, learn new documentation styles (note types and 
subspecialty “language”), and hire and train new scribes5.”
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Communication Policies and Procedures

The importance of communication is addressed in the Introduction of this module as a 
fundamental component of critical thought. Research and experiential findings demonstrate 
that strong communication is key to successful integration of new scribe roles and programs 
into the clinical environment and workflow5,9,41,47,57. Accordingly, we suggest each organization 
using clinical scribes develop specific communication policies and protocols, some of which are 
identified above in the section on integration. 

We further suggest communication guidelines be developed to provide instructions for scribes 
and physicians on how to address issues that arise during a clinical shift (within the first 1 – 3 
months of new scribe integration into the clinical environment). For example:

�� If a scribe struggles to keep pace with a provider, how will this be addressed? How can 
the scribe communicate this (and to who)? What resources are available to a scribe who 
encounters this situation?

�� If a scribe requires documentation assistance or clarification during the patient 
encounter, how can this be obtained? 

►► The Joint Commission suggests clinical scribes use a “repeat-back” process when 
entering orders into an EMR under the direction of a provider55.

►► The “repeat-back” process may also enable scribes to clarify other documentation 
entries, such as unclear physical examination findings. 

►► Alternatively, a provider may prefer not to interact with the clinical scribe in the 
patient room, and may designate a time to “check in” with his or her scribe after the 
patient encounter.  

In 2007, an academic inner-city hospital in Minnesota successfully implemented an “in-house” 
medical scribe program in 9 non-resident-supported clinics of different specialties, with medical 
scribes (with no clinical duties) supporting both physicians and advanced practice providers. The 
implementation process is outlined and discussed in Martel et al.’s 2018 research article titled: 
“Developing a Medical Scribe Program at an Academic Hospital: The Hennepin County Medical 
Center Experience,” which was published in The Joint Commission Journal on Quality and Patient 
Safety5. We strongly recommend all scribe leadership read this article and its supplementary 
materials!

SuperScribe Tip: Implementation Resources
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�� If a provider feels that some aspect of clinical scribe use is not working for him/her, how 
will this be addressed? Who should the provider communicate this to, and what options 
are available for finding a solution? 

In 2014, researchers interviewed providers, patients, and scribes on their perceptions and 
experiences with clinical scribes used at six different health systems in which medical assistant 
and nursing roles were extended to include in-visit documentation. The experiences were very 
positive overall, and open communication - including the ability to discuss “things [that] weren’t 
working” and receive constructive criticism – were identified as important to positive scribe 
experiences. Yan et al. published the findings in their 2016 research article: “Physician, Scribe, 
and Patient Perspectives on Clinical Scribes in Primary Care9.” We suggest all scribe leadership 
read this article!

SuperScribe Tip: Implementation Resources
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Review & Assessment

Recommended Resources

1.	 Martel ML, Imdieke BH, Holm KM, et al. Developing a Medical Scribe Program at an Academic 
Hospital: The Hennepin County Medical Center Experience. Joint Commission journal on quality 
and patient safety / Joint Commission Resources. 2018;44(5):238-249.

•	 Academic inner-city hospital in MN successfully implemented an “in-house” medical 
scribe program in 9 non-resident-supported clinics of different specialties, with medical 
scribes (no clinical duties) supporting physicians and advanced practitioners.

•	 Implementation process is outlined and discussed in article & supplementary material

•	 https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext  

2.	 Yan C, Rose S, Rothberg MB, Mercer MB, Goodman K, Misra-Hebert AD. Physician, Scribe, and 
Patient Perspectives on Clinical Scribes in Primary Care. J Gen Intern Med. 2016;31(9):990-
995.

•	 Qualitative study in which researchers interviewed providers, patients, and scribes at 13 
different primary care clinics on their perceptions and experiences with clinical scribes 
used at 6 different health systems in which medical assistant and nursing roles were 
extended to include documentation

•	 Provides informative overview of helpful attributes, barriers, and limitations found to 
help or hinder successful implementation of new scribe role(s)

•	 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_
Article_3719.pdf 

Review

1.	 The Scribe Role: Scribes work one-on-one with providers to perform “real time” documentation. 
Scribes enter patient rooms with the provider and capture pertinent information from each 
patient encounter to enter into each patient chart within the facility’s electronic health 
record (EHR) system. This is done under the direction of the provider. From a provider’s 
standpoint, scribes interact with the EHR system for the providers, enabling the providers to 
increase face time spent with the patients, and focus their attention on medical decision-
making processes.

https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
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2.	 In brief, scribes help providers ensure and improve: 

•	 Patient care and satisfaction, by improving documentation

•	 Patient wait times and throughput

•	 Number of patients seen per provider shift

•	 Depth and accuracy of documentation

•	 Legal protection

•	 Provider’s personal satisfaction

3.	 The terms Electronic Medical Record (EMR) and Electronic Health Record (EHR) may be used 
interchangeably in some medical settings; however, their exact definitions are important to 
understand:

•	 Electronic Medical Record (EMR) constitutes the patient’s health record relative to just 
one facility (including provider notes from all of a patient’s visits at one particular 
facility, such as the patient’s primary care clinic)25.

•	 Electronic Health Record (EHR) “a summary of health events (usually drawn from several 
EMRs) and may consist of the elements that are eventually shared in a national EHR25.” 
The EHR thus constitutes the patient’s entire health record, which is easily transferrable 
between medical facilities and other sources26,27.

4.	 The Joint Commission (TJC) identifies Clinical Scribes as unlicensed-, certified- (medical 
assistants (MAs) or technicians), or licensed (certified nursing assistants (CNAs), registered 
nurses (RNs)) individuals who provide documentation assistance to physicians (MDs) or other 
licensed independent practitioners (such as physician’s assistants (PAs) or licensed nurse 
practitioners (LPNs)), consistent with the roles and responsibilities defined in the scribe job 
description, and within the scope of the scribe’s certification or licensure1.

5.	 The Joint Commission issued guidelines that identify permissible and non-permissible scribe 
functions. Below are several examples of TJC’s permissible- and non-permissible scribe 
functions that are important to understand1,28:

•	 Permissible Scribe Functions

►► Capture and document information from the patient-provider encounter to enter 
into the electronic health record (EHR) in the provider’s words, and under the 
provider’s direction
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►► Assist the provider in navigating the EHR

►► Locate and obtain past patient files from Medical Records, electronic databases, and 
external institutions within the EHR

►► Retrieve laboratory and radiology results

►► Document various aspects of Medical Decision Making (MDM) as directed by the 
provider

•	 Non-Permissible Scribe Functions

►► Direct patient contact

►► Clinical assistance in the performance of any encounter procedures outside of the 
scope of the scribe job description, as dictated by the facility in accordance with the 
scribe’s certification and licensure

►► Contribute to determination of patient care outside of documentation

►► Disclose HIPAA-protected patient information with anyone not directly responsible 
for patient care29

►► Work outside the scope of the job description provided by the healthcare 
organization1

6.	 In 2018, the Joint Commission published updated guidelines for clinical scribe use1:

•	 Job Description1: All organizations utilizing personnel to provide documentation 
assistance must have job descriptions that define the minimum qualifications to 
perform this function and the allowable scope of activities that can be performed1. Job 
descriptions should specify assessment plans for job performance and job regulation 
compliance1,9-11,30-32 and specify the scope of permissible operations allowed to clinical 
scribes who hold other clinical certifications or licensing3,77.

•	 Clinical Policies and Procedures1: Each organization should develop a policy/procedure 
regarding processes associated with personnel providing documentation assistance.  
These may include: log-in procedures; scope of documentation entry; requirements for 
physician review of information and orders entered by scribes; policies regarding order 
entry and submission processes; and policies regarding scope of practice for scribes 
who hold additional clinical certifications or licensing. 

•	 Training & Competency Regulations1: Organizations utilizing clinical scribes MUST 
provide orientation and ongoing training and education regarding the scribe role1,9-

11,31,32. 
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•	 Order Entry1: All personnel performing documentation assistance may, at the direction 
of a physician or another licensed independent practitioner (LIP), enter orders into 
the electronic medical record (EMR), according Joint Commission guidelines, if this is 
allowed by the healthcare facility at which the Clinical Scribe works, and outlined in 
the Clinical Scribe job description. Transcribing orders into the EMR while providing 
documentation assistance is not considered a verbal order.

7.	 Clinical Scribes who enter orders into the EMR are encouraged to use a “repeat-back” 
process while entering orders, especially for new medication orders. Clinical scribes who are 
not authorized to submit orders should leave the order as pended for a certified or licensed 
personnel to activate or submit the orders after verification. 

8.	 Based on an extensive literature review and years of industry experience, ScribeConnect 
recommends the following Implementation Policies and Procedures3,5,32:

•	 Training sessions for all providers working with scribes3

•	 Training sessions for all medical team members that address the suggested criteria 
above (in the context of the medical team)32

•	 Facilitation sessions that introduce clinical providers and staff with clinical scribes 
and scribe program leadership before clinical scribes are implemented into the clinical 
environment32

•	 Attention to scribe-specific job equipment and requirements

•	 Gradual introduction of clinical scribes into the clinical setting

•	 Plan for implementation of new scribes into the clinical environment until fully desired 
coverage (of clinical providers with clinical scribes) is achieved

•	 Clear timeline for implementation

9.	 ScribeConnect suggest communication guidelines be developed to provide instructions for 
scribes and physicians on how to address issues that arise during a clinical shift (within the 
first 1 – 3 months of new scribe integration into the clinical environment), such as:

•	 If a scribe struggles to keep pace with a provider, how will this be addressed?

•	 If a scribe requires documentation assistance or clarification during the patient 
encounter, how can this be obtained?

•	 If a provider feels that some aspect of clinical scribe use is not working for him/her, how 
will this be addressed?
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10.	In 2007, an academic inner-city hospital in Minnesota successfully implemented an “in-
house” medical scribe program in 9 non-resident-supported clinics of different specialties, 
with medical scribes (with no clinical duties) supporting both physicians and advanced 
practice providers. The implementation process is outlined and discussed in Martel et 
al.’s 2018 research article titled: “Developing a Medical Scribe Program at an Academic 
Hospital: The Hennepin County Medical Center Experience,” which was published in The 
Joint Commission Journal on Quality and Patient Safety3. This article can be accessed online 
at: https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext. We 
strongly recommend all scribe leadership read this article and its supplementary materials!

11.	In 2014, a group of researchers conducted a qualitative study in which providers, patients, and 
scribes were interviewed over the course of one year on their perceptions and experiences 
with clinical scribes used at 13 different primary care clinics in which medical assistant 
(MA) and nursing roles were extended to include in-visit documentation. The researchers 
(Yan et al.) published their findings in the 2016 research article: “Physician, Scribe, and 
Patient Perspectives on Clinical Scribes in Primary Care5.” The article provides an informative 
overview of helpful attributes as well as barriers and limitations found to help or hinder 
successful implementation of new scribe role(s) into the existing clinical workflow (and 
influence positive perceptions of new scribe roles). The article is accessible online at: https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf.  
We suggest all independent clinical scribes and scribe leadership read this article!

https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
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Assessment

1.	 What is a scribe?

2.	 Describe the scribe role:

3.	 What is the difference between EMR vs EHR? What EHR system does your facility use? 

4.	 This chapter mentions The Joint Commission. What is The Joint Commission? You may need 
to conduct outside research or read ahead in the manual to answer this question.

5.	 Identify 5 permissible scribe functions

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

6.	 Identify 5 non-permissible scribe functions

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

7.	 Identify 5 mandatory scribe functions

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

8.	 How will you receive the information you need to meet the 5 mandatory scribe functions 
identified above?
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9.	 How would you respond if you were working with a provider who asked you to perform one 
of the non-permissible scribe functions identified above?

10.	How would you respond if you observed another scribe performing one of the non-permissible 
scribe functions identified above?

11.	What are some implementation policies and procedure that ScribeConnect suggest?

12.	What are some issues that should be addressed during the first 1 – 3 months of new scribe 
integration into the clinical environment?

13.	Identify 5 vocabulary words presented in this chapter that you are unfamiliar with; look up 
the definitions for these words:

14.	Review point #8 suggests reading Martel et al.’s 2018 research article, “Developing a Medical 
Scribe Program at an Academic Hospital: The Hennepin County Medical Center Experience3,” 
which can be accessed online at: https://www.jointcommissionjournal.com/article/S1553-
7250(17)30432-4/fulltext. Read this article and its supplementary material. What are 5 
implementation policies, processes, or procedures that Martel et al., used in their scribe 
program that you can apply to your own scribe program or to your role as an independent 
clinical scribe?  

15.	Review point #9 suggests reading Yan et al.’s 2016 research article, “Physician, Scribe, and 
Patient Perspectives on Clinical Scribes in Primary Care5,” which can be accessed online at: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.
pdf. Read this article. What are 5 attributes that Yan et al., identified that were helpful 
in facilitating smooth integration of the new clinical scribe role into the existing clinical 
workflow? How can you use these 5 attributes in your own role as an independent clinical 
scribe? What are 5 barriers/limitations that Yan et al. identify? How can you avoid- or prepare 
to overcome these barriers/limitations?

https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext
https://www.jointcommissionjournal.com/article/S1553-7250(17)30432-4/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4978677/pdf/11606_2016_Article_3719.pdf
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By understanding how patients flow into and out of the 
Family Practice clinic, you can anticipate the “next step” 
in a patient’s care. This will enable you to match pace 
with – or stay ahead of – the provider you are working 
with. Below, we will walk through a patient’s encounter 
at the clinic. Please note that implementing a new scribe 
program into the Family Practice setting will alter the 
pre-existing work flow, as addressed in chapter 19.

Prior to the Patient’s Appointment

In the Family Practice setting, each patient’s appointment is scheduled in advance. Prior to the 
patient’s appointment, the patient will likely receive a telephone- or e-mail reminder of his or 
her appointment. 

Most facilities ask their patients to arrive 15 minutes prior to the scheduled appointment 
time. During this time, patients will be asked to complete paperwork that provides or updates 
information on the patient’s Personal, Family, and Social History (PFSH), which is defined further 
in Module II. In most Family Practice settings, scribes and staff members work together to update 
this information into the patient’s chart9,10,41,56.  

Patient Registration and Room Assignment

On the day of a patient’s appointment, a patient typically enters the clinic, signs in, and is checked 
onto the schedule, indicating that patient’s presence in the facility to the facility’s staff56. The 
schedule is usually contained within a virtual setting, such as on a screen in the facility’s EHR 
system; however, the schedule may exist in a physical form in the facility56. 

A patient may be asked to wait in a lobby area until he or she is assigned to a room. Patient wait 
times are important in the Family Practice setting129,130. Many Family Practice clinics have a goal 
for the provider to see each patient within 15 minutes after the patient’s arrival41.

Many facilities have staff members who are responsible for helping the patient navigate through 
the facility, escorting the patient to- and from his or her assigned room. They may also be 
responsible for updating patient’s whereabouts on a department tracking board, reviewing a 
patient’s chart, alerting the provider when a patient returns from radiology (for example), and 
updating the provider on general progress in patient course.  

Workflow in 
the Clinical 

Environment
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Medical Assistants (MAs) & Pre-Provider Assessment & Care

Many facilities have Medical Assistants (MAs) or nurses who conduct initial patient assessments 
prior to the patient-provider encounter. The certification and role of the nurse or MA may vary 
by facility. Typically, MAs perform routine tasks and procedures such as measuring patient vital 
signs, obtaining a brief patient history including the History of Present Illness (HPI) and review 
of patient symptoms by body system (ROS), administering medications and injections, collecting 
and preparing tissue for laboratory testing, and recording information into the patient’s EMR10-13. 
Information is often documented within the patient’s EMR, and made accessible to the provider, 
scribe, and other members of the medical team by the MA. Module II addresses all of these 
medical documentation components in greater depth.

In some cases, one staff member may perform multiple roles8-14 identified above. For example, 
a Medical Assistant (MA) may be responsible for:

•	 Rooming a patient

•	 Obtaining vital signs

•	 Obtaining subjective portions of the patient’s electronic medical record, including:

►► History of Present Illness (HPI)

►► Review of Symptoms (ROS)

•	 Recording information into the patient’s electronic medical record (EMR)

•	 Providing follow-up instructions. 

Some of these roles overlap with those of a clinical scribe. You yourself may already have 
certification as an MA or nursing staff member and may now be preparing to also play the role of 
a clinical scribe8-14. Chapter 1 addresses issues related to duality of care team providers serving 
as clinical scribes.

SuperScribe Tip: Care Team Providers with Dual Roles, Certification, or Licensing
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VITAL SIGNS: Vital signs are measures of various physiological statistics, used to assess basic 
body functions, and patient status. The primary four vital signs are: body temperature, blood 
pleasure, pulse rate (or heart rate), and respiratory rate131-134. Although only the primary four vital 
signs have been officially universally adopted, some organizations include other measurements 
as “additional vital signs41,131-134.” For example, many Emergency Medicine Service (EMS) agencies 
use pulse oximetry and blood glucose level as fifth and sixth vital signs, while the Veterans 
Administration (VA) includes a pain rating (on a 0-10 pain scale) as a “fifth vital sign.” Other 
settings also include oxygen saturation or pupil size; the number of vital signs obtained may 
vary dependent upon the site in which the scribe works. 

The Patient Encounter

Obtaining the History & Physical Examination (H&P)

In many settings, the provider will review the nurse or MA’s notes prior to the patient encounter. 
The scribe will be responsible for documenting the provider’s review of these notes. The provider 
may direct the scribe to include pertinent information from the nurse or MA’s notes into the 
provider’s note. 

After reviewing the existing documentation on the patient, the provider and scribe enter the 
room and obtain and document the history and physical exam (H&P) respectively. The provider 
will then discuss the plan of care of workup plan with the patient, and the scribe will document 
this discussion62,63. The H&P and Workup Plan are addressed in further detail below in the 
section on the patient chart. 

The Patient Workup

Following the initial patient-provider encounter, diagnostic studies, including laboratory studies, 
small procedures, and radiology studies may ensue. Depending on the facility’s regulations, the 
clinical scribe may place or pend orders for diagnostic studies55. In some cases, a facility may not 
have direct means to provide certain diagnostic studies, such as imaging studies or procedures. 
In these cases, the scribe may – under the direction of the physician and within his or her 
certification – help coordinate patient care by coordinating, documenting, and providing the 
patient with referrals and follow up instructions55. 

For studies that are obtained in-house, the scribe may track the progress of these orders for each 
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patient, alerting the provider when results return, and documenting result findings into each 
patient’s chart55. In some cases, a scribe may need to call the lab for an update on the progress 
of a particular diagnostic study; however, in most cases, the scribe can track progress of orders 
on the facility’s EHR through the scribe’s computerized workstation.

If applicable, the scribe will return with the provider into the patient room to document any 
repeat encounters, in which the provider may discuss diagnostic findings with the patient, and 
update the patient of the care plan41,55,56,62,63.

Patient Charting: Overview

The provider note may be conceptually divided into two portions – the subjective portion, which 
is based on subjective information provided by the patient (such as the patient histories) – and 
the objective portion, which is based on the provider’s objective findings, and primarily includes 
the physical examination and diagnostic findings53,65,135. We provide a brief overview of these 
portions below. Module II provides a more in-depth look.

HISTORY & PHYSICAL EXAMINATION (H&P): The H&P encompasses the patient history, including 
the Chief Complaint (CC); History of Present Illness (HPI); Past, Family, and Social History (PFSH); 
Review of Systems (ROS); and the Physical Examination (PE)53,65. This constitutes the Subjective 
and Objective portions of the chart in which the provider gathers information required to 
formulate the Differential Diagnosis (described below). 

SUBJECTIVE: Arising from the patient’s perception of his or her state and not necessarily observed 
by the provider. The subjective portions of the patient chart – the CC, HPI, PFSH, and ROS (“pt 
histories”) – are documented according to the patient’s subjective declaration53,65.

Module III covers requirements providers must meet to receive reimbursement for quality care 
rendered to Medicare patients. These requirements include meaningful use of certified electronic 
health record technology and enhancing coordination of care and patient and clinician shared 
decision-making62,63.  By documenting when a provider discusses the care plan with the patient, 
you can help document your provider’s compliance with reimbursement standards, ensuring s/
he will qualify for the reimbursement s/he deserves.

SuperScribe Tip: Looking Ahead
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OBJECTIVE: Perceptible to persons other than the affected individual; independent of individual 
perception53,65. Based on the provider’s factual observations and findings on the Physical 
Examination (PE) and from Diagnostic Findings, including laboratory, radiology, and procedural 
studies. The PE and diagnostic findings constitute the objective portion of the patient chart53,65.

ASSESSMENT AND PLAN (A&P): The final portion of the chart that constitutes the provider’s 
medical decision-making process (MDM), including the patient problem list and a discussion of 
the differential diagnoses and supporting history and exam findings for each problem (the 
assessment), and the plan for continued care for each identified problem or diagnosis53,56,65. This 
may also be referred to as the Impression and Plan (I&P), and may be used to dictate a portion of 
the patient summary instructions56,65.

Medical Decision Making (MDM): Arriving at the Assessment & 
Plan (A&P)

Like the decision-making process described in the “Critical Thinking” section in the Introduction, 
the provider will use pertinent positive findings from the H&P and diagnostic findings to identify 
a list of all possible diagnoses (termed the differential diagnosis), and will discuss pertinent 
results and plans with the patient until a definitive diagnosis has been identified17,136,137. The 
definitive diagnosis is then used to formulate a care plan and patient summary instructions with 
and for the patient17,56,136,137. The provider’s medical decision-making process is typically dictated 
by the provider and documented in the Assessment portion of the patient chart (see below).

Patient notes that are structured or organized into Subjective information, Objective findings, 
provider Assessment, and care Plan are termed SOAP Notes53. Because this structure is widely 
used, most electronic health record systems format the electronic medical note accordingly. 
Dr. Patricia Pearce and colleagues discuss this phenomenon in depth (with EMR images) 
in their 2018 article “The essential SOAP note in an EHR age65.” We suggest reading this 
article (www.ncbi.nlm.nih.gov/pubmed/26795838) , as well as Lew & Ghassemzadeh’s 3-pg 
overview of “SOAP Notes” published online in StatPearls (www.ncbi.nlm.nih.gov/books/
NBK482263)53.

SuperScribe Tip: SOAP NOTE 

http://www.ncbi.nlm.nih.gov/pubmed/26795838
http://www.ncbi.nlm.nih.gov/books/NBK482263
http://www.ncbi.nlm.nih.gov/books/NBK482263
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In the family practice setting, an annual physical examination or routine check-up may not 
include a chief complaint and may not warrant differential or definitive diagnoses. Module II 
addresses the way in which these presentations can be properly documented in the EHR65.

Differential Diagnosis (DD, DDx): 

The distinguishing of a disease or condition from others presenting with similar symptoms. The 
DD may refer to a list of all possible definitive diagnoses that could be contributing to the Chief 
Complaint or patient Problem(s), from least to most likely, and includes the possibility of other 
less likely diagnoses that may harm the patient53. The DD also refers to the systematic process 
by which the provider narrows the range of possible explanations for a patient’s problem136, and 
so includes the provider’s thought process behind the list53. For billing and coding requirements, 
the DD is often directly linked to the Patient Problem List and to pertinent signs and symptoms 
in the H&P65.

Definitive Diagnosis: 

Fully developed identification of a decisive disease from its signs and symptoms; identification 
of the nature and cause of a patient illness, problem, or clinical presentation138-140; associated 
with specific diagnostic codes140,141.

Looking Ahead: Medical Decision Making (MDM) and Medical 
Complexity

The complexity of a patient’s problem(s) dictates the complexity of the differential diagnosis 
and medical decision making process, and contributes to the complexity of care rendered to the 
patient. This medical complexity dictates the way a patient’s encounter can be coded, billed, and 
reimbursed (as addressed in Module III)142. Therefore, thorough and accurate documentation can 
significantly impact the reimbursement your provider receives. 

SuperScribe Tip: DDx in Primary Care
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Patient Assessment & Plan / Impression & Plan (A&P/I&P)

After formulating differential and definitive diagnoses, the provider will discuss diagnostic 
findings with the patient and discuss the final Assessment/Impression and Plan (A&P / I&P). 
The scribe will document the A&P/I&P, as addressed below.

Assessment / Impression

The Assessment portion of a patient’s chart documents a synthesis of pertinent positive and 
negative findings in the subjective and objective portions of the patient’s workup, including the 
patient histories and physical examination (H&P) and diagnostic results (laboratory-, radiology-, 
and procedural findings)53,65. The Assessment includes the patient Problem List, which lists 
all patient problems in order of importance, and is often used to generate the final definitive 
diagnosis/es and plan5,53. The Assessment also includes the Differential Diagnosis (which lists 
different possible diagnoses from least- to most likely), and the provider’s thought process 
behind this list53. Other diagnoses that could potentially harm the patient but are less likely are 
also discussed53. We describe the provider’s Medical Decision Making (MDM) process above; this 
will typically be documented and discussed in-depth in the provider’s Assessment53.

Plan

The Plan portion of the A&P/I&P delineates and matches each diagnosis (or problem) with 
items for planning care, including: who will do what; to what degree; and when65. Specifically, 
the plan “details the need for additional testing and consultation with other clinicians to address 
the patient’s illnesses” or Problems, and includes additional steps needed to treat the patient53. 

Many plans are Problem-Oriented6,7 and include the following information for each Problem53:

•	 Which testing (if any) is needed (laboratory studies, radiology, procedures, etc.)

•	 Rationale for each test that is suggested to resolve diagnostic ambiguity

•	 Next step in the care plan, dependent on whether testing is positive or negative

•	 Any required therapy (such as medications)

•	 Any required referrals or consultations with specialists

•	 Patient education and counseling

•	 Documentation that the plan was discussed with the patient
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The Plan concludes with specific follow-up instructions or a return clinic appointment65, similar 
to the Reassessment Plan identified in the section on Critical Thinking Skills in the Introduction.

Patient Summary 
Instructions

Patient-centered care is important 
for reimbursement payments and 
focuses on including the patient in 
the Medical Decision Making process 
and discussing the Assessment and 
Plan with the patient15,17,59. To promote 
this, most EHRs have a final section 
for Patient Summary or Discharge 
Instructions (PSI). Like the A&P/I&P, 
PSI provide a summary of the patient’s 
visit and instructions for follow-
up care. These instructions may 
include information on medication 
changes, orders for laboratory and radiology follow-up, referrals to medical specialists, and 
brief information on patient education. Many times, the PSI are synonymous with the A&P; 
however, in a format that is made accessible to the patient. The patient summary instructions 
are often available in template format on the EHR and many EHRs can pull this information 
automatically from the A&P56. The scribe can help document these specific instructions into the 
patient’s chart, and ensure that information automatically pulled from the A&P into the Patient 
Summary Instructions by the EHR is authentic and accurate. Another medical staff member 
may be responsible for printing the patient instructions and providing them to the patient at 
checkout56.

Assessment/Impression & Plan Altogether 

Oftentimes the Assessment/Impression and Plan are documented together in one section of the 
patient chart, and are indistinguishable from one another. However, some EHRs (or providers) 
may document these as separate portions in the patient note. Please refer to your facility’s 
specifications to determine how these portions will be documented within your clinic’s EHR.

Many EHRs contain spaces for clinical notes to be 
entered that can only be viewed by the provider 
or care team. In the Family Practice setting, these 
notes may include sensitive information. If this 
information is entered into the EHR system 
incorrectly, it may be automatically pulled into 
the Patient Summary Instructions. Therefore, 
as a scribe, it can be helpful to review the 
patient summary instructions to ensure that all 
information therein is authentic, accurate, and 
meant to be seen by the patient56. 

SuperScribe Tip: Patient Summary Instructions
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Looking Ahead: Problem-Oriented Charting (POC)

Many providers, healthcare facilities, and electronic health record systems (EHRs) use what is 
termed “Problem-Oriented Charting” (POC), in which data is organized around individual medical 
problems5-7. In EHRs, these problems are usually found (and documented) in the patient Problem 
List. Problem oriented charting (POC) consists of 4 components6,7:

•	 A database or collection of all information known about a patient 

•	 A patient problem list

•	 An initial plan for each problem

•	 A daily up-to-date progress note in SOAP format.

One advantage of problem-oriented charting is that the Assessment and Plan documentation 
originate in the patient Problem List and are thus directly linked to specific conditions5-7. This 
charting style meets reimbursement criteria for risk adjustment documentation (addressed in 
Module III) by ensuring that each A&P note is directly linked to each condition, and that each 
condition is appropriately addressed during each patient visit5,6,141,143. 

A Problem-Oriented A&P may use the following structure:

	 “Problem 1, Differential Diagnosis, Discussion, Plan for Problem 1. 

	 Problem 2, Differential Diagnosis, Discussion, Plan for Problem 2. 

	 Repeat for additional problems53.”

Problem oriented charting is addressed more thoroughly in Chapter 6 of Module II.

Many providers, healthcare facilities, and EHRs use Problem-Oriented Charting (POC)5-7, in 
which Assessment & Plan (A&P/I&P) documentation originates in the patient problem list5-7. 

Here are actions you can take to help ensure accurate electronic POC documentation:

•	  	Ensure each patient’s Problem List is accurate and up to date

•	  	Notify your provider if a patient problem exists that has not been addressed in >1 yr. 

•	  	Ensure the Problem List accurately transfers into other areas of the chart, such as 
Patient Summary Instructions and Patient Education Information.

SuperScribe Tip: Problem-Oriented Charting (POC)
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Review & Assessment

Recommended Resources

1.	 Chowdhry SM, Mishuris RG, Mann D. Problem-oriented charting: A review. Int J Med Inform. 
2017;103:95-1026.

•	 Reviews Problem-Oriented Charting (POC) – in which patient data is organized by 
diagnosis or problem (from patient Problem List). Provides suggestions for use and 
figures of Problem List in EPIC, the most common POC-oriented EHR.

•	 https://www.sciencedirect.com/science/article/pii/S1386505617301041?via%3Dihub 

2.	 Weed LL. Medical Records That Guide and Teach. New England Journal of Medicine. 
1968;278(12):652-6577.  

•	 Original conceptualization of problem-oriented charting in light of clerical burden 
posed by chronologically-sequenced charting practices that organized data based on 
origin (radiology/lab/medications/doctor’s notes, etc.)

•	 http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20
record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf 

Review

1.	 In general, a patient’s flow through the clinic at a Family Practice facility includes:

•	 Patient Check-In & Registration

•	 Nurse or Medical Assistant (MA) Assessment

►► Patient vital signs obtained

•	 Provider Assessment

►► Obtaining the H&P: History of present illness (HPI) & Physical Examination(PE) 

•	 Diagnostic Workup:

►► This may include laboratory and radiology studies and procedures

►► A follow-up appointment may be scheduled to review these findings

•	 Patient Summary Instructions

https://www.sciencedirect.com/science/article/pii/S1386505617301041?via=ihub
https://www.sciencedirect.com/science/article/pii/S1386505617301041?via=ihub
https://www.sciencedirect.com/science/article/pii/S1386505617301041?via=ihub
http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf
http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf
http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf
http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf
http://imed.stanford.edu/curriculum/session17/content/NEJM%20-%20Medical%20record%20that%20guide%20and%20teach%20(Weed%20-%201968).pdf
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2.	 PATIENT WAIT TIMES are important in the Family Practice setting; most Family Practice 
facilities have a goal for the provider to see each patient within 15 minutes after the patient’s 
arrival to the facility.

3.	 MEDICAL ASSISTANTS (MAs) perform routine tasks and procedures such as measuring patient 
vital signs, obtaining a brief patient history including the History of Present Illness (HPI) 
and review of patient symptoms by body system (Review of Systems, ROS), administering 
medications and injections, collecting and preparing tissue for laboratory testing, and 
recording information into the patient’s EMR.

4.	 VITAL SIGNS are measures of various physiological statistics used to assess basic body 
functions and patient status. The primary four vital signs are: 

•	 Body temperature

•	 Blood pleasure

•	 Pulse rate (or heart rate)

•	 Respiratory rate. 

5.	 Patient charts are often categorized into subjective and objective portions (together termed 
the H&P), followed by the assessment and plan. This will be covered in-depth in Module II, 
and is reviewed briefly below.

•	 SUBJECTIVE: Arising out of – or identified by – the patient’s perception of his or her own 
states, and not observable by the examiner. The subjective portions of the patient chart 
– the CC, HPI, PFSH, and ROS – are to be documented according to the patient (subject’s) 
declaration.

•	 OBJECTIVE: Perceptible to persons other than the affected individual and independent 
of individual thought or perception. Based on factual observations and findings 
identified by the provider on the Physical Examination (PE), and from diagnostic findings, 
including laboratory, radiology, and procedural studies. The PE and diagnostic findings 
constitute the objective portion of the patient chart.

•	 ASSESSMENT AND PLAN (A&P): The final portion of the chart that constitutes the 
provider’s medical decision-making process, including a discussion of the differential 
diagnosis and supporting history and exam findings (the assessment), and the plan for 
continued care. This may also be referred to as the Impression and Plan (I&P). 
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6.	 Patient notes that are structured or organized into Subjective information, Objective findings, 
provider Assessment, and care Plan are termed SOAP Notes33. Because this structure is widely 
used, most electronic health record systems format the electronic medical note accordingly. 

a.	 Dr. Patricia Pearce and colleagues discuss this phenomenon in depth (with EMR images) 
in their 2018 article “The essential SOAP note in an EHR age34.” We suggest reading this 
article (www.ncbi.nlm.nih.gov/pubmed/26795838).

b.	 Lew & Ghassemzadeh’s 3-pg overview of “SOAP Notes” published online in StatPearls 
(www.ncbi.nlm.nih.gov/books/NBK482263) also provides helpful information; we 
suggest reading this as well33.

7.	 The physician’s Medical Decision Making (MDM) process is often documented in the medical 
record. This process enables the physician to synthesize pertinent positive and negative 
findings from the patient’s workup (including the H&P as well as diagnostic findings) to 
develop a list of all possible diagnoses (termed the differential diagnoses), and discuss 
pertinent results and plans with the patient until a final definitive diagnosis is identified35-37. 

a.	 The definitive diagnosis is then used to formulate a care plan and patient summary 
instructions with and for the patient35-38. 

b.	 The provider’s medical decision-making process is typically dictated by the provider and 
documented in the Assessment portion of the patient chart.

8.	 DIFFERENTIAL DIAGNOSIS (DD, DDx) often refers to a list of all possible definitive diagnoses 
that could be contributing to the Chief Complaint or patient Problem(s), from least to most 
likely, and includes the possibility of other less likely diagnoses that may harm the patient33. 

9.	 DEFINITIVE DIAGNOSIS: The fully developed identification of a decisive disease from its 
signs and symptoms; identification of the nature and cause of a patient illness, problem, or 
clinical presentation39-41, associated with specific diagnostic codes41,42.

10.	The scribe is often responsible for documenting the Patient Summary Instructions into the 
provider note within the patient’s electronic medical record (EMR). Scribes also help prepare 
Patient Summary Instruction paperwork under the provider’s instructions.

http://www.ncbi.nlm.nih.gov/pubmed/26795838)
http://www.ncbi.nlm.nih.gov/books/NBK482263)
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Assessment

1.	 Describe the patient flow through the facility during a patient encounter. How does patient 
flow through the facility in which you will work differ from that described in this chapter?

2.	 Identify 4 individuals (besides yourself) who are part of the medical team and will interact 
with the patient during the patient encounter. Provide a brief description of each role: 

3.	 How will you identify these individuals when you are working with them in the clinical 
setting?

4.	 Prior to seeing a patient, your provider asks to see the patient’s vital signs. What are 4 
“primary” vital signs?

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

5.	 How will you know where to find each patient’s vital signs?

6.	 What does the term “subjective” mean, in reference to medical documentation?

7.	 Identify 4 subjective portions of the patient’s chart that you will document as a scribe:

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

8.	 How do you determine what information to document in the subjective portions of the 
patient’s chart?

9.	 What does the term “objective” mean, in reference to medical documentation?

10.	Identify the objective portion of the chart that you will document during the initial patient-
provider assessment:

11.	What is the “Assessment and Plan?”
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12.	How will you know when the provider is dictating information for you to document in the 
“assessment and plan” section of the provider note?

13.	Your provider instructs you that a patient will need a work note, a referral for a physical 
therapist, and instructions to follow up for a return appointment in 1 month. What does this 
mean? Where and how would you document this information?



4
A Typical Scribe Shift
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Now that we’ve reviewed the patient flow 
into- and out of- the clinic, let’s focus in on the 
scribe’s role within this medical environment. 
In chapter 1, we covered primary content 
information related to the scribe role; we 
provided a brief definition and description of 
the scribe role, along with permissible, non-
permissible, and mandatory scribe functions. 

Now let’s walk through a typical scribe shift to develop a conceptual understanding of the scribe 
role. Such an understanding will help you conceptualize the primary information conveyed in 
the following modules.

Monthly Shift Assignments

After the provider’s schedule has been made available, the scribe will be assigned to work 
specific shifts with specific providers. A scribe typically only works with one provider per shift, 
but may work with several different providers over the course of several shifts.

Review Provider Preferences

At ScribeConnect, we encourage each facility to develop Provider Preference Documents that 
outline the specific charting-, documentation-, and scribe use preferences for each provider at a 
given facility57. These documents may include information such as 

•	 Dr. O. prefers to call out physical exam findings in the rooms; prefers scribes to “repeat back” 
order entries; dictates the A&P for scribes to transcribe

•	 Dr. P. prefers to discuss physical exam findings with the scribe after the patient encounter (at 
her work station). Prefers scribes to pend orders. Prefers to enter her own A&P into the chart. 
Wants scribes to update her on problems in the problem list that have not been addressed 
in a yr. Wants scribes to review A&P and notify her if documentation and terminology do not 
qualify for reimbursement.

Examples of these documents can be found in Appendix A.II and in the resources tab of the CSAT 
website. Scribe supervisors are encouraged to make these documents available to all scribes. 
Upon receiving the scribe schedule, we encourage each scribe to review the provider(s) that s/he 
is scheduled to work with for each shift, and review the provider’s specific charting preferences. 

A Typical  
Scribe Shift
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Arrival: 30 Minutes Prior to Each Shift Start

Efficient preparation prior to the start of each clinical shift enables each scribe to assess the 
work pace and flow for the shift and formulate an initial assessment of time management 
requirements for that shift. 

We suggest scribes arrive 30 minutes prior to the start of each shift to clock-in, log on to the 
scribe workstation, and log on to the facility’s Electronic Health Record (EHR) system. 

In the Family Practice setting, most patient appointments are scheduled in advance, so a schedule 
for all patient appointments on a particular day can be reviewed prior to the start of each day 
or shift after logging in to the facility’s EHR. Arriving early enables each scribe to prepare the 
patient charts for the day, as addressed below.

Pre-Charting

In the Family Practice setting, providers 
(and scribes) see between 20–30 
patients per day and spend 10–20 
minutes in each patient room41,56,144-

148. This fast pace requires clerical 
preparation and “pre-charting” prior to 
each shift41,56,57. Pre-charting typically 
constitutes preparing each patient’s 
Electronic Medical Record (EMR) within 
the facility’s EHR system, reviewing 
previous charting that may be pertinent 
to the patient’s present encounter, 
verifying the patient’s PFSH, pulling 
up laboratory and radiology findings in 
cases where the patient is presenting 
for follow-up, and updating preventative healthcare measures56,57. This critical preparation time 
enables the scribe to work at – or ahead of – the provider’s pace during each shift, maximizing 
the service each scribe provides to the provider.

Family Practice scribes are encouraged to arrive 
30 min prior to each shift to prepare the patient’s 
charts for the day. This preparation is often 
termed “Pre-Charting56,57” and includes: 

•	 Verifying patient Personal, Family, and 
Social History (PFSH)

•	 Pulling up laboratory and radiology 
findings in cases where the patient is 
presenting for follow-up

•	 Updating preventative healthcare 
measures in the patient’s chart.

SuperScribe Tip: Pre-Charting
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ScribeSense: Cautionary Notes on Pre-Charting 

Although pre-charting can be helpful, it must only be used as a preparatory documentation tool. 

•	 All pre-charting documentation must be verified by the provider and patient during the 
patient encounter, and updated for accuracy. 

•	 A scribe may not use pre-charting to add information into a patient’s chart that has not 
been verified by the provider or patient, as this can hinder quality patient care, impose 
harm to the patient, and can constitute documentation fraud. 

•	 Modules III and IV of this manual address several aspects of documentation fraud. 

In 2015, Donna Vanderpool, MPA, JD, published a helpful article in the Journal of Innovative 
Clinical Neuroscience titled “EHR Documentation: How to Keep Your Patients Safe, Keep Your 
Hard-Earned Money, and Stay Out of Court149.” This article can be accessed online at: https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf and we suggest all 
clinical scribes and scribe supervisors read this article during their Stage I clinical scribe training. 

In her article, Vanderpool cites several important federal statements that have been issued 
regarding the risks EHR documentation can pose in relation to documentation fraud149. The 
statements that are applicable to clinical scribes include:

•	 “False documentation of care is not just bad care; it’s illegal. …Indications [of medical 
documentation fraud] include potential ‘cloning’ of medical records [which can] inflate what 
providers get paid. …A patient’s care information must be verified individually to ensure 
accuracy: it cannot be cut and pasted from a different [medical] record of the patient, which 
risks medical errors as well as overpayments,” issued by the U.S. Department of Health 
and Human Services (DHHS) and the Department of Justice in “A Letter from Obama 
Administration on hospital billing,” September 24, 2012150.

•	 “Generally it is inappropriate to copy and paste or otherwise document [a medical record] 
entry that is not derived from a patient encounter at the time of the visit, unless the provider 
makes clear notation that the information is copied and pasted from another [medical] 
record,” issued by the Federation of State Medical Boards (FSMB) in their 2014 “Report 
on the Committee on Ethics and Professionalism in the Adoption and Uses of Electronic 
Health Records151.”

Here, we relay Vanderpool’s cautionary advice149 regarding electronic documentation as it 
pertains to clinical scribe use of “pre-charting practices” alongside our own suggestions based 
on years of industry experience.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
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•	 Templates: While templates can provide helpful documentation prompts, they must 
be used with caution. Ensure that any template used is appropriate for the patient, 
as “templates tend to take a one-size-fits-all approach, without regard for age 
appropriateness, or target patient population149.” 

•	 Pre-populating fields: Some EHRs – and clinical scribes – can populate an entire 
patient assessment just by selecting a checked box or entering a particular chief 
complaint or template. In these situations, adherence to the FSMB’s advice above on 
copy-pasting is equally pertinent to pre-populating medical records: 

►► Generally, pre-populating any medical information into a patient’s medical record 
is inappropriate if it is not “derived from a patient encounter at the time of the 
visit,” unless the pre-populated documentation is verified during the encounter or 
identified as being pre-populated from old documentation151.  

►► Vanderpool offers the following cautionary example on pre-populating medical 
records: “In one case, the pre-populated data for physical examinations created 
automated documentation saying female patients had received prostate 
examinations and male patients had negative pap smears149!”

►► Although it may be tempting to pre-populate information into the subjective or 
objective portions of a patient’s chart based on a patient’s chief complaint, this 
temptation holds grave risks for inaccurate, harmful, and even fraudulent medical 
documentation. For example, Dr. Rahmi Mowjood, DO provides the example that: 
“oftentimes an initial chief complaint can turn out to be misleading or even 
incorrect once the encounter actually gets underway152.”

Based on federal statements and regulations, literature review, and industry experience, we at 
ScribeConnect offer the following guidelines on pre-charting:

•	 ScribeConnect suggests that pre-charting practices be used to gain an initial familiarity 
with each patient’s medical record. 

•	 Pre-Charting can help a clinical scribe note different items of medical documentation 
that should be attended to- and updated during the encounter. 

•	 Pre-charting can help a clinical scribe prepare for a patient encounter by pulling up 
information from old medical records that a provider may benefit from having access 
to during the patient encounter. This practice does not justify, condone, or promote the 
pre-population of information from old records into a patient’s medical record prior 
to the patient encounter. Rather, old information may be prepared so that it is easily 
accessible if it is needed during the encounter. 



69

Chapter 4: A Typical  Scribe Shift

When working with a new provider who you have not worked with before, it is appropriate in most 
cases to initiate a brief discussion with the provider to confirm his or her specific documentation 
preferences. Initiating such a conversation is the responsibility of the scribe. Scribe initiative 
and open communication with the provider are critical for cultivating a successful relationship 
between a provider and a scribe9,41. Strong communication between scribes and providers is also 
important for successful implementation of new scribe programs9,41.

Take Initiative: Identify Yourself to the Provider

Upon the provider’s arrival to the facility, each scribe will introduce him or herself to the provider 
and identify him/herself as the scribe assigned to work with the provider for that shift. In cases 
where the scribe pairing with a provider is new, we suggest the scribe thoroughly review all 
available Provider Preference Documents and initiate a brief conversation with the provider 
about that provider’s preferences relating to scribe use, charting, and documentation style. 

New Patients May Require Additional Documentation

In the Family Practice setting, most patients will have an established medical record at the 
facility or clinic, and the provider will most likely be familiar with the patient’s past medical, 
family, and social history (PFSH). Patients who are new to the facility or clinic may require 
additional charting that the scribe will assist in to provide this background information and 
documentation. New and returning patients alike may be asked to complete paperwork prior 
to the provider encounter providing or updating their PFSH, and the scribe may enter this 
information into the patient’s EMR. 

Patient Wait Times are Important

Patient wait times are important in the Family Practice setting129,130. Most Family Practice settings 
have a goal for a provider to see each patient within 15 minutes of the patient’s arrival to the 
facility. The scribe can assist the provider by alerting him or her to each patient’s arrival, and 
providing updates on patient wait times. 

SuperScribe Tip: First Shift with a New Provider
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The Patient-Provider Encounter

The Initial Encounter

Prior to the patient-provider encounter, a receptionist will enter the patient’s Chief Complaint 
into the chart56. A nurse or Medical Assistant (MA) may obtain some of the patient’s pertinent 
history before the patient-provider encounter and relay this information to the provider and 
scribe56. The scribe will be responsible for documenting this information into the patient chart. 

Upon entering the patient room, the provider will introduce the scribe to the patient. In the 
case of new scribe programs, the provider may explain the scribe role to the patient9,56,57. The 
provider may further spend several minutes conversing with the patient in a friendly manner. 
During this time, the provider may confirm historical information obtained by the nurse or MA, 
and may follow-up on previous patient problems that can be used to update the patient’s PFSH 
and Problem List56. While the provider interacts with the patient, the scribe documents pertinent 
HPI and ROS information obtained from the patient-provider interaction.

Following the initial conversational portion of the patient-provider encounter, the provider will 
perform the Physical Examination (PE) and the scribe will document. We suggest scribes verify 
all unclear physical examination findings with the provider to ensure all pertinent information is 
accurately captured. This verification process may occur in the patient room during the physical 
examination or after the patient encounter56,57. 

After the physical examination, the provider will discuss the plan of care with the patient, which 
may include laboratory work, radiology studies, and interventions such as medications. The 
scribe will document this plan into the patient’s chart. The scribe will also document that the 
plan was discussed with the patient, and will document patient agreement with the plan.

Including the patient in the medical decision making process is an important component 
of patient-centered care and is important for delivering quality care15-19 and for meeting 
government reimbursement programs (such as the Quality Payment Program19 addressed 
in Module III)15,16,58-61. As a scribe, it is important to note and document when your provider 
includes the patient in the decision-making process; this is typically documented in the 
A&P.

SuperScribe Tip: Documenting Patient-Centered Care
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The entire patient encounter may take up to 20 - 25 minutes for new patients; however, for 
returning patients, this encounter may take 10 – 20 minutes, depending on the nature of the 
Family Practice setting41,56,144-147. Charting speed and efficiency are important for scribe success, 
and the preparation period prior to the start of each shift enables each scribe to maintain 
sufficient speed, efficiency, and organization throughout the shift.

Clerical Work & Upkeep

The scribe will leave the patient room with the provider. After each encounter, the provider may 
review pertinent documentation elements with the scribe. The provider may ask the scribe to 
pull up previous Electronic Medical Records (EMRs) of the patient if the scribe has not done so 
already. The provider may also ask the scribe to convey requests to nursing staff members, such 
as obtaining consult notes from different specialists56. Together, the provider and scribe may 
then enter orders for further diagnostic and therapeutic intervention, such as laboratory studies 
and medications (depending on facility policy)55. 

Some providers may see 2-3 patients in a row before pausing for clerical upkeep. Alternatively, 
some providers may pause for a clerical period in between each patient. These variations will 
depend upon the provider’s preferences. Familiarizing yourself with each provider’s charting 
and workflow preferences can help you work more seamlessly with each provider. Preparing and 
utilizing an organizational system adapted to the provider’s preferences will further help you 
apply critical thinking skills to your role as a Clinical Scribe. 

In many cases, scribes find it helpful to designate an appropriate place and time after each 
patient encounter to ask the provider for direction or clarification needed relative to charting 
and documentation. This protocol should be discussed with the provider prior the beginning of 
the shift, if not identified in the provider’s scribe use preferences. 

SuperScribe Tip: Designating Time for Scribe-Provider Communication
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Scribe Breaks

Although research demonstrates that employees in the health care setting are more efficient 
and productive when they take appropriate breaks for meals and rest, the U.S. Department of 
Labor does not require employees to take meal or rest breaks under federal law153-155. Rather, 
each state is responsible for mandating employee break requirements and regulations153-155. The 
Society for Human Resource Management provides information on each state’s requirements 
regarding rest, meal, and break policies155. As a clinical scribe, it will be important for you to 
understand your health care facility’s policies on meal, snack, and rest breaks. It is also important 
for scribes to be mindful of the facility’s workflow and ensure scribe breaks do not disrupt the 
productivity and flow of the provider or medical team. Often the provider him/herself will take 
a 30-minute break for lunch. We recommend scribes time their breaks to coincide with those of 
the provider.  Scribes are also encouraged to remain hydrated and may communicate with the 
provider their needs for bathroom use, water breaks, etc.  

Shift Completion

The scribe’s primary purpose is to provide quality service to the provider. At the end of a shift, 
ScribeConnect scribes are encouraged to communicate briefly with the provider, asking for 
feedback on their services if appropriate, and confirming the shift’s end with the provider66,67. 

The scribe’s shift ends after the scribe has properly discarded all documents containing protected 
health information for all patients, such as new patient forms or laboratory results. The scribe 
may then log out of the facility’s EHR, log off of his or her workstation, return the workstation to 
its designated area within the facility, and clock-out.
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Review & Assessment

Recommended Resources

1.	 Vanderpool D. EHR DOCUMENTATION: How to Keep Your Patients Safe, Keep Your Hard-
Earned Money, and Stay Out of Court. Innovations in clinical neuroscience. 2015;12(7-8):34-
3843.

•	 Helpful article on the regulatory risks of electronic medial documentation.

•	 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf.

2.	 Provider Preference resources in Appendix A.II 

•	 Also available in the resources tab of the CSAT website

•	 www.scribeACCELERATOR.com 

Review

1.	 Arriving at least 30 minutes prior to the start of each shift enables the scribe to adequately 
prepare for the shift by: 

•	 “Pre-charting:” preparing each patient’s Electronic Medical Record (EMR) within the 
facility’s Electronic Health Record (EHR) System. 

•	 Prepare to comply with the provider’s specific preferences related to scribe use, 
charting, and documentation.

2.	 Independent scribes and scribe supervisors are encouraged to prepare documents for each 
provider that outline that provider’s specific documentation preferences. Examples of these 
documents are available in Appendix A.II and under the resources tab of the CSAT website 
(www.scribeACCELERATOR.com). 

3.	 “Pre-charting” entails:

•	 Preparing each patient’s Electronic Medical Record (EMR) within the facility’s Electronic 
Health Record (EHR) System

•	 Verifying patient Personal, Family, and Social History (PFSH)

•	 Reviewing previous charting that may be pertinent to the patient’s present encounter, 
such as previous laboratory and radiology findings

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
http://www.scribeACCELERATOR.com
http://www.scribeACCELERATOR.com
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•	 Pulling up specific EHR documentation aids that may otherwise take time to pull up 
and prepare during a shift

•	 Updating preventative healthcare measures

4.	 Scribes are encouraged to demonstrate initiative by identifying themselves to the provider 
as the scribe assigned to work with the provider for a shift.

5.	 New patients may require additional documentation. The scribe may be asked to enter 
information from new patient documents into the patient’s chart.

6.	 Patient wait times are important. Most Family Practice settings have a goal for a provider to 
see each patient within 15 minutes of the patient’s arrival to the facility. 

7.	 Pertinent patient history and subjective documentation criteria may be obtained by a nurse, 
Medical Assistant (MA), or through patient paperwork provided prior to the patient-provider 
encounter. The scribe may be responsible for reviewing and updating this information. This 
information may include the subjective portions of the patient’s chart:

•	 Chief Complaint (CC)

•	 History of Present Illness (HPI)

•	 Past, Family, and Social History (PFSH)

•	 Review of symptoms by body system (Review of Systems, ROS)

8.	 During the initial patient-provider encounter, the scribe will document pertinent information 
from the patient-provider interaction. This information will include:

•	 The subjective portions of the patient’s chart:

►► History of Present Illness (HPI)

►► Past, Family, and Social History (PFSH)

►► Review of symptoms by body system (ROS)

•	 The objective portions of the patient’s chart:

►► Physical Examination (PE)

•	 The plan of care, which may include:

►► Laboratory studies

►► Radiology studies

►► Interventions, such as medications

►► Procedures
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•	 The patient’s agreement and consent with the provider’s plan.

9.	 In 2015, Donna Vanderpool, MPA, JD, published a helpful article in the Journal of Innovative 
Clinical Neuroscience titled “EHR Documentation: How to Keep Your Patients Safe, Keep Your 
Hard-Earned Money, and Stay Out of Court43.” This article can be accessed online at: https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf and we suggest 
all clinical scribes and scribe supervisors read this article during their Stage I clinical scribe 
training. 

10.	Many scribes find it helpful to designate an appropriate place and time after each patient 
encounter to ask the provider for any clarification needed relative to charting and 
documentation. This should be established prior to starting the shift.

11.	The scribe will document each patient’s assessment and plan, as directed by the provider, 
and may enter the patient’s summary instructions into the EMR.

12.	Time management and organization enable practical intelligence; these qualities are critical 
for a successful shift as an independent scribe.

•	 Resources on successful integration of new scribe roles into the existing work flow are 
available on the CSAT Website under the Resources tab.

13.	Upon completion of each shift, the scribe is responsible for confirming the shift’s termination 
with the provider.

14.	The scribe’s primary purpose is to provide quality service to the provider. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
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Assessment

1.	 You are scheduled to work an 8am shift with Dr. Smith. What time will you set your alarm to 
wake up? How will you prepare for this shift? 

2.	 You have not worked with Dr. Smith before. How will you prepare for your first shift? 

3.	 You know you are supposed to take initiative by introducing yourself to Dr. Smith as his or 
her scribe; how will you identify who Dr. Smith is? 

4.	 Why is it important to arrive early to each shift? 

5.	 What are 4 actions you will take after arriving early to a facility, but prior to seeing your first 
patient with the provider?

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

6.	 What is “pre-charting” and why is it important? What are three limitations or risks involved in 
“pre-charting?” How will you avoid these risks in your role as an independent clinical scribe? 

7.	 In 2015, Donna Vanderpool, MPA, JD, published an article on the regulatory risks of electronic 
medial documentation titled: “EHR Documentation: How to Keep Your Patients Safe, Keep 
Your Hard-Earned Money, and Stay Out of Court43.” This article can be accessed online at: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf. Read this 
article. What are 5 charting practices identified in this article that pose risk for fraudulent or 
harmful medical documentation? What are 5 actions you can take to ensure that your own 
medical documentation services enhance – rather than compromise – the quality of care 
your provider is able to deliver to his/her patients in light of this article?

8.	 While the provider is interacting with the patient, the scribe documents pertinent information 
from the patient-provider interaction. The information a scribe obtains and documents 
during the initial patient encounter corresponds with 5 sections of a patient’s chart. What 
are these 5 categories of information? 

a.	 ____________________________

b.	 ____________________________

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558790/pdf/icns_12_7-8_34.pdf
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c.	 ____________________________

d.	 ____________________________

e.	 ____________________________

HINT: Each category has an acronym that is provided in parentheses throughout the CSAT 
manual and course; 4 of the 5 categories are subjective information and may be obtained prior 
to the patient-provider encounter. The 5th category of information is objective and obtained only 
by the provider.

9.	 Besides the information identified above, what other information will be discussed and 
documented during the initial patient-provider encounter? HINT: this information would be 
documented in the “Assessment & Plan” portion of the cart:

10.	While in the patient room, the provider tells you to document that “reflexes are 2/4 bilaterally.” 
What does this mean and where would you document this in the chart?

11.	How would you respond to the above scenario if you were unsure of what the provider has 
asked you to document, or if you are unsure of where to document this information in the 
medical record?

12.	You see one of your patients show up on the schedule. What does this mean, and how do 
you respond?

13.	After alerting your provider that your next patient has arrived, the provider asks how long 
the patient has been waiting. How will you find this information?

14.	Your shift is scheduled to end at 4p. It is currently 3:50p and your provider decides to take a 
walk-in patient. You have a night class at 5:00p that you cannot be late for, so staying late is 
not an option for you. How would you respond?

15.	View the Provider Preference resources in Appendix A.II (these resources are also available 
in the resources tab of the CSAT website: www.scribeACCELERATOR.com). 

a.	 Do provider preference documents already exist for the providers you will be working 
with at your facility? If so, print these out and store them in a binder that you can use 
access during your shifts or save these in an electronic format that is compliant with your 
facility’s HIPAA policies and that you can access during your shift.

b.	 Review these documents. How will you use these documents to comply with each 
provider’s documentation preferences during your role as a clinical scribe?

http://www.scribeACCELERATOR.com)
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c.	 If provider preference documents do not already exist for the providers at your facility, 
use the resources in Appendix A.II to develop templates that you can use to document 
the specific preferences of the provider(s) you will work with during your role as a clinical 
scribe.

d.	 How will you develop these documents (if they do not already exist) at your facility, and 
where will save them? How will you make them accessible to you and other scribes at 
your facility?



5
Industry Regulations  
(HIPAA & HITECH)
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Providing quality patient care is of utmost importance 
to all health care providers and organizations across 
the country. Access to sensitive patient information is 
a key component of providing such care.  Without such 
access, providers would not be able to adequately 
assess, diagnose, and treat their patients. However, 
such access entails ethical responsibilities, including 
the duty to maintain patient confidentiality and the 
duty to respect patients’ rights. 

In 1996, congress enacted the Health Insurance Portability and Accountability Act (HIPAA)31,156-159, 
which included several key health reform laws regarding:

•	 Health Care Access, Portability, and Renewability

•	 Prevention of Health Care Fraud and Abuse

•	 Tax-Related Health Provisions

•	 Consolidated Omnibus Budget Reconciliation Act (COBRA) Clarification– and other 
miscellaneous health reform laws.

One of the most important aspects of HIPAA was the pronouncement of the first set of national 
standards for maintaining the privacy and security of individually identifiable health information, 
as well as the definition of numerous offenses relating to the violation of such standards31,156.  
These standards have been issued within three separate rules or acts and are enforced by the 
Office of Civil Rights (OCR), a division of the U.S. Department of Health and Human Services.  
These acts include:

•	 2003 HIPAA Privacy Rule24,25,160

•	 2005 HIPAA Security Rule25,161,162

•	 2009 Health Information Technology for Economic and Clinical Health (HITECH) Act163-165

Each component serves to protect patients’ rights regarding individually identifiable health 
information. Because information is increasingly captured, stored, and transmitted electronically, 
the above acts specifically protect patient’s rights regarding electronic forms of individually 
identifiable information. 

As a Clinical Scribe, you will have access to patient’s protected identifiable health information. 
It is vital for you to understand your responsibilities in accessing and using this information. 
Moreover, Clinical Scribes are responsible for understanding and respecting the policies of 

HIPAA: Health 
Insurance 

Portability and 
Accountability
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HIPAA and of the facility at which the scribe works55. Therefore, in addition to introductory 
training below, ScribeConnect strongly encourages all clinical scribes to undergo HIPAA and 
HITCH training at your clinical facility, in compliance with Joint Commission Guidelines55.

HIPAA PRIVACY RULE24,25,156,160

The HIPAA Privacy Rule provides national standards for protecting individually identifiable 
health information and applies to four entities: health plans, healthcare providers, healthcare 
clearinghouses, and business associates156. To better understand this description, it can be 
helpful to understand some terminology that is used in the HIPAA Privacy Rule itself24,25,156,160: 

•	 “Protected Health Information (PHI)” refers to individual patient health information 
that is protected by HIPAA in the ways that it can be used and shared.

•	 “Covered Entity” refers to any healthcare organization that has access to PHI. Covered 
Entities must comply with HIPAA policies and procedures on handling PHI.

Covered Entities fall under one of four categories24,25,156,160:

•	 Health Plans: Individual and group plans that provide or pay the cost of medical care 
are covered entities.  These include: health, dental, and vision plans; Medicare; Medicaid; 
Health Maintenance Organizations (HMOs); prescription drug plans; and employer-
sponsored health plans. These covered entities are all subject to the HIPAA Privacy Rule. 

•	 Health Care Providers: All health care 
providers who electronically transmit health 
information are Covered Entities subject 
to the HIPAA Privacy Rule. This includes 
individual providers such as physicians and 
medical staff and institutional providers such 
as clinics.

•	 Health Care Clearinghouses: Any entity 
that processes health information received from another entity.  This includes billing 
services and health management information systems. 

•	 Business Associates: A person or organization that does not fall under one of the 
three categories of Covered Entities above but performs certain functions or services 
involving the use or disclosure of health information on behalf of a covered entity166,167. 
This can include:

Clinical Scribe contractors are 
Business Associates and are 
subject to HIPAA Regulation.

SuperScribe Tip: 
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►► Clinical Scribes, scribe companies, and scribe contractors

►► Accounting & Legal services

►► Data aggregation services

►► Health care consulting services

►► Other types of services provided on behalf of a Covered Entity that require the 
Business Associate to access health information.  

All Business Associates are required by HIPAA to execute a Business Associate Agreement, which 
outlines each party’s HIPAA compliance obligations166,167. 

Protected Health Information (PHI) 24,31,168,169

What is Protected Health Information?

The HIPAA Privacy Rule protects all “individually identifiable health information” held or 
transmitted by a Covered Entity or its Business Associate in any form or media, whether electronic, 
paper, or oral. The Privacy Rule defines this information as Protected Health Information or 
PHI24,31,168,169. 

In addition to the information below, information on the HIPAA Privacy Rule (including PHI, the 
“Minimum Necessary Principle,” and administration requirements) can be found at: https://www.
hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html. 

PHI includes any information, including demographic data, that relates to the: 

•	 Past, present, or future physical or mental health or condition of the individual

•	 Provisions of health care to the individual

•	 Past, present, or future payment for the provision of health care to the individual 

•	 See: https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html

To be considered PHI, information must relate to one of the three categories above and must 
also identify or provide a reasonable basis upon which to identify the individual24,31,168,169. Some 
of the most common identifiers are:

•	 Name

•	 Address

•	 Name of Employer

•	 Any Date (birth, admit date, discharge date)

https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html
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•	 Telephone or Email Address

•	 Social Security Number

•	 Medical Record Number

•	 Patient ID Number

Use and Disclosure of PHI24,25 

There are only two permissible circumstances to use or disclose PHI:  

•	 When PHI is used or disclosed in accordance with the Privacy Rule

•	 When an individual expressly authorizes use or disclosure of his/her PHI in writing

Permissible Uses/Disclosures under the Privacy Rule24,25

Under the Privacy Rule, Covered Entities or their Business Associates are permitted to use or 
disclose PHI without the individual’s express permission for the following purposes only:

•	 Provision, coordination, and/or management of an individual’s treatment 

•	 Activities related to payment for treatment rendered to the individual

•	 Activities related to health care operations, including: 

►► Quality assessments

►► Performance evaluations

►► Audits

►► Business planning and administration

►► Insurance functions

•	 Incidental uses or disclosures of information, including such scenarios as:

►► Patient sign-in sheets

►► Calling out a patient’s name in a waiting room

►► Public interest purposes, such as information relating to communicable diseases

•	 To provide to the individual him/herself or to a legally identified personal 
representative

Any use or disclosure of PHI that does not fall under one of these categories may only be 
conducted if expressly authorized by the individual, as outlined below. 
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Individuals must expressly authorize use of their PHI in writing for any of the following reasons:

•	 Use or access to any psychotherapy notes of a patient

•	 Any targeted marketing communications

•	 Disclosures to a life insurer for coverage purposes

•	 Disclosures to any employer for pre-employment physical purposes

•	 Any other purpose that does not fall under a permissible category

If a Covered Entity or Business Associate uses or discloses PHI for any purpose that is not 
outlined above, such action would be a violation of HIPAA and subject to penalties, as described 
later in this chapter. 

SuperScribe Applications

•	 Mr. Brown lives alone; his neighbor has driven him to his appointment and has agreed 
to wait in the lobby to drive Mr. Brown home after his visit. The neighbor asks you if Mr. 
Brown is alright, what is going on, and if Mr. Brown has means to pay for this visit. How 
do you respond?

►► Unless the neighbor has written identification as Mr. Brown’s legal personal 
representative you may not share any information about Mr. Brown’s encounter, 
prognosis, diagnosis, or payment means with the neighbor. 

In the context of protected health information (PHI), the terms “express” and “expressly” indicate 
that authorization is freely given by the individual, and not incentivized or coerced24,25.

SuperScribe Tip: Defining “Express” Authorization

As a best practice, scribes should always refrain from sharing patient information with anyone 
who is not directly involved in the patient’s care.  Such responsibility should be left to a facility 
staff-member who can first confirm that a person has legal permission to receive information 
which may be protected by the HIPAA Privacy Rule. 

SuperScribe Tip: Protecting Patient Information
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►► You should explain to the neighbor that you are unable to disclose any information 
concerning Mr. Brown. 

•	 Your neighbor comes into the clinic to be seen by the provider you are working with. 
The neighbor’s sister arrives and asks you how her sister is doing; how do you respond?

►► You are not allowed to share your neighbor’s information with the sister unless 
she has express written approval from the patient or she is her legal personal 
representative.

►► Upon recognizing that you know the patient, you may want to disclose this 
information to the provider and ask if the provider would still like you to enter the 
room during the encounter.

The “Minimum Necessary” Principle24,25,31-33

When a Covered Entity or Business Associate is permitted- or has express authorization to 
access, use, or disclose PHI, he or she must only access, use, or disclose the minimum amount 
of patient information that is necessary to fulfill his or her duties.  This principle is termed the 
“Minimum Necessary Rule,” and is a key component of the HIPAA Privacy Rule24,25,31-33. Under this 
rule, Covered Entities are responsible for implementing policies and procedures that reasonably 
restrict PHI access based on an employee’s responsibilities regarding each patient encounter.  
Therefore, your health care facility is responsible for implementing its policies and procedures 
regarding PHI. As an independent clinical scribe, you are responsible for understanding and 
complying with your facility’s policy’s and for ensuring that you can receive HIPAA training at 
your health care facility55. One measure shared by all health care facilities is that in the Electronic 
Health Record System (EHR), each keystroke and point of access is monitored to ensure that 
workforce members are using the system appropriately and in accordance with facility policy 
and the HIPAA Privacy and Security Rules (see next section).  

As a rule of thumb all health care workers should only access, use, and disclose the minimum 
amount of information that is necessary to fulfill the required health care duties at the time the 
work is being performed. Once a scribe’s job-related requirements for access to patient health 
information no longer exists, the scribe’s permission under the HIPAA Privacy Rule to access such 
information also terminates. The only exceptions to this rule apply to the patients themselves 
and to the health care providers. Patients may view their full medical records at any time if 
requested through proper channels. Likewise, providers may view as much information as they 
need to in order to treat their patients to the best of their ability.  
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SuperScribe Applications

•	 You are working with Dr. A; your neighbor comes in for an appointment, but is seen by 
Dr. B. The neighbor’s sister asks you how her sister is doing; how do you respond?

►► You may not access the neighbor’s chart since you are not directly involved in the 
care of your neighbor and you do not have a job-related purpose to view the chart.  

►► Remember: even if you have the ability to view someone’s chart, it would be a 
violation of HIPAA to view the information out of curiosity or personal gain when 
viewing such information is not necessary for the purpose of performing your duties 
as a scribe. 

•	 On your previous shift, you saw a dramatic patient case. Laboratory and radiology 
studies were ordered to determine a definitive diagnosis. You are dying to learn the 
patient’s results and diagnoses. Are you permitted to look these up in the patient’s chart 
during your next shift?

►► No. Once your shift ends or you no longer have a job-related need to know the 
information you no longer have permission per HIPAA rules to view the information.  

►► To view a patient’s chart out of curiosity or for personal gain is a violation of the 
HIPAA Privacy Rule. 

The “Minimum Necessary Rule” is a key component of the HIPAA Privacy Rule; it states that 
any Covered Entity or Business Associate that receives express authorization to access, use, 
or disclose protected health information (PHI) must only access, use, or disclose the minimum 
amount of patient information necessary to fulfill its permitted duties24,25,31-33.

•	 Example: A secretarial clerk who answers telephone calls and directs patients 
from the front desk does not require access to each patient’s full medical record to 
complete his/her secretarial duties.  

•	 The minimum amount of information the secretarial duties would require include 
the name, status, and location of each patient. Thus, the volunteer would not be 
permitted to access any other patient information under the HIPAA Privacy Rule. 

SuperScribe Tip: The “Minimum Necessary Rule”
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•	 In the same scenario depicted above, a nurse who saw the patient yesterday asks you to 
look up the patient’s laboratory results. Can you relay this information to her? 

►► No. Since you are not currently involved in the direct care of the patient, you may 
not access the patient’s protected health information for yourself or for the nurse. 
If the nurse is currently involved in the patient’s care and has a job-related need to 
know this information, she must access it herself. 

►► Politely express to the nurse that you are not permitted to access or share this 
information. 

•	 A patient is returning to the clinic with a unique condition that you are not familiar 
with. A chest X-ray (CXR) was obtained at the patient’s last visit and the provider you are 
working with seems excited about the CXR findings. Can you show the X-ray findings to 
another scribe, or ask a nurse to help you identify the unique findings on the CXR for 
your own learning purposes? 

►► No. The CXR contains identifiable information such as the patient’s name, medical 
record number, and/or diagnosis. This is protected health information and you 
may not share it with anyone who is not directly involved in the patient’s care. You 
may not show the CXR to another scribe. You may not access this PHI for your own 
personal use. 

•	 Can you take a picture of the X-ray on your cell phone to review after your shift?

►► No. You may not take a picture of the X-ray to show to anyone else or to refer to 
yourself. No patient information should ever be transmitted, stored, or uploaded to a 
personal device under any circumstances—including photos or videos. 

•	 While working as a scribe for Dr. Jones you see a patient with a very complex history 
and unique diagnosis. You want to save the patient’s chart so that you can read up on it 
after your shift. You would like to email yourself the patient’s chart. Is this allowed? 

►► No. Reproducing any portion of a patient’s chart for purposes other than direct 
patient care is strictly prohibited under the HIPAA Privacy Rule. A scribe may not 
save, copy, or reproduce any portion of a patient’s chart for personal use.
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•	 What if you remove the patient’s name? 

►► Even if the patient’s name is removed, it is possible the patient’s chart contains 
other information that could be used to identify the patient; this would be protected 
health information (PHI). In particular, the date associated with the e-mail would 
confer the date of the patient’s visit, which can constitute individually identifiable 
information.

•	 What if you only email yourself the History of Present Illness (HPI), a subjective portion 
of the patient’s chart – rather than the entire chart?

►► A scribe does not have the right to use a patient’s information for personal use, or 
to use or share a patient’s health information in any way that is not related to the 
scribe’s direct contribution to the patient’s care. 

•	 You saw 35 patients while working with Dr. Jones today. Dr. Jones said this is the largest 
volume of patients he has ever seen in one shift. You feel very proud and want to take 
a screenshot of the day’s schedule as a memorandum of your record-breaking efficiency 
as a scribe. Is this allowed?

►► No. The schedule contains protected health information for each patient you 
see during a given shift, including personal identifiable information, such as the 
patient’s last name and gender.

►► The patient tracking sheet – along with any notes used for scribing purposes during 
a shift – must be properly disposed of at the end of the shift in accordance with the 
facility’s policies and the HIPAA Privacy Rule. 

•	 Another scribe who works at your facility receives strong positive feedback from the 
providers. You want to review her HPIs to see how they compare to yours; maybe you 
can learn something. Is this allowed?

►► No. The HPI contains protected health information, which you are not allowed to 
access unless you are directly involved in the care of that patient.

•	 Your mother was recently seen in the clinic at which you work. She was given a vague 
diagnosis and sent home with a prescription, but cannot remember how long she 
should take the prescription for. She is also unclear on the diagnosis. She asks you to 
look into her chart to explain her diagnosis and prescription plan to her. Can you do 
this?
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►► No. If you are your mother’s personal legal representative with written 
authorization, you may present this written documentation to the secretary outside 
of your working hours as a scribe. You may then ask for your mother’s requests to be 
met. 

►► However, you may not independently access your mother’s EHR with or without her 
written approval through your role as a scribe.   

►► This is also true of your own medical record:  Each facility has a procedure in place 
for requesting a copy of your medical record.  You are not permitted to access your 
own record without going through these appropriate channels. 

Administrative Requirements170,171

The HIPAA Privacy Rule applies to Covered Entities and Business Associates of all sizes, 
specialties, and facilities.  Therefore, the rule enables each Covered Entity to analyze their own 
needs and resources when implementing their own HIPAA compliance solutions.  The following 
are administrative requirements that Covered Entities are required to implement according to 
their size and resources in compliance with the HIPAA Privacy Rule170,171

•	 Patient Privacy Policies and Procedures: Each entity must establish policies and 
procedures that it will adhere to in order to ensure HIPAA compliance.  Each patient 
must be provided with a copy of the provider’s privacy practices.

•	 Privacy Personnel: Each entity must designate an individual responsible for developing 
and implementing its privacy policies. This individual must also be available for contact 
in the event of a suspected violation.

•	 Workforce Training & Management: All employees, contractors, volunteers, or other 
persons who will encounter patient information for the purposes of their job must be 
trained on the Privacy Rule and the entity’s privacy policies and procedures.  

•	 Data Safeguards: Entities must maintain reasonable and appropriate administrative, 
technical, and physical safeguards to prevent intentional or unintentional use/
disclosure of PHI. Examples of these safeguards may include:

►► A system for shredding physical documents

►► Securing medical records with a lock and key or pass code

►► Limiting physical access to medical information through key cards or pass codes
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•	 Complaints: Each entity must have a procedure for individuals to make formal 
complaints regarding suspected HIPAA non-compliance or violations. 

Penalties for Non-Compliance

Failure to adhere to your facility’s HIPAA Privacy Polices can jeopardize a patient’s rights to 
privacy and confidentiality, and may result in any of the following penalties170,171

•	 Disciplinary action, up to – and including – termination

•	 Civil monetary penalties. These may range from $100 violation fees to $25,000 per year

•	 Criminal penalties, including imprisonment

•	 Civil lawsuit for violating state privacy laws

SuperScribe Applications

Here are a few recent cases involving HIPAA violators, along with the case outcomes:

•	 In 2009, two nurses were fired from a facility in Lake Geneva, WI for posting a picture of 
a patient’s x-ray onto Facebook172. 

•	 In 2010, a UCLA Health System employee was sentenced to 4 months in prison for 
viewing patient files with no work-related reason to do so173.  

•	 In 2013, six individuals were fired from Cedars-Sinai Medical Center in Los Angeles, CA 
for utilizing other employee logins and inappropriately viewing patient records174,175. 

•	 In 2013, four desktop computers were stolen from Advocate Medical Group (AMG)’s 
administrative buildings in IL, leading to a data breaches that impacted 4,029,530 
patients. AMG was charged with multiple HIPAA violations and a settlement fee of 
$5.55 million176.

•	 In 2015, a health insurance employee responded to a malicious phishing e-mail that 
was part of a cyberattack on the company. The attack exposed the PHI of 79 million 
individuals and in 2018 the company paid $16 million dollars for multiple HIPAA 
violations177.

These cases provide examples of the thousands of potential HIPAA breaches investigated by the 
Office of Civil Rights (OCR) each year.  As technology and social media make it easier than ever 
to share sensitive patient information, HIPAA enforcement will continue to rise. 
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HIPAA SECURITY RULE25,31,156,161,162

Like the HIPAA Privacy Rule, the HIPAA Security Rule was the first of its kind. Whereas the 
HIPAA Privacy Rule deals with protected health information (PHI) generally, the HIPAA Security 
Rule deals with electronic PHI (ePHI) specifically.  The Security Rule established the first set of 
national standards for protecting PHI that is stored or transmitted in an electronic form.  With 
the widespread adoption of Electronic Health Record (EHR) systems, computerized provider 
order entry (CPOE), and cloud-based data storage solutions, these standards have proven to be 
vital to protecting patients’ rights25,31,156,161,162.  

The HIPAA Security Rule mandates that each facility develop and implement “the necessary 
safeguards” to protect ePHI in accordance with the HIPAA Privacy Rule. The Security Rule requires 
the enforcement of Administrative, Physical, and Technical safeguards that protect patient 
confidentiality and regulate ePHI access. These safeguards will be addressed below.

Administrative Safeguards31,178

Administrative Safeguards: Administrative safeguards refer to actions, policies, and procedures 
developed to manage selection, development, implementation, and maintenance of security 
measures31,156,178. These safeguards exist to protect ePHI and to manage the conduct of the 
covered entity’s workforce in relation to the protection of that information.  

Administrative safeguards may include:

•	 Access Authorization: Policies and procedures for granting access to ePHI such as 
through workstation- and EHR access.

•	 Security Awareness and Training: Programs designed to educate users on the health 
care organization’s security policies (SANS.org).

•	 Protection from Malicious Software: Procedures for guarding against, detecting, and 
reporting malicious software.

Whereas the HIPAA Privacy Rule deals with protected health information (PHI) generally, the 
HIPAA Security Rule deals with electronic PHI (ePHI) specifically.  

SuperScribe Tip: 
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•	 Log-In Monitoring and Password Management: Procedures for monitoring log-in 
attempts, reporting discrepancies, creating, changing, and safeguarding passwords.

Physical Safeguards25,31,156,162,179

Physical Safeguards: Physical measures, policies, and procedures to protect a Covered Entity’s 
electronic information systems and related buildings and equipment from natural and 
environmental hazards and unauthorized intrusion25,31,156,179.

•	 Facility Access: All facilities should be secure. Your facility will provide you with a 
security badge you may use to enter and exit your facility. This should not be shared 
with anyone.

•	 Workstation Use and Security: Workstation use and ePHI access should be restricted to 
authorized users only.

•	 Device and Media Controls: The receipt and removal of hardware and electronic media 
that contain ePHI into and out of a facility or the movement of these items within a 
facility is strictly regulated and prohibited without proper authorization.

•	 Disposal: The final disposal of ePHI (and PHI in general) will be regulated by your 
facility, as will the use of any electronic media or hardware on which ePHI is stored.

Additional Physical Safeguard Tips:

•	 Do not bring any of your work home with you in any way, shape, or form.

•	 Do not transfer any portion of a medical record or any PHI to another media device:

►► Do not e-mail any portion of a medical record to yourself to access for personal 
use.

►► Do not transfer any portion of a medical record onto any electronic device.

►► Do not take pictures of any portion of a medical record– including imaging 
findings or images – with your cell phone or any other device.

►► Do not transfer any information from a medical record onto paper for personal 
use.

•	 Do not use, access, or download any software, devices, or suspicious websites on a 
facility workstation that could cause corruption.  

CELL PHONES AND SIMILAR DEVICES ARE NOT ALLOWED ON THE FLOOR DURING A SHIFT.
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Technical Safeguards25,31,156,161,162,180

Technical Safeguards: Technological Safeguards are policies and procedures related to use of 
technology within the health care environment25,31,156,161,162,180. These safeguards protect ePHI 
and control access to it. This occurs primarily through specified log-in username and password 
verification with specific access privileges developed in accordance with the HIPAA Privacy Act.

•	 Individual user logins, system audits, and data encryption are all examples of technical 
safeguards

In your role as a Clinical Scribe, you may only use YOUR unique scribe username and password to 
access and use any workstation, EHR, or ePHI at your facility while performing your scribe duties. 

SuperScribe Applications

•	 You are excited to work with Dr. Jones as a scribe. However, you have not yet received 
your scribe username and password. Can you work for Dr. Jones under his login 
information? 

►► No. You may not work as a scribe until you have received your own individually 
identifiable login information from your facility. Your login information must be 
unique to you AND to your specific scribe role. You may not work under anyone else’s 
login information. 

Technical Safeguards for Clinical Scribes

•	 You may not use another staff member’s login information. 

•	 You may not share your login information with anyone.

•	 You may not allow anyone else to use a workstation you are logged into, unless you 
log off first.

•	 You may not allow anyone else to access ePHI through your facility’s electronic 
health record system (EHR) under your login information.

•	 You MUST log out of a workstation before leaving it unattended.

•	 If you have login information that was assigned to you for a specific role other 
than that of a Clinical Scribe (such as a nurse or MA), you may not use that login 
information during your role as a Clinical Scribe. 
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•	 You also work as a Medical Assistant (MA) in the same clinic. May you log in with your 
MA username and password to work as a scribe for Dr. Jones?

►► No. You may not use your own login information for any role other than the role for 
which it was created and assigned. Different roles may have different ePHI access. 
In this scenario, you would not be permitted to use your MA login for scribing 
purposes. 

•	 A patient asks to use your workstation to look up GoogleMaps directions. Is this 
allowed?

►► No. Only authorized users may use your workstation as it contains access to the EHR 
system. You may print off directions for the patient, but the patient may not use your 
workstation.

•	 Another scribe’s workstation crashes; the scribe asks if s/he can use your workstation 
to enter some information into a patient chart before the patient is discharged. Is this 
allowed?

►► The other scribe may use your workstation ONLY if you logoff of the workstation 
and the other scribe logs into the workstation using his or her login information. 
Remember- you may not share a login for any purpose whatsoever. 

•	 You have a zip-drive with you and want to save a picture of one of your patient’s X-rays. 
Can you save this on the zip drive?

►► No. Information may not be removed from the facility or used for personal purposes. 

•	 You are excited to begin working with your provider as a scribe. You do not have your 
scribe login information yet; however, you also perform secretarial and clerical work for 
your provider. Can you use that login information to work as a scribe until you receive 
your scribe login information?

►► No. You are only permitted to use login information for the role to which it is 
assigned. 

•	 Another scribe at your facility is working on a provider note for a recent patient when 
his workstation crashes. He asks you to enter the remainder of the patient’s radiology 
findings into the patient’s medical record before he forgets. Can you do this?
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►► You are not directly involved in the patient’s care so you may not access the 
patient’s PHI unless asked to do so by a provider. Your access must then include a 
qualifying statement such as: “[your name] serving as temporary scribe for [provider 
name].”

•	 After you tell the scribe you cannot enter any information into his patient’s chart he 
asks if you can open the patient’s chart so he can see what information was lost; can 
you do this?

►► You are not involved in direct care of that patient and cannot access that patient’s 
PHI.

•	 Your provider wants to order some Aspirin for a patient with signs of Heart Failure; 
however, the provider’s login information unexpectedly stops working. He asks to 
borrow your workstation to enter the medication under your login information; is this 
allowed?

►► No. A provider cannot use your login information. Additionally, you are not able to 
enter or sign medication orders as a scribe. 

•	 You are training another staff member to work as a scribe in your facility. The new 
scribe does not have her own login information; can she use yours?

►► No. Only you may use your login information. 

Like the HIPAA privacy rule, Covered Entities and/or Business Associates must adhere to the 
HIPAA Security Rule or face penalties for non-compliance. 
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The Health Information Technology for Economic 
and Clinical Health (HITECH) Act was enacted 
in 2009 as part of the 2009 American Recovery 
and Reinvestment Act (ARRA). The ARRA was a 
very large stimulus package signed into law by 
President Obama, which contained numerous laws 
regarding health care, education, renewable energy, 
transportation, and federal tax incentives, all of 
which were designed to stimulate the economy at 

the time181-183.  The HITECH Act was a major 
part of the ARRA and its main purpose was to 
promote the adoption and meaningful use of 
health information technology25,163-165,184-187. 

In addition to the federal EHR incentive program, the HITECH Act also included several key 
amendments to the HIPAA Privacy and Security Rules, including:

•	 The creation of four categories of HIPAA violations, based on culpability

•	 Four corresponding tiers of penalties, based on the type of violation

•	 New HIPAA breach notification requirements

•	 Setting a maximum penalty of $1.5 million for all violations of an identical provision

•	 Applying direct penalties against Business Associates for violating HIPAA.

ScribeConnect and its scribes are considered Business Associates under the HIPAA Privacy and 
Security rules.  In accordance with HITECH policy, any breach of HIPAA caused by a Business 
Associate can result in direct penalties to the Business Associate (not the Covered Entity). 
Because the HITECH Act significantly impacts independent clinical scribes and actions, it is 
critical for independent clinical scribes to understand the scribe role and responsibilities with 
regard to HIPAA and patient confidentiality at all times. 

HITECH: Health 
Information 

Technology for 
Economic and 

Clinical Health 

refers to an EHR incentive program 
covered in Module III. 

SuperScribe Tip: “Meaningful Use”
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Scribe and Provider Signatures and Attestations

CMS’ 2017 Evaluation and Management Guide instructs that medical documentation for each 
patient encounter include date and legible identity of observers, including provider statement 
of identity and signature142,188,189. This aligns with HIPAA’s Privacy and Security rules and with 
the Health Information Technology for Clinical Health (HITECH) act of 2009, which require 
individual login identification for all individuals who access any electronic medical records55,162. 
This policy also aligns with those provided by the National Academy of Medicine (NAM), in which 
all certified electronic health record systems and technology (CEHRT) must log and track activity 
of all individuals who access the EMR162. Moreover, CEHRT system activity logs are subject to 
regulatory audits at any time162.

Currently, scribe attestations are not specifically required by CMS171,190 even though clinical 
scribes are direct observers of the patient encounter in most cases. Moreover, scribes are required 
to use individually identifiable login information when accessing and documenting  a patient’s 
medical record55,162. Moreover, all scribe interaction with any certified electronic health record 
systems or technology (CEHRT) is logged and tracked by the CEHRT, and are subject to audit162. 

Although CEHRT activity logs provide the date and identity of all observers of the patient’s 
medical record, Clinical Scribes are strongly encouraged to include an attestation on each 
medical record that specifies the date and scribe identity57. An example may include:

“I, [scribe name and credentials], personally scribed the services dictated to me by [name 
of practitioner and credentials] in this documentation on [date] for [patient’s name]. 
[Include scribe’s electronic signature and timestamp]191.”

It is also suggested that providers working with scribes include the following attestation either 
directly preceding or following the above suggested scribe attestation:

“I [provider name and credentials], personally performed the services described in this 
documentation on [date] for [patient’s name] as scribed by [scribe name and credentials] 
in my presence. I have reviewed and verified that all the information is accurate and 
true191.”
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CMS does provide the following attestation statement suggestion for providers using scribes:

“I [full name of the practitioner], hereby attest that the medical record entry for [date of 
service] accurately reflects signatures/notations that I made in my capacity as [insert 
provider credentials] when I treated/diagnosed the above listed Medicare beneficiary. I 
do hereby attest that this information is true, accurate, and complete to the best of my 
knowledge and I understand that any falsification, omission, or concealment of material 
fact may subject me to administrative, civil, or criminal liability192.” 
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Review & Assessment

Review

1.	 The Health Insurance Portability and Accountability Act (HIPAA), passed in 1996, was the 
first set of national standards passed to protect the privacy and security of individually 
identifiable health information.  HIPAA is comprised of two rules:  

•	 The HIPAA Privacy Rule, which addresses the use and disclosure of all Protected Health 
Information (PHI) 

•	 The HIPAA Security Rule, which protects PHI transmitted or stored electronically.

2.	 The HIPAA Privacy Rule provides national standards for protecting individually identifiable 
health information and applies to four entities: health plans, healthcare providers, healthcare 
clearinghouses, and business associates44. 

3.	 HIPAA applies to statutorily defined Covered Entities and Business Associates.

•	 Covered Entities include health plans, health care providers, or health care 
clearinghouses

•	 Business Associates entail persons or entities which process or access PHI on behalf of 
a covered entity. 

4.	 ScribeConnect is a scribe service provider.  We provide a service on behalf of health care 
providers, thus we are considered a Business Associate and we are subject to the HIPAA 
Privacy rule

5.	 PHI includes any information, including demographic data, that relates to: 

•	 Past, present, or future physical or mental health or condition of the individual

•	 Provisions of health care to the individual

•	 Past, present, or future payment for the provision of health care to the individual 

6.	 In order to constitute Protected Health Information (PHI), patient information must have 
both of the following two elements: 

•	 Information relating to the condition/treatment/payment for treatment of the patient 

•	 A patient identifier (such as name, DOB, date of treatment, etc.). 
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7.	 Under the HIPAA privacy rule, PHI may only be used or accessed under 2 scenarios:  

•	 Under a defined permissible purpose under the HIPAA Privacy rule 

•	 If such use is expressly authorized by the patient. 

8.	 Even when a Covered Entity or Business has permission to use/disclose PHI under the HIPAA 
Privacy Rule, such use or disclosure must be limited to the “minimum necessary” amount to 
fulfill his/her duties.  

9.	 Penalties for breaching HIPAA include:

•	 Disciplinary action, up to and including termination

•	 Civil monetary penalties (anywhere between $100 per violation and up to $25,000 per 
year)

•	 Criminal penalties, including imprisonment

•	 Civil lawsuit for violating state privacy laws

10.	 The HIPAA Security Rule pertains to the security of electronic PHI (ePHI) and mandates 
Administrative, Technical, and Physical safeguards to protect PHI that is electronically 
transmitted or stored.

11.	 Use or access of patient information for pure personal gain (having no work-related reason) 
is a direct violation of HIPAA. 

12.	 Most hospitals and EHR Systems create, document, and save audit trail reports that track 
each chart accessed by each individual user. This audit trail is used to ensure individual 
HIPAA Compliance.

13.	 The Health Information Technology for Economic and Clinical Health (HITECH) Act was 
enacted in 2009 as part of the American Recovery and Reinvestment Act (ARRA). The main 
HITECH Act included many health care technology provisions designed to promote the 
adoption and meaningful use of helath information technology45-52.

14.	 CMS’ 2017 Evaluation and Management Guide instructs that medical documentation for 
each patient encounter include date and legible identity of observers, including provider 
statement of identity and signature53-55. Therefore, Clinical Scribes are strongly encouraged 
to include an attestation on each medical record that specifies the date and scribe identity32.
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a.	 An example may include: “I, [scribe name and credentials], personally scribed the services 
dictated to me by [name of practitioner and credentials] in this documentation on [date] for 
[patient’s name]. [Include scribe’s electronic signature and timestamp]56.”

15.	 Providers working with scribes are encouraged to include the following attestation either 
directly preceding or following the above suggested scribe attestation:

a.	 “I [provider name and credentials], personally performed the services described in this 
documentation on [date] for [patient’s name] as scribed by [scribe name and credentials] in 
my presence. I have reviewed and verified that all the information is accurate and true56.”

16.	 CMS provides the following attestation statement suggestion for providers using scribes:

a.	 “I [full name of the practitioner], hereby attest that the medical record entry for [date of 
service] accurately reflects signatures/notations that I made in my capacity as [insert provider 
credentials] when I treated/diagnosed the above listed Medicare beneficiary. I do hereby 
attest that this information is true, accurate, and complete to the best of my knowledge and I 
understand that any falsification, omission, or concealment of material fact may subject me to 
administrative, civil, or criminal liability57.” 
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Assessment

1.	 What are 4 examples of PHI that you will have access to as a scribe?

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

2.	 What are the top 5 things you plan to do (or not do) in order to ensure compliance with 
HIPAA? 

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

e.	 ____________________________

3.	 In the event that a provider or other staff member asks you to take an action that would 
violate HIPAA, how would you personally respond?

4.	 Explain what the “Minimum Necessary” Rule means: 

5.	 What are the three types of safeguards required by the HIPAA Security Rule? Describe each 
type of safeguard in your own words, and provide an example of one way in which you may 
encounter each type of safeguard as a scribe:

6.	 Would it be permissible to update your Facebook status explaining the type of patient cases 
you saw that day?  Why or why not?

7.	 During your shift, you see another scribe tossing a patient tracking sheet carelessly into a 
nearby trashcan.  What should you do?

8.	 When accepting a new patient’s case on behalf of the provider, you recognize the patient’s 
name as a fellow classmate.  How should you respond? 

9.	 Explain why HIPAA was enacted and why it is so important to patients: 
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10.	 Provide examples of 5 different HIPAA violations you may encounter in your role as a scribe:

a.	 ____________________________

b.	 ____________________________

c.	 ____________________________

d.	 ____________________________

e.	 ____________________________

11.	What are some ways you can ensure compliance with the HIPAA Security Rule?

12.	Think Critically: One of your fellow scribes comes in as a patient and is unconscious.  They 
are scheduled to work in 4 hours.  Are you permitted to call your Site Manager to let him or 
her know?  Why or why not?



104

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

References:

1.	 Massimiliano DV. The Scientific Method: Reflections from a Practitioner. New York, NY: Oxford 
University Press; 2018.

2.	 MacRitchie F. The Need for Critical Thinking and the Scientific Method. Boca Raton, FL: CRC 
Press, Taylor & Francis Group, LLC; 2018.

3.	 Prunckun H. Scientific Methods of Inquiry for Intelligence Analysis, 2/e. 2 ed. Lanham, MD: 
Rowman & Littlefield; 2015.

4.	 Carey SS. A Beginner's Guide to Scientific Method, Fourth Edition. 4th Edition ed. Boston, MA: 
Wadsworth CENGAGE Learning; 2011.

5.	 Martel ML, Imdieke BH, Holm KM, et al. Developing a Medical Scribe Program at an Academic 
Hospital: The Hennepin County Medical Center Experience. Joint Commission journal on quality 
and patient safety / Joint Commission Resources. 2018;44(5):238-249.

6.	 Chowdhry SM, Mishuris RG, Mann D. Problem-oriented charting: A review. Int J Med Inform. 
2017;103:95-102.

7.	 Weed LL. Medical Records That Guide and Teach. New England Journal of Medicine. 
1968;278(12):652-657.

8.	 Blash L, Dower C, Chapman S. University of Utah Community Clinics- Medical Assistant Teams 
Enhance Patient-Centered, Physician-Efficient Care. Center for the Health Professions at UCSF. 
2011.

9.	 Yan C, Rose S, Rothberg MB, Mercer MB, Goodman K, Misra-Hebert AD. Physician, Scribe, and 
Patient Perspectives on Clinical Scribes in Primary Care. J Gen Intern Med. 2016;31(9):990-
995.

10.	 Chapman SA, Blash LK. New Roles for Medical Assistants in Innovative Primary Care Practices. 
Health services research. 2017;52 Suppl 1:383-406.

11.	 AAMA AAoMA. Medical Assisting. 2019; http://www.aama-ntl.org/medical-assisting. 
Accessed Jan 19, 2019, 2019.

12.	 CA.GOV, MBC MBoC. Medical Assistants. 2019; http://www.mbc.ca.gov/Licensees/Physicians_
and_Surgeons/Medical_Assistants/. Accessed Jan 19, 2019, 2019.

13.	 Eden SR. Maximizing Your Medical Assistant's Role. Family practice management. 2016;23(3):5-7.

http://www.aama-ntl.org/medical-assisting
http://www.mbc.ca.gov/Licensees/Physicians_and_Surgeons/Medical_Assistants/
http://www.mbc.ca.gov/Licensees/Physicians_and_Surgeons/Medical_Assistants/


105

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

14.	 Bodenheimer T, Willard-Grace R, Ghorob A. Expanding the roles of medical assistants: who 
does what in primary care? JAMA internal medicine. 2014;174(7):1025-1026.

15.	 White A, Danis M. Enhancing patient-centered communication and collaboration by using 
the electronic health record in the examination room. Jama. 2013;309(22):2327-2328.

16.	 Constand MK, MacDermid JC, Dal Bello-Haas V, Law M. Scoping review of patient-centered 
care approaches in healthcare. BMC Health Serv Res. 2014;14:271.

17.	 Friedberg MW, Van Busum K, Wexler R, Bowen M, Schneider EC. A demonstration of shared 
decision making in primary care highlights barriers to adoption and potential remedies. 
Health affairs (Project Hope). 2013;32(2):268-275.

18.	 Mead N, Bower P. Patient-centredness: a conceptual framework and review of the empirical 
literature. Social science & medicine (1982). 2000;51(7):1087-1110.

19.	 CMS CfMMS, HHS USDoHHS. 2018 Quality Payment Program (QPP) Access User Guide. In: 
CMS CfMMSH, U.S. Deptartment of Health & Human Services; Quality Payment Program, 
ed. Quality Payment Program (QPP) Website: Quality Payment Program; Centers for Medicare 
and Medicaid Services (CMS); U.S. Department of Health and Human Services (DHHS); 2018.

20.	 Fleming ND. VARK: A Guide to Learning Styles. 2019; http://vark-learn.com/. Accessed Jan 
14, 2019, 2019.

21.	 Peyman H, Sadeghifar J, Khajavikhan J, et al. Using VARK Approach for Assessing Preferred 
Learning Styles of First Year Medical Sciences Students: A Survey from Iran. Journal of clinical 
and diagnostic research : JCDR. 2014;8(8):Gc01-04.

22.	 Prithishkumar IJ, Michael SA. Understanding your student: using the VARK model. Journal of 
postgraduate medicine. 2014;60(2):183-186.

23.	 Urval RP, Kamath A, Ullal S, Shenoy AK, Shenoy N, Udupa LA. Assessment of learning styles 
of undergraduate medical students using the VARK questionnaire and the influence of sex 
and academic performance. Advances in physiology education. 2014;38(3):216-220.

24.	 OCR OoCR. Summary of the HIPAA Privacy Rule. 2013; https://www.hhs.gov/hipaa/for-
professionals/privacy/laws-regulations/index.html?language=en. Accessed Jan 23, 2019, 
2019.

http://vark-learn.com/
https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html?language=en
https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.html?language=en


106

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

25.	 DHHS USDoHaHS. Modifications to the HIPAA Privacy, Security, Enforcement, and Breach 
Notification Rules Under the Health Information Technology for Economic and Clinical 
Health Act and the Genetic Information Nondiscrimination Act; Other Modifications to 
the HIPAA Rules In: Services USDoHaH, ed. Vol 78. Fedderal Register: Federal Register; 
2013:5566-5702.

26.	 Glaser EM. An Experiment in the Development of Critical Thinking. New York: Teachers College, 
Columpbia University; 1941.

27.	 Scriven M, Paul R. Defining Critical Thinking: A statement made for the National Council 
for Excellence in Critical Thinking Instruction.  https://www.crc.losrios.edu/files/cassl/
DefiningCriticalThinkingc2.pdf. Accessed Jan 12, 2019, 2019.

28.	 Foundation for Critical Thinking. 2017; http://www.criticalthinking.org/. Accessed Jan 12, 
2019, 2019.

29.	 Paul R, Elder L. The Miniature Guide to Critical Thinking Concepts and Tools. Foundation for 
Critical Thinking Press, 2008; 2008.

30.	 ScribeConnect's 1st Annual Leadership Advancement Conference. Rancho Cucamonga, CA.: 
ScribeConnect, LLC; 2015.

31.	 Edemekong PF, Haydel MJ. Health Insurance Portability and Accountability Act (HIPAA). 
StatPearls. Treasure Island (FL): StatPearls Publishing LLC.; 2018.

32.	 OCR OoCR. Minimum Necessary Requirement. 2013; https://www.hhs.gov/hipaa/for-
professionals/privacy/guidance/minimum-necessary-requirement/index.html. Accessed Jan 
24, 2019, 2019.

33.	 OCR OoCR. Minimum Necessary. In: Services USDoHaH, ed. Vol [45 CFR 164.502(b), 
164.514(d)] http://www.hhs.gov/ U.S. Department of Health and Human Services; 2003.

34.	 Earls ST, Savageau JA, Begley S, Saver BG, Sullivan K, Chuman A. Can scribes boost FPs' 
efficiency and job satisfaction? The Journal of family practice. 2017;66(4):206-214.

35.	 Gidwani R, Nguyen C, Kofoed A, et al. Impact of Scribes on Physician Satisfaction, Patient 
Satisfaction, and Charting Efficiency: A Randomized Controlled Trial. Annals of family 
medicine. 2017;15(5):427-433.

36.	 Mishra P, Kiang JC, Grant RW. Association of Medical Scribes in Primary Care With Physician 
Workflow and Patient Experience. JAMA internal medicine. 2018;178(11):1467-1472.

https://www.crc.losrios.edu/files/cassl/DefiningCriticalThinkingc2.pdf
https://www.crc.losrios.edu/files/cassl/DefiningCriticalThinkingc2.pdf
http://www.criticalthinking.org
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/minimum-necessary-requirement/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/minimum-necessary-requirement/index.html
http://www.hhs.gov:


107

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

37.	 Misra-Hebert AD, Amah L, Rabovsky A, et al. Medical scribes: How do their notes stack up? 
The Journal of family practice. 2016;65(3):155-159.

38.	 Sattler A, Rydel T, Nguyen C, Lin S. One Year of Family Physicians' Observations on Working 
with Medical Scribes. J Am Board Fam Med. 2018;31(1):49-56.

39.	 Shuaib W, Hilmi J, Caballero J, et al. Impact of a scribe program on patient throughput, physician 
productivity, and patient satisfaction in a community-based emergency department. Health 
informatics journal. 2017:1460458217704255.

40.	 Sinsky C, Colligan L, Li L, et al. Allocation of Physician Time in Ambulatory Practice: A Time 
and Motion Study in 4 Specialties. Annals of internal medicine. 2016;165(11):753-760.

41.	 ScribeConnect's 4th Annual Leadership Advancement Conference. Idyllwild, CA.: 
ScribeConnect, LLC; May, 2018.

42.	 Arya R, Salovich DM, Ohman-Strickland P, Merlin MA. Impact of scribes on performance 
indicators in the emergency department. Academic emergency medicine : official journal of 
the Society for Academic Emergency Medicine. 2010;17(5):490-494.

43.	 Bastani A, Shaqiri B, Palomba K, Bananno D, Anderson W. An ED scribe program is able 
to improve throughput time and patient satisfaction. The American journal of emergency 
medicine. 2014;32(5):399-402.

44.	 Brady K, Shariff A. Virtual medical scribes: making electronic medical records work for you. 
The Journal of medical practice management : MPM. 2013;29(2):133-136.

45.	 Grimshaw H. Physician scribes improve productivity. Oak Street Medical allows doctors to 
spend more face time with patients, improve job satisfaction. MGMA connexion. 2012;12(2):27-
28.

46.	 Hawkinson N. Integration of Medical Scribes. The Journal of medical practice management : 
MPM. 2015;31(3):147-149.

47.	 Imdieke BH, Martel ML. Integration of Medical Scribes in the Primary Care Setting: Improving 
Satisfaction. J Ambul Care Manage. 2017;40(1):17-25.

48.	 Pranaat R, Mohan V, O'Reilly M, et al. Use of Simulation Based on an Electronic Health 
Records Environment to Evaluate the Structure and Accuracy of Notes Generated by Medical 
Scribes: Proof-of-Concept Study. JMIR medical informatics. 2017;5(3):e30.



108

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

49.	 Walker K, Ben-Meir M, O'Mullane P, Phillips D, Staples M. Scribes in an Australian private 
emergency department: A description of physician productivity. Emergency medicine 
Australasia : EMA. 2014;26(6):543-548.

50.	 Woodcock DV, Pranaat R, McGrath K, Ash JS. The Evolving Role of Medical Scribe: Variation 
and Implications for Organizational Effectiveness and Safety. Studies in health technology 
and informatics. 2017;234:382-388.

51.	 Scribes, EMR please docs, save $600,000. ED management : the monthly update on emergency 
department management. 2009;21(10):117-118.

52.	 Expanded scribe role boosts staff morale. ED management : the monthly update on emergency 
department management. 2009;21(7):75-77.

53.	 Lew V, Ghassemzadeh S. SOAP Notes. StatPearls. Treasure Island (FL): StatPearls Publishing 
LLC.; 2018.

54.	 Scriven M, Paul R. Proceedings of The Twelfth Annual Internationl Conference on Critical 
Thinking and Educational Reform. Paper presented at: Internationl Conference on Critical 
Thinking and Educational Reform1987; Rohnert Park, CA.

55.	 Commission TJ. Documentation Assistance Provided by Scribes: What guidelines should 
be followed when physicians or other licensed independent practitioners use scribes to 
assist with documentation? Perspectives® Newsletter: The Official Newsletter of The Joint 
Commission. 2018;38(8).

56.	 Park J. Implementation and Use of ScribeConnect Scribes in the Family Practice Setting. 
In: Bray B, ed. ScribeConnect Clinical Scribe Accelerator Training (CSAT) Development Program. 
Unpublished2019.

57.	 ScribeConnect L, Inventor. ScribeConnect, LLC.

58.	 HealthIT.gov, (ONC) OotNCfHIT, DHHS USDoHaHS. Meaningful Use: Meaningful Use and 
the Shift to the Merit-based Incentive Payment System. Meaningul Use 2019; https://www.
healthit.gov/topic/meaningful-use-and-macra/meaningful-use. Accessed Jan 19, 2019, 
2019.

59.	 CMS CfMMS. 2019 Improvement Activities Requirements. Quality Payment Program 2019; 
https://qpp.cms.gov/mips/improvement-activities?py=2019. Accessed Jan 19, 2019, 2019.

https://www.healthit.gov/topic/meaningful-use-and-macra/meaningful-use
https://www.healthit.gov/topic/meaningful-use-and-macra/meaningful-use
https://qpp.cms.gov/mips/improvement-activities?py=2019


109

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

60.	 CMS.gov. MIPS Quality Measures Requirements. Quality Payment Program (QPP) Website 
2019; https://qpp.cms.gov/mips/quality-measures?py=2019. Accessed Jan 17, 2019, 2019.

61.	 CMS CfMMS, HHS USDoHHS, QPP QPP. Quality Payment Program Year 3: Final Rule Overview. 
In: QPP QPPC, Centers for Medicare & Mediaid Services; HHS, U.S. Deptartment of Health & 
Human Services, ed. Quality Payment Program (QPP) Website: QPP, Quality Payment Program; 
CMS, Centers for Medicare and Medicaid Services; HHS, U.S. Department of Health and 
Human Services; 2019.

62.	 CMS CfMMS. 2019 Promoting Interoperability (PI) Requirements. Quality Payment Program 
2019; https://qpp.cms.gov/mips/promoting-interoperability?py=2019. Accessed Jan 19, 
2019, 2019.

63.	 MIPS Overview. Quality Payment Program (QPP) Website 2016; https://qpp.cms.gov/mips/
overview. Accessed Jan 17, 2019, 2019.

64.	 Commission TJ. The Joint Commission Fact Sheet. 2018; https://www.jointcommission.org/
assets/1/18/The_Joint_Commission_Fact_Sheet_7_2_18.pdf. Accessed Jan 9, 2019, 2018.

65.	 Pearce PF, Ferguson LA, George GS, Langford CA. The essential SOAP note in an EHR age. 
The Nurse practitioner. 2016;41(2):29-36.

66.	 ScribeConnect L. ScribeConnect's Intensive Training Program (ITP) Student Manual, 4th Edition. 
4 ed. Idyllwild, CA: ScribeConnect, LLC; 2014.

67.	 ScribeConnect L. ScribeConnect's Scribe Training Course (STC) Manual, 4th Edition. 4 ed2014.

68.	 ONC OotNCfHIT. Hospitals Participating in the CMS EHR Incentive Programs. .  https://
dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-Programs.php. 
Accessed Accessed Jan 5, 2019, 2019.

69.	 ONC OotNCfHIT. Office-Based Health Care Professionals Participating in the CMS EHR 
Incentive Program. . .  https://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-
Professionals-EHR-Incentive-Programs.php. Accessed Accessed Jan 5, 2019, 2019.

70.	 ONC OotNCfHIT. 'Hospitals Participating in the CMS EHR Incentive Programs,' Health IT 
Quick-Stat #45.  dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-
Programs.php. Accessed August 2017, 2017.

https://qpp.cms.gov/mips/quality-measures?py=2019
https://qpp.cms.gov/mips/promoting-interoperability?py=2019
https://qpp.cms.gov/mips/overview
https://qpp.cms.gov/mips/overview
https://www.jointcommission.org/assets/1/18/The_Joint_Commission_Fact_Sheet_7_2_18.pdf
https://www.jointcommission.org/assets/1/18/The_Joint_Commission_Fact_Sheet_7_2_18.pdf
https://dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-Programs.php
https://dashboard.healthit.gov/quickstats/pages/FIG-Hospitals-EHR-Incentive-Programs.php
https://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-Incentive-Programs.php
https://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-Incentive-Programs.php


110

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

71.	 Office of the National Coordinator for Health Information Technology. Office-based Health 
Care Professionals Participating in the CMS EHR Incentive Programs, Health IT Quick-Stat 
#44. http://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-
Incentive-Programs.php. Updated Feb 2016. Accessed Nov 1, 2016.

72.	 Centers for Medicare and Medicaid Services. Medicare Claims Processing Manual. Chapter 12 
– Physicians/Nonphysician Practitioners. http://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/clm104c12.pdf. Updated Mar 2016. Accessed Nov 1, 2016.

73.	 Guidelines for Teaching Physicians, Interns, and Residents. In: Centers for Medicare & 
Medicaid Services MLN, ed. Vol ICN: 006347: Centers for Medicare & Medicaid Services 
(CMS) & Medicare Learning Network (MLN); 2018.

74.	 CMS.gov. Details for title: American College of Medical Scribe Specialists (ACMSS). https://
www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/
CE-Associations-List/ACMSS.html: Centers for Medicare & Medicaid Serbices Accessed Jan 
2, 2019.

75.	 Documentation guidelines for evaluation and management services. American Medical 
Association, Health Care Financing Administration. The Journal of the Arkansas Medical 
Society. 1997;Suppl:1-48.

76.	 AMA, HCFA release new documentation guidelines for E&M (evaluation and management) 
services. Patient accounts. 1997;20(10):1.

77.	 Schneidman DS. New documentation guidelines for E&M (evaluation and management) 
services: their evolution and status. Bulletin of the American College of Surgeons. 1998;83(5):8-
14.

78.	 Slagle D. Revised documentation guidelines for E&M (evaluation and management) services: 
the physical exam. Bulletin of the American College of Surgeons. 1998;83(2):8-11.

79.	 Dacey B. E/M documentation pitfalls and audit advice. The Journal of medical practice 
management : MPM. 2006;21(4):204-206.

80.	 1997 Documentation Guidelines for Evaluation and Mangaement Services. In: Centers for 
Medicare & Medicaid Services MLN, ed1997.

81.	 Mohs FR. Evaluation and management services, new documentation guidelines. Missouri 
medicine. 1998;95(1):12-17.

http://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-Incentive-Programs.php
http://dashboard.healthit.gov/quickstats/pages/FIG-Health-Care-Professionals-EHR-Incentive-Programs.php
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/CE-Associations-List/ACMSS.html:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/CE-Associations-List/ACMSS.html:
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNGenInfo/CE-Associations-List/ACMSS.html:


111

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

82.	 Shoolin J, Ozeran L, Hamann C, Bria W, 2nd. Association of Medical Directors of Information 
Systems consensus on inpatient electronic health record documentation. Applied clinical 
informatics. 2013;4(2):293-303.

83.	 Network ML. Medicare Physician Guide: A Resource for Residents, Practicing Physicians and 
Other Health Care Professionals. In: Centers for Medicare & Medicaid Services MLN, ed. Vol 
ICN: 005933 11 ed: Centers for Medicare & Medicaid Services; Medicare Learning Network; 
2009.

84.	 International Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM). 
In: Organization USDoHHSCfDCaPCNCfHSWH, ed. Vol Accessed Jan 10, 2019. Last Updated: 
Jul 26, 2018. 10 ed. Atlanta, GA: U.S. Department of Health & Human Services; 2019.

85.	 Cartwright DJ. ICD-9-CM to ICD-10-CM Codes: What? Why? How? Advances in wound care. 
2013;2(10):588-592.

86.	 Roldan-Garcia MD, Garcia-Godoy MJ, Aldana-Montes JF. Dione: An OWL representation of 
ICD-10-CM for classifying patients' diseases. Journal of biomedical semantics. 2016;7(1):62.

87.	 OWL Web Ontology Language Guide Version 2. W3C; 2009.

88.	 OWL Web Ontology Language Overview. 2009; https://www.w3.org/TR/owl-features/. 
Accessed Jan 10, 2019, 2019.

89.	 Bechhofer S, Harmelen F, Hendler J, et al. OWL Web Ontology Language Reference. W3C; 2004.

90.	 Agrawal A. Evaluating lexical similarity and modeling discrepancies in the procedure 
hierarchy of SNOMED CT. BMC medical informatics and decision making. 2018;18(Suppl 4):88.

91.	 Al-Hablani B. The Use of Automated SNOMED CT Clinical Coding in Clinical Decision 
Support Systems for Preventive Care. Perspectives in health information management. 
2017;14(Winter):1f.

92.	 Ceusters W, Bona JP. Analyzing SNOMED CT's Historical Data: Pitfalls and Possibilities. AMIA  
Annual Symposium proceedings AMIA Symposium. 2016;2016:361-370.

93.	 Donnelly K. SNOMED-CT: The advanced terminology and coding system for eHealth. Studies 
in health technology and informatics. 2006;121:279-290.

94.	 Jiang G, Chute CG. Auditing the semantic completeness of SNOMED CT using formal concept 
analysis. Journal of the American Medical Informatics Association : JAMIA. 2009;16(1):89-102.

https://www.w3.org/TR/owl-features/


112

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

95.	 Lee D, de Keizer N, Lau F, Cornet R. Literature review of SNOMED CT use. Journal of the 
American Medical Informatics Association : JAMIA. 2014;21(e1):e11-19.

96.	 Millar J. The Need for a Global Language - SNOMED CT Introduction. Studies in health 
technology and informatics. 2016;225:683-685.

97.	 Minarro-Gimenez JA, Martinez-Costa C, Karlsson D, Schulz S, Goeg KR. Qualitative analysis 
of manual annotations of clinical text with SNOMED CT. PloS one. 2018;13(12):e0209547.

98.	 Minarro-Gimenez JA, Martinez-Costa C, Lopez-Garcia P, Schulz S. Building SNOMED CT 
Post-Coordinated Expressions from Annotation Groups. Studies in health technology and 
informatics. 2017;235:446-450.

99.	 (NLM) NIoHNUSNLoM, ed SNOMED CT United States Edition. United States (US) Edition ed. 
Bethesda, MD: U.S. National Library of Medicine; 2018.

100.	ScribeConnect's 3rd Annual Leadership Advancement Conference. Idyllwild, CA: 
ScribeConnect, LLC; 2017.

101.	ScribeConnect's 2nd Annual Leadership Advancement Conference. Idyllwild, CA: 
ScribeConnect, LLC; 2016.

102.	Electronic Medical Records Software Directory. 2019; https://www.capterra.com/electronic-
medical-records-software/?sort_options=Highest+Rated. Accessed Jan 10, 2019, 2019.

103.	Adler-Milstein J, Everson J, Lee SY. Sequencing of EHR adoption among US hospitals and 
the impact of meaningful use. Journal of the American Medical Informatics Association : JAMIA. 
2014;21(6):984-991.

104.	Evans RS. Electronic Health Records: Then, Now, and in the Future. Yearb Med Inform. 
2016;Suppl 1:S48-61.

105.	Fleming NS, Becker ER, Culler SD, et al. The impact of electronic health records on workflow 
and financial measures in primary care practices. Health services research. 2014;49(1 Pt 
2):405-420.

106.	Holmgren AJ, Adler-Milstein J, McCullough J. Are all certified EHRs created equal? Assessing 
the relationship between EHR vendor and hospital meaningful use performance. Journal of 
the American Medical Informatics Association : JAMIA. 2018;25(6):654-660.

https://www.capterra.com/electronic-medical-records-software/?sort_options=Highest+Rated
https://www.capterra.com/electronic-medical-records-software/?sort_options=Highest+Rated


113

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

107.	Ratwani RM, Savage E, Will A, et al. A usability and safety analysis of electronic health 
records: a multi-center study. Journal of the American Medical Informatics Association : JAMIA. 
2018;25(9):1197-1201.

108.	Patel V, Jamoom E, Hsiao CJ, Furukawa MF, Buntin M. Variation in electronic health record 
adoption and readiness for meaningful use: 2008-2011. J Gen Intern Med. 2013;28(7):957-964.

109.	van der Bij S, Khan N, Ten Veen P, de Bakker DH, Verheij RA. Improving the quality of EHR 
recording in primary care: a data quality feedback tool. Journal of the American Medical 
Informatics Association : JAMIA. 2017;24(1):81-87.

110.	ScribeConnect L. ScribeConnect Full Service Scribe Programs. 2018; http://www.
scribeconnect.com/professional-services/full-service-programs/. Accessed Jan 11, 2019, 
2019.

111.	Campbell LL, Case D, Crocker JE, et al. Using medical scribes in a physician practice. Journal 
of AHIMA / American Health Information Management Association. 2012;83(11):64-69.

112.	Commission TJ. Clarification: Safe use of scribes in clinical settings. Joint Commission 
perspectives Joint Commission on Accreditation of Healthcare Organizations. 2011;31(6):4-5.

113.	Sinsky CA. Moving Our Attention from Keyboards to Patients: A Way Forward for Improving 
Professional Fulfillment and Health Care Value. Joint Commission journal on quality and 
patient safety / Joint Commission Resources. 2018;44(5):235-237.

114.	Bryant H. Board's eye view - Role of the scribe. Emergency nurse : the journal of the RCN 
Accident and Emergency Nursing Association. 2015;23(7):15.

115.	Baugh R, Jones JE, Trott K, Takyi VE, Abbas JT. Medical scribes. The Journal of medical practice 
management : MPM. 2012;28(3):195-197.

116.	Hopkins K, Sinsky CA. Team-based care: saving time and improving efficiency. Family practice 
management. 2014;21(6):23-29.

117.	Anderson RJ. Optimizing the role of nursing staff to enhance physician productivity: one 
physician's journey. Family practice management. 2013;20(4):18-22.

118.	Funk KA, Davis M. Enhancing the Role of the Nurse in Primary Care: The RN "Co-Visit" Model. 
J Gen Intern Med. 2015;30(12):1871-1873.

119.	Menon SP. Maximizing Time with the Patient: the Creative Concept of a Physician Scribe. 
Current oncology reports. 2015;17(12):59.

http://www.scribeconnect.com/professional-services/full-service-programs/
http://www.scribeconnect.com/professional-services/full-service-programs/


114

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

120.	Readers' perspective. The government-initiated program to reach consensus on the definition 
and use of the terms EMR, EHR, PHR, RHIO and HIE is a waste of time and resources. Health 
data management. 2008;16(2):12.

121.	Vimalachandran P, Wang H, Y. Z. Securing Electronic Medical Record and Electronic Health 
Record Systems Through an Improved Access Control. Health Information Science HIS 2015 
Lecture Notes in Computer Science. 2015;9085:17-30.

122.	Makoul G, Curry RH, Tang PC. The use of electronic medical records: communication patterns 
in outpatient encounters. Journal of the American Medical Informatics Association : JAMIA. 
2001;8(6):610-615.

123.	Iakovidis I. From electronic medical record to personal health record. Studies in health 
technology and informatics. 1997;43 Pt B:915-922.

124.	Ventres W, Kooienga S, Vuckovic N, Marlin R, Nygren P, Stewart V. Physicians, patients, and the 
electronic health record: an ethnographic analysis. Annals of family medicine. 2006;4(2):124-
131.

125.	CMS CfMMS, DHHS USDoHHS. Scribe Service Signature Requirements. In: CMS CfMMS, 
DHHS USDoHHS, eds. Vol Transmittal 713, Change Request 10076. CMS Manual System, Pub 
100-08 Medicare Program Integrity: CMS, Centers for Medicare & Medicaid Services; 2017.

126.	CMS CfMMS. CMS.gov. Accessed Jan 18, 2019, 2019.

127.	Allen B, Banapoor B, Weeks EC, Payton T. An Assessment of Emergency Department 
Throughput and Provider Satisfaction after the Implementation of a Scribe Program. 
Advances in Emergency Medicine. 2014;2014:7.

128.	ScribeConnect L. ScribeConnect Mission. 2019; http://www.scribeconnect.com/about/our-
mission/. Accessed Jan 11, 2019, 2019.

129.	Heath S. How Health Orgs Address Wait Times to Raise Patient Satisfaction. Patient 
Engagement HIT. 2018. https://patientengagementhit.com/news/how-health-orgs-address-
wait-times-to-raise-patient-satisfaction. Accessed Jan 19, 2019.

130.	Heath S. Long Appointment Wait Time a Detriment to High Patient Satisfaction. Patient 
Engagement HIT. 2018. https://patientengagementhit.com/news/long-appointment-wait-
time-a-detriment-to-high-patient-satisfaction. Accessed Jan 18, 2019.

131.	prohealthsys. Vital Signs. 2019; https://prohealthsys.com/central/assessment/physical-
assessment/vital-signs/vital_signs_table/. Accessed Jan 19, 2019, 2019.

http://www.scribeconnect.com/about/our-mission/
http://www.scribeconnect.com/about/our-mission/
https://patientengagementhit.com/news/how-health-orgs-address-wait-times-to-raise-patient-satisfaction
https://patientengagementhit.com/news/how-health-orgs-address-wait-times-to-raise-patient-satisfaction
https://patientengagementhit.com/news/long-appointment-wait-time-a-detriment-to-high-patient-satisfaction
https://patientengagementhit.com/news/long-appointment-wait-time-a-detriment-to-high-patient-satisfaction
https://prohealthsys.com/central/assessment/physical-assessment/vital-signs/vital_signs_table/
https://prohealthsys.com/central/assessment/physical-assessment/vital-signs/vital_signs_table/


115

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

132.	Kellett J, Sebat F. Make vital signs great again - A call for action. Eur J Intern Med. 2017;45:13-
19.

133.	Elliott M, Coventry A. Critical care: the eight vital signs of patient monitoring. British journal 
of nursing (Mark Allen Publishing). 2012;21(10):621-625.

134.	Ahrens T. The most important vital signs are not being measured. Australian critical care : 
official journal of the Confederation of Australian Critical Care Nurses. 2008;21(1):3-5.

135.	Mitsuishi F, Young JQ, Leary M, Dilley J, Mangurian C. The Systems SOAP Note: A Systems 
Learning Tool. Academic psychiatry : the journal of the American Association of Directors of 
Psychiatric Residency Training and the Association for Academic Psychiatry. 2016;40(1):164-
171.

136.	Sox HC, Higgins MC, Owens DK. Medical Decision Making, Second Edition. 2nd ed. West Sussex, 
UK: Wiley-Blackwell; 2013.

137.	Rotar AM, Van Den Berg MJ, Schafer W, Kringos DS, Klazinga NS. Shared decision making 
between patient and GP about referrals from primary care: Does gatekeeping make a 
difference? PloS one. 2018;13(6):e0198729.

138.	NASEM NAoS, Engineering, and Medicine. Improving Diagnosis in Health Care. Washington, 
DC: The National Academies Press; 2015.

139.	Kosten TR. Diagnoses, symptoms, and assessment. In: Kosten TR, Newton TF, De La Garza R, 
II, Haile CN, eds. Cocaine and methamphetamine dependence: Advances in treatment. Arlington, 
VA US: American Psychiatric Publishing, Inc.; 2012:85-104.

140.	Wikipedia_contributors. Medical diagnosis. 2019; https://en.wikipedia.org/w/index.
php?title=Medical_diagnosis&oldid=876822985. Accessed Jan 21, 2019, 2019.

141.	Nicoletti B. Is Your Diagnosis Coding Ready for Risk Adjustment? Family practice management. 
2018;25(2):21-25.

142.	(CMS) CfMMS, (MLN) MLN, (DHHS) USDoHaHS. Evaluation and Management Services 
Guide. In: Network DoHaHSCfMMSML, ed. Vol ICN: 006764. http://www.cms.gov/ Center for 
Medicare & Medicaid Services (CMS); 2017.

143.	AACP AAoPC. What is rsk adjustment? 2018; https://www.aapc.com/risk-adjustment/risk-
adjustment.aspx. Accessed Jan 17, 2019, 2019.

https://en.wikipedia.org/w/index.php?title=Medical_diagnosis&oldid=876822985
https://en.wikipedia.org/w/index.php?title=Medical_diagnosis&oldid=876822985
http://www.cms.gov:
https://www.aapc.com/risk-adjustment/risk-adjustment.aspx
https://www.aapc.com/risk-adjustment/risk-adjustment.aspx


116

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

144.	Uner H, Nezami FG, Yildirim MB, Dong F, Wellner J, Bradham DD. Visit length in pediatric 
primary care: lessons from a pilot study. The Journal of medical practice management : MPM. 
2013;28(6):363-370.

145.	Peckham C. Medscape Physician Compensation Report 2016. Medscape.com: Art Science Code 
LLC; April 1, 2016 2016.

146.	Tai-Seale M, McGuire TG, Zhang W. Time allocation in primary care office visits. Health 
services research. 2007;42(5):1871-1894.

147.	Tai-Seale M, Olson CW, Li J, et al. Electronic Health Record Logs Indicate That Physicians 
Split Time Evenly Between Seeing Patients And Desktop Medicine. Health affairs (Project 
Hope). 2017;36(4):655-662.

148.	Bernstein L. How many patients should your doctor see each day? The Washington Post. 
2014. https://www.washingtonpost.com/news/to-your-health/wp/2014/05/22/how-many-
patients-should-your-doctor-see-each-day/?noredirect=on&utm_term=.63b37ecca9d9. 
Accessed Jan 23, 2019.

149.	Vanderpool D. EHR DOCUMENTATION: How to Keep Your Patients Safe, Keep Your Hard-
Earned Money, and Stay Out of Court. Innovations in clinical neuroscience. 2015;12(7-8):34-
38.

150.	DHHS USDoHaHS, DOJ USDoJ. Letter from Obama Administration on Hospital Billing. In: 
Justice USDoHaHSUSDo, ed. Vol Published Sept 24, 2012. The New York Times: The New 
York Times; U.S. Department of Health and Human Services; U.S. Department of Justice; 
2012.

151.	FSMB FoSMB. Report of the Committee on Ethics and Professionalism in the Adoption and 
Use of Electronic Health Records. . http://www.fsmb.org/ Federation of State Medical Boards; 
April, 2014 2014.

152.	Mowjood R. Communication on Pre-Charting in Medical Documentation. In: Bray B, ed. 
Unpublished2019.

153.	The Fair Labor Standards Act of 1938, As Amended. In: U.S. Department of Labor WaHD, ed. 
http://www.dol.gov/whd/flsa: U.S. Department of Labor, Wage and Hour Division; 2011:60.

154.	Commission TJ. Improving Patient and Worker Safety: Opportunities for Synergy, 
Collaboration and Innovation. Oakbrook Terrace, IL: The Joint Commission; 2012: https://www.
jointcommission.org/assets/1/18/TJC-ImprovingPatientAndWorkerSafety-Monograph.pdf. 
Accessed Jan 23, 2019.

https://www.washingtonpost.com/news/to-your-health/wp/2014/05/22/how-many-patients-should-your-doctor-see-each-day/?noredirect=on&utm_term=.63b37ecca9d9
https://www.washingtonpost.com/news/to-your-health/wp/2014/05/22/how-many-patients-should-your-doctor-see-each-day/?noredirect=on&utm_term=.63b37ecca9d9
http://www.fsmb.org:
http://www.dol.gov/whd/flsa:
https://www.jointcommission.org/assets/1/18/TJC-ImprovingPatientAndWorkerSafety-Monograph.pdf
https://www.jointcommission.org/assets/1/18/TJC-ImprovingPatientAndWorkerSafety-Monograph.pdf


117

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

155.	Cardman M, XpertHR. Meal and Rest Break Requirements by State. Society for Human Resource 
Management. 2019. https://www.shrm.org/resourcesandtools/legal-and-compliance/state-
and-local-updates/xperthr/pages/meal-and-rest-break-requirements-by-state.aspx?_
ga=2.156751995.1710999537.1548268820-1181910120.1548268820. Accessed Jan 23, 
2019.

156.	OCR OoCR. HIPAA for Professionals. 2019; https://www.hhs.gov/hipaa/for-professionals/
index.html. Accessed Jan 23, 2019, 2019.

157.	Marting R. HIPAA: Answers to Your Frequently Asked Questions. Family practice management. 
2018;25(2):12-16.

158.	DHHS USDoHaHS. HIPAA Administrative Simplification Regulation Text. In: Services 
USDoHaH, ed. http://www.hhs.gov/ U.S. Department of Health and Human Services; 
2013:115.

159.	DHHS USDoHaHS, ASPE OotASfPaE. Health Insurance Portability and Accountability Act 
of 1996 (HIPAA). In: Services USDoHaH, ed. aspe.hhs.gov: U.S. Department of Health and 
Human Services; Office of the Assistant Secretary for Planning and Evaluation; 1996.

160.	OCR OoCR. OCR Summary of the HIPAA Privacy Rule. In: RIghts USDoHaHSOoC, ed. http://
www.hhs.gov/ U.S. Department of Health and Human Services; 2003:23.

161.	OCR OoCR. The Security Rule. 2017; https://www.hhs.gov/hipaa/for-professionals/security/
index.html. Accessed Jan 23, 2019, 2019.

162.	OCR OoCR. Summary of the HIPAA Security Rule. 2013; https://www.hhs.gov/hipaa/for-
professionals/security/laws-regulations/index.html?language=en. Accessed Jan 23, 2019, 
2019.

163.	Washington V, DeSalvo K, Mostashari F, Blumenthal D. The HITECH Era and the Path Forward. 
The New England journal of medicine. 2017;377(10):904-906.

164.	Halamka JD, Tripathi M. The HITECH Era in Retrospect. The New England journal of medicine. 
2017;377(10):907-909.

165.	OCR OoCR. HITECH Act Enforcement Interim Final Rule. HIPAA For Professionals 2017; https://
www.hhs.gov/hipaa/for-professionals/special-topics/hitech-act-enforcement-interim-final-
rule/index.html. Accessed Jan 21, 2019, 2019.

166.	OCR OoCR. Business Associates. 2013; https://www.hhs.gov/hipaa/for-professionals/
privacy/guidance/business-associates/index.html. Accessed Jan 24, 2019, 2019.

https://www.shrm.org/resourcesandtools/legal-and-compliance/state-and-local-updates/xperthr/pages/meal-and-rest-break-requirements-by-state.aspx?_ga=2.156751995.1710999537.1548268820-1181910120.1548268820
https://www.shrm.org/resourcesandtools/legal-and-compliance/state-and-local-updates/xperthr/pages/meal-and-rest-break-requirements-by-state.aspx?_ga=2.156751995.1710999537.1548268820-1181910120.1548268820
https://www.shrm.org/resourcesandtools/legal-and-compliance/state-and-local-updates/xperthr/pages/meal-and-rest-break-requirements-by-state.aspx?_ga=2.156751995.1710999537.1548268820-1181910120.1548268820
https://www.hhs.gov/hipaa/for-professionals/index.html
https://www.hhs.gov/hipaa/for-professionals/index.html
http://www.hhs.gov:
http://www.hhs.gov:
http://www.hhs.gov:
https://www.hhs.gov/hipaa/for-professionals/security/index.html
https://www.hhs.gov/hipaa/for-professionals/security/index.html
https://www.hhs.gov/hipaa/for-professionals/security/laws-regulations/index.html?language=en
https://www.hhs.gov/hipaa/for-professionals/security/laws-regulations/index.html?language=en
https://www.hhs.gov/hipaa/for-professionals/special-topics/hitech-act-enforcement-interim-final-rule/index.html
https://www.hhs.gov/hipaa/for-professionals/special-topics/hitech-act-enforcement-interim-final-rule/index.html
https://www.hhs.gov/hipaa/for-professionals/special-topics/hitech-act-enforcement-interim-final-rule/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/business-associates/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/business-associates/index.html


118

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

167.	OCR OoCR. Business Associates. In: Rights USDoHaHSOoC, ed. Vol [45 CFR 164.502(e), 
164.504(e), 164.532(d) and (e)] http://www.hhs.gov/ U.S. Department of Health and Human 
Services; 2003:1-6.

168.	Bhimji SS, Hackert PB. Patient Confidentiality. StatPearls. Treasure Island (FL): StatPearls 
Publishing LLC.; 2018.

169.	Journal H. What is Protected Health Information? HIPAA Journal. 2018. https://www.
hipaajournal.com/what-is-protected-health-information/. Accessed Jan 24, 2019.

170.	Services USDoHaH. Administrative Requirements. HHS General Administsration Manual Part 30: 
Environmental Protection 2014; https://www.hhs.gov/hhs-manuals/gam-part-30/302000/
index.html. Accessed Jan 24, 2019, 2019.

171.	Department of Health & Human Services (DHHS), Centers for Medicare and Medicaid 
Services (CMS). Medicare Claims Processing Manual. Chapter 3, Section 3.3, Subsection 
3.3.2.4 - Scribe Services Signature Requirements. https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2017Downloads/R713PI.pdf Change Request 10076. 
Transmittal 713. Effective June 6, 2017. Accessed Jan 2, 2019.

172.	Bunge K. Nurses fired for picture of patient X-ray. 2009. https://www.gazettextra.com/
archives/nurses-fired-for-picture-of-patient-x-ray/article_7f61e67a-70e5-5cd1-af24-
313d19b47cfc.html. Accessed Jan 24, 2019.

173.	Dimick C. Californian Sentenced to Prison for HIPAA Violation. Journal of AHIMA / American 
Health Information Management Association. 2010. https://journal.ahima.org/2010/04/29/
californian-sentenced-to-prison-for-hipaa-violation/. Accessed Jan 24, 2019.

174.	Journal H. Cedars-Sinai Hospital Fires Six Over Inappropriate Patient PHI Access. HIPAA 
Journal. 2013. https://www.hipaajournal.com/cedars-sinai-hospital-fires-six-inappropriate-
patient-phi-access/. Accessed Jan 24, 2019.

175.	Butler M. LA Hospital Fires Six for Privacy Breach After Kardashian Birth. Journal of 
AHIMA / American Health Information Management Association. 2013. http://journal.ahima.
org/2013/07/16/la-hospital-fires-six-for-privacy-breach-after-kardashian-birth/. Accessed 
Jan 24, 2019.

176.	Journal H. Largest Ever HIPAA Serttlement: Advocate Health to Pay OCR %5.5 Million. HIPAA 
Journal. 2016. https://www.hipaajournal.com/largest-ever-hipaa-settlement-advocate-
health-5-5-million-3537/. Accessed Jan 24, 2019.

http://www.hhs.gov:
https://www.hipaajournal.com/what-is-protected-health-information/
https://www.hipaajournal.com/what-is-protected-health-information/
https://www.hhs.gov/hhs-manuals/gam-part-30/302000/index.html
https://www.hhs.gov/hhs-manuals/gam-part-30/302000/index.html
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R713PI.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2017Downloads/R713PI.pdf
https://www.gazettextra.com/archives/nurses-fired-for-picture-of-patient-x-ray/article_7f61e67a-70e5-5cd1-af24-313d19b47cfc.html
https://www.gazettextra.com/archives/nurses-fired-for-picture-of-patient-x-ray/article_7f61e67a-70e5-5cd1-af24-313d19b47cfc.html
https://www.gazettextra.com/archives/nurses-fired-for-picture-of-patient-x-ray/article_7f61e67a-70e5-5cd1-af24-313d19b47cfc.html
https://journal.ahima.org/2010/04/29/californian-sentenced-to-prison-for-hipaa-violation/
https://journal.ahima.org/2010/04/29/californian-sentenced-to-prison-for-hipaa-violation/
https://www.hipaajournal.com/cedars-sinai-hospital-fires-six-inappropriate-patient-phi-access/
https://www.hipaajournal.com/cedars-sinai-hospital-fires-six-inappropriate-patient-phi-access/
http://journal.ahima.org/2013/07/16/la-hospital-fires-six-for-privacy-breach-after-kardashian-birth/
http://journal.ahima.org/2013/07/16/la-hospital-fires-six-for-privacy-breach-after-kardashian-birth/
https://www.hipaajournal.com/largest-ever-hipaa-settlement-advocate-health-5-5-million-3537/
https://www.hipaajournal.com/largest-ever-hipaa-settlement-advocate-health-5-5-million-3537/


119

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

177.	Butler M. Anthem to Pay $16 Million for 2015 Data Breach. Journal of AHIMA / American 
Health Information Management Association. 2018. http://journal.ahima.org/2018/10/16/
anthem-to-pay-16-million-for-2015-data-breach/. Accessed Jan 24, 2019.

178.	DHHS USDoHaHS. Security Standards: Administrative Safeguards. In: U.S. Department of 
Labor WaHD, ed. Vol 2. http://www.hhs.gov/ U.S. Department of Health and Human Services; 
2007.

179.	DHHS USDoHaHS. Security Standards: Physical Safeguards. In: Services USDoHaH, ed. Vol 2. 
http://www.hhs.gov/ U.S. Department of Health and Human Services; Centers for Medicare 
& Medicaid Services; 2007.

180.	DHHS USDoHaHS. Security Standards: Technical Safeguards. In: Services USDoHaH, ed. Vol 2. 
http://www.hhs.gov/ U.S. Department of Health and Human Services; Centers for Medicare 
and Medicaid Services; 2007.

181.	Kocher R, Emanuel EJ, DeParle NA. The Affordable Care Act and the future of clinical medicine: 
the opportunities and challenges. Annals of internal medicine. 2010;153(8):536-539.

182.	Steinbrook R. Health care and the American Recovery and Reinvestment Act. The New 
England journal of medicine. 2009;360(11):1057-1060.

183.	Congress tUS. H.R.1 - American Recovery and Reinvestment Act of 2009. In: Congress tUS, 
ed. 111-5. Vol 123 Stat. 115. http://www.congress.gov/bill/111th-congress/house-bill/1/
text: Library of Congress; 2009.

184.	CDC CfDCaP. Meaningful Use. 2017; https://www.cdc.gov/ehrmeaningfuluse/introduction.
html. Accessed Jan 20, 2019, 2019.

185.	Gold M, Mc LC. Assessing HITECH Implementation and Lessons: 5 Years Later. The Milbank 
quarterly. 2016;94(3):654-687.

186.	Cohen MF. Impact of the HITECH financial incentives on EHR adoption in small, physician-
owned practices. Int J Med Inform. 2016;94:143-154.

187.	DHHS USDoHaHS. HIPAA Administrative Simplification: Enforcement. In: Services USDoHaH, 
ed. Vol 74. 45 CFR Part 160; RIN 0991–AB55 ed. Federal Register: Federal Regiser; 
2009:56123-56131.

188.	CMS CfMMS. 1997 Documentation Guidelines for Evaluation and Management Services. In: 
Services CfMM, ed. http://www.cms.gov/ Centers for Medicare & Medicaid Services; 1997.

http://journal.ahima.org/2018/10/16/anthem-to-pay-16-million-for-2015-data-breach/
http://journal.ahima.org/2018/10/16/anthem-to-pay-16-million-for-2015-data-breach/
http://www.hhs.gov:
http://www.hhs.gov:
http://www.hhs.gov:
http://www.congress.gov/bill/111th-congress/house-bill/1/text:
http://www.congress.gov/bill/111th-congress/house-bill/1/text:
https://www.cdc.gov/ehrmeaningfuluse/introduction.html
https://www.cdc.gov/ehrmeaningfuluse/introduction.html
http://www.cms.gov:


120

Chapter 5: HITECH: Health Information Technology for Economic and Clinical Health 

189.	CMS CfMMS. 1995 Documentation Guidelines for Evaluation and Management Services. In: 
(CMS) CfMMS, ed. http://www.cms.gov/ Centers for Medicare & Medicaid Services; 1995.

190.	CMS CfMMS, MLN MLN. Complying with Medicare Signature Requirements. In: MLN MLN, 
ed2018.

191.	Asbell RL. Scribing, Signatures, and Attestations. Retina Today. 2015;May/June.

192.	CMS CfMMS. Signature Guidelines for Medical Review Purposes - JA6698. In: Centers for 
Medicare & Medicaid Services (CMS) USDoHaHS, ed. Vol JA6698. http://www.cms.gov/ 
Centers for Medicare & Medicaid Services; Medicare Learning Network; 2010.

http://www.cms.gov:
http://www.cms.gov:

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	


	
	
	
	

	
	

	
	
	
	

	
	
	
	

	
	
	
	


	
	
	

	
	
	

	
	
	
	
	

	
	

	
	

	
	
	
	
	
	

	
	

	
	
	
	


	
	
	

	
	
	
	

	
	
	
	
	

	
	
	

	
	

	
	
	
	
	
	


	
	
	
	

	
	
	
	

	
	
	

	
	
	
	
	

	
	
	

	
	
	
	
	
	
	



