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T he following Recommended Practices for Peri-
operative Health Care Information Manage-
ment have been approved by the AORN Rec-

ommended Practices Advisory Board. They were 
presented as proposed recommendations for com-
ments by members and others. They are effective 
December 1, 2011. These recommended practices are 
intended as achievable recommendations represent-
ing what is believed to be an optimal level of prac-
tice. Policies and procedures will reflect variations in 
practice settings and/or clinical situations that deter-
mine the degree to which the recommended practices 
can be implemented. AORN recognizes the various 
settings in which perioperative nurses practice. 
These recommended practices are intended as guide-
lines adaptable to various practice settings. These 
practice settings include traditional operating rooms 
(ORs), ambulatory surgery centers, physicians’ 
offices, cardiac catheterization laboratories, endos-
copy suites, radiology departments, and all other 
areas where surgery and other invasive procedures 
may be performed. 

Purpose
These recommended practices provide guidance to 
assist perioperative nurses in documenting and man-
aging patient care information within the periopera-
tive practice setting. Highly reliable data collection is 
not only necessary to chronicle the patient response 
to nursing interventions, but also to demonstrate the 
health care organization’s progress toward quality 
care outcomes. Health care data collection and reten-
tion is rapidly transitioning from traditional paper 
formats to standardized electronic applications that 
incorporate criteria from statutes and regulations, 
accreditation requirements, and standards setting 
bodies. Whether patient data are captured using 
paper or electronic formats, the nursing process 
should be completed for each surgical or procedural 
intervention performed.1,2 The nursing process is a 
formalized systematic approach to providing and 
documenting patient care and is embedded within 
perioperative patient care workflow (ie, clinical 
workflow). Comprehensive perioperative documenta-
tion accurately reflects the patient experience and is 
essential for the continuity of goal-directed nursing 
care and for effective comparison of realized versus 
anticipated patient outcomes.3,4

This document should be viewed as a conceptual 
outline that can be used to create a comprehensive 
documentation platform. It is not inclusive of all doc-
umentation elements, nor should it be seen as the 
only guideline that may be used when developing or 
revising a clinical documentation system. 

Recommendation I

The patient’s health care record should reflect the periopera-
tive patient’s plan of care, including assessment, nursing 
diagnosis, outcome identification, planning, implementation, 
and evaluation of progress toward the outcome.1,3-5 

The nursing process provides the guiding framework 
for documenting perioperative nursing care. When 
the nursing process is used in perioperative practice 
s e t t i n g s ,  i t  d e m o n s t r a t e s  t h e  c r i t i c a l - 
thinking skills practiced by the registered nurse (RN) 
in caring for the patient undergoing surgical and 
other procedural interventions.1,3,6-8 Documentation 
includes related information about the patient’s cur-
rent and past health status, nursing diagnoses and 
interventions, expected patient outcomes, and evalu-
ation of the patient’s response to perioperative nurs-
ing care.5,9,10

I.a.  The perioperative RN conducts a patient 
assessment (eg, physical, psychosocial, cul-
tural, spiritual) and should record the findings 
in the patient health care record before the 
surgical or other invasive procedure.1,4

The patient assessment forms a baseline for 
identifying the patient’s health status, devel-
oping nursing diagnoses, and establishing an 
individualized plan of care. Concurrent reas-
sessment throughout the patient’s periopera-
tive experience contributes to continuity in 
the delivery of care.1,3,5,10

Intraoperative nursing interventions for 
inpatient and ambulatory settings are embed-
ded within the delivery of care but are not 
consistently reflected in clinical documenta-
tion.7 In a systematic review of nursing docu-
mentation literature, inadequacies in the use 
of nursing process structure within clinical 
documentation resulted in one or more defi-
ciencies in the application of the assessment 
process.11 Using the structured data elements 
(eg, Perioperative Nursing Data Set [PNDS]) 
that include nursing diagnoses, interventions, 
and outcomes in clinical documentation dem-
onstrates nursing contributions to patient out-
comes and represents professional nursing 
practice.7,8 

I.b.  The health care record should include the 
nursing interventions performed and the time 
performed, the location of care, and the person 
performing the care.4,5,12,13

Clinical judgments are based on actual or 
potential patient problems (eg, nursing diag-
noses), which determine the nursing interven-
tions to be implemented to achieve expected 
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perioperative patient outcomes.1,10,14 Document-
ing nursing interventions promotes continuity 
of patient care and improves the exchange of 
patient care information between health care 
team members.4,5 

I.c.  Expected and interim patient outcomes that are 
identified by the perioperative RN should be 
recorded in the patient health care record.10

The goals for nursing interventions are to 
prevent potential patient injury or complica-
tions and treat actual patient problems (eg, 
nursing diagnoses). Identified nursing diagnoses 
contribute to interim and expected patient out-
comes for the planned operative or procedural 
intervention. Research also indicates that nurses 
who associate the patient diagnoses with 
planned interventions are more outcome 
focused than task oriented.15 

I.d.  The patient health care record should reflect 
continuous reassessment and evaluation of peri-
operative nursing care and the response to 
implemented nursing interventions.1,3,5,16

The nursing process directs perioperative 
nurses to evaluate the effectiveness of nursing 
interventions toward attaining desired patient 
outcomes. The evaluation process provides 
information for continuity of care, performance 
improvement activities, perioperative nursing 
research, and management of risk. Documenta-
tion provides a mechanism for comparing actual 
versus expected outcomes.1,3,5 

I.d.1. Patient data must be collected concurrently 
with each assessment, reassessment, or 
evaluation and recorded in the patient 
health care record.17,18

Continuous evaluation of the patient’s 
condition establishes a baseline to deter-
mine fluctuations in the patient’s sta-
tus.1,3,12,13,19 Appropriately captured patient 
data contribute to a centralized repository 
that members of the health care team can 
use to monitor the patient’s status, coordi-
nate prescribed treatments, and evaluate the 
effectiveness of care rendered.4,16,20

Recommendation II

Perioperative nursing documentation should be synchronized 
with the nursing work flow.21-23

Nursing work flow represents the cognitive process of 
nursing care activities and establishes the process for 
patient care data collection. Documentation of nursing 
activities is dictated by health care organization policy 
and regulatory and accrediting agency requirements 
and is necessary to inform other health care profes-
sionals involved in the patient’s care. To accurately 
represent the patient experience and promote quality 
delivery of care, data aggregation should be coordi-
nated with clinical work flow.8,21-25 Incorporating nurs-
ing process work flow into the framework of clinical 

documentation platforms has been shown to improve 
documentation completeness and compliance with 
regulatory requirements.26

II.a.  Clinical documentation should facilitate data 
capture using a format designed to support clin-
ical work flow activities while eliminating 
redundancy in data entry.2,22,25,27

The burden of clinical documentation has 
been associated with decreased nursing atten-
tion to patient care activities and has been 
shown to affect patient safety.28 Work inefficien-
cies, such as how or where clinical data are cap-
tured within perioperative documentation sys-
tems, have a negative correlation on clinical 
reasoning and decision making.14,23,24,29,30 Inter-
ruption of established clinical processes com-
petes for cognitive resources and may contrib-
ute to an adverse event or patient harm by 
reducing situational awareness.31-34 Redundancy 
in the design of documentation activities further 
reduces the nurse’s ability to focus on the clini-
cal environment and may pose a risk for error.27 
When processes are simplified and data capture 
is standardized and organized, there is a reduc-
tion in the reliance on memory to complete 
tasks, thereby eliminating potential harmful 
events.23,25,29

An observational study on nursing work flow 
examined the percentage of time nurses dedi-
cated to patient care and documentation activi-
ties.35 The study identified that nursing time is 
focused primarily on patient care (eg, assess-
ment, interventions) with documentation being 
completed in intervals and not concurrently 
with patient care. This, with the frequency of 
switching between nursing activities (ie, patient 
care, documentation), was correlated with nurs-
ing cognitive disruption, which resulted in 
slower performance and raised the potential for 
error.

A follow-up observational and randomized 
investigation examined the effect of new elec-
tronic documentation implementation on nurs-
ing activities and work flow. Findings indicated 
that the repeated clustering of patient care and 
documentation activities, though evenly distrib-
uted, affected nursing work flow by increasing 
the amount of time dedicated to electronic doc-
umentation without negatively affecting direct 
patient care time.36 

II.a.1. Clinical documentation should reflect 
patient-focused care.37-40 

Perioperative RNs provide patient-focused 
interventions that should be incorporated 
into the patient health care record.41 Clinical 
(eg, nursing) documentation systems often 
do not support health care personnel in 
accommodating the specific needs of the 
individual (eg, teaching needs, age-specific 
criteria, self-care requirements).37,42,43 Two 
research studies highlight the discrepancy 
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between quality of care delivered and what 
is captured in documentation.44,45 Health 
care currently relies on the technology- 
centered medical model of care, which 
often does not replicate patient-centric,  
evidence-based care within documentation 
platforms. 

II.a.2. Perioperative RNs should evaluate perioper-
ative electronic documentation systems for 
their effect on clinical work flow and 
patient safety, and their ability to accommo-
date the objectives of the implementation 
site.11,21,22,30,46 Clinical information systems 
should address
• clinical work flow,21,22,24-26,47-49

• information needs of the patient care 
environment,38

• patient population characteristics,37,39,42 
and 

• cl inician and provider  usabil i ty 
requirements.26,34,48,50

Effective information systems collect, 
store, and organize patient information to 
allow real-time updates, support clinical 
decision making, and be accessible to 
health care professionals when needed.51-55 

Research on the effect of health information 
technology implementation has shown that 
changes in contextual clinical work pro-
cesses made to accommodate clinical infor-
mation systems have both positive and neg-
ative influence on clinical work flow and 
patient safety.23,34,35,43,50 Technology imple-
mentation with the most positive effects on 
clinical work flow, data availability, patient 
outcomes, and health care provider satisfac-
tion occurs when clinicians are involved in 
the selection and implementation of the 
information system.44,46,56

Recommendation III

Electronic perioperative nursing documentation should use 
structured vocabulary (eg, PNDS) inclusive of the nursing pro-
cess work flow with discrete representation of each phase of 
the perioperative patient care continuum (ie, preadmission, pre-
operative, intraoperative, postoperative).26,57

The use of structured vocabulary facilitates the capture 
of expressed observations, treatments, and patient 
responses within the clinical domain of care. Struc-
tured vocabulary describes patient care using con-
trolled (ie, standardized) and unambiguous terms that 
are interpreted with consistent meaning between 
health care clinicians.26,58 Patient information gathered 
from the collection of standardized data creates the 
knowledge perioperative RNs use to provide individu-
alized patient care. The synthesis of knowledge for 
patient care interventions is in turn documented, 
resulting in the wisdom of perioperative nursing 
practice.59,60

III.a.  The PNDS should be incorporated into the doc-
umentation platform.7,61,62

The PNDS is a controlled, structured, and 
coded nursing language that describes perioper-
ative nursing influence on the effectiveness and 
safety of patient care delivery, and the contribu-
tions of perioperative nursing toward patient 
outcomes. Clinical documentation systems 
incorporating standardized language provide 
patient care data that can be aggregated and ana-
lyzed to determine clinical efficiencies, examine 
operational metrics, and facilitate new evidence 
for sustainable improvements in health care 
quality.21,61,63 

III.a.1. Each phase of perioperative nursing docu-
mentation should incorporate nursing pro-
cess work flow and require unambiguous 
representation of the patient experience.64-68

The phases of perioperative patient care 
collectively represent the unique domain of 
perioperative nursing. Standardization of 
patient care information improves the qual-
ity of the data69 and can be used to support 
the extraction and interpretation of data for
• clinical decision support,70,71

• improved quality metrics,26,71,72

• information exchange,71,72

• research,72,73

• policy making,26,72 and 
• nursing visibility.7,8,26,57,58,61,64,74-76

III.b.  The health care organization should implement 
a documentation system that includes a stan-
dardized perioperative electronic framework.

Standardization in documentation platforms 
promotes uniformity in comprehensive patient 
care data capture between health care organiza-
tions and creates a foundation for sharing health 
care data. The burgeoning cost of health care 
and the drive for improved quality have created 
urgency for implementation of electronic medi-
cal records (EMRs) and interoperable electronic 
health record (EHR) systems.77-79 Adoption of 
EHR systems is a component of the American 
Recovery and Reinvestment Act (ARRA) of 2009 
to facilitate access to quality care and improved 
patient safety80 through high-reliability pro-
cesses using data analysis to evaluate perfor-
mance and outcomes.81 Data quality facilitated 
by the adoption of an EHR and established by 
compliance with laws, clinical practice stan-
dards, and national quality measures adds to 
the relevance in efficiency benchmarks. The 
adoption of EHR technology also will lead to 
quantifiable improvements in reducing the time 
required for patient care data capture by 
nurses.47,72,78,82

Inpatient and ambulatory EHR implementa-
tion has been stimulated by the ARRA incen-
tives for EHR adoption and subsequent analysis 
and dissemination of performance metrics.71 
Achieving success with the national Health 
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Information Technology for Economic and Clin-
ical Health (HITECH) agenda for comparative 
analysis between health care organizations may 
be accomplished by implementing an electronic 
documentation framework embedded with stan-
dardized sets of documentation values that are 
applicable across multiple perioperative set-
tings to increase the confidence in data quality 
and research validity.69,72,83 

Recommendation IV

Perioperative nursing documentation should be structured to 
meet professional and regulatory compliance requirements for 
a comprehensive representation of patient care.66,84-87

Patient care information collected and entered into the 
health care record is a tool for monitoring and evaluat-
ing the patient’s health status and response to care, a 
resource to evaluate compliance with regulatory 
requirements, and a method to equate provision of ser-
vices for reimbursement.4,5,8

IV.a.  Perioperative nursing documentation should 
correspond to the elements of regulatory stat-
utes, health care accreditation measures, 
national practice standards, and mandatory 
quality and reimbursement for quality perfor-
mance criteria.

Clinical documentation serves as the legal 
record of care delivery and assists with cross-
disciplinary patient care coordination.5,84,88 

IV.a.1. The components for clinical documentation 
should include the following:
• “assessments;
• clinical problems;
• communications with other health care 

professionals regarding the patient;
• communication with and education of 

the patient, the patient’s family members, 
the patient’s designated support person, 
and other third parties;

• medication records (MAR); 
• order acknowledgement, implementa-

tion, and management;
• [patient care interventions];
• patient clinical parameters;
• patient responses and outcomes, includ-

ing changes in the patient’s status; and
• plans of care that reflect the social and 

cultural framework of the patient.”8

IV.a.2. Perioperative nursing documentation 
should correspond to professional guide-
lines and standards. The following organi-
zations’ guidelines and standards should be 
incorporated into the clinical documenta-
tion platform:
• AORN, 
• American Association of Blood Banks 

(AABB), 
• Agency for Healthcare Research and 

Quality (AHRQ), 

• American National Standards Institute 
(ANSI), 

• American Society of Anesthesiologists 
(ASA), 

• Association for the Advancement of 
Medical Instrumentation (AAMI), 

• American Association of Anesthesia 
Clinical Directors (AACD), 

• Association of PeriAnesthesia Nurses 
(ASPAN), 

• Institute for Safe Medication Practices 
(ISMP), 

• Malignant Hyperthermia Association of 
the United States (MHAUS), 

• National Fire Protection Agency (NFPA), 
• National Institute for Occupational 

Safety and Health (NIOSH), 
• National Quality Forum (NQF), 
• US Pharmacopeia (USP), and
• United Network for Organ Sharing 

(UNOS).
Examples of guidance from professional 
standards setting agencies that may be con-
sidered for incorporation into perioperative 
documentation include:
• AACD Glossary of Times, 
• national patient safety guidelines, 
• organ and tissues tracking guidelines, 
• perioperative recommendations for safe 

patient care, and
• sa fe  medica t ion  admin i s t r a t ion 

guidelines.
As licensed health care professionals, 

perioperative RNs have a responsibility to 
maintain the established standards of peri-
operative nursing care. The standards of 
nursing practice require documentation to 
be based on the patient’s condition or needs 
and the relationship to the proposed inter-
vention, and have relevance to the period of 
patient care (eg, preadmission testing, pre-
operative, intraoperative, and postoperative 
care).1,3,5,8 National practice standards cross 
all disciplines of nursing care and are appli-
cable to perioperative nursing.

IV.a.3. Perioperative nursing documentation 
should correspond to established recom-
mended practices for perioperative nursing 
care.89 Elements of perioperative recom-
mended practices that should be incorpo-
rated into clinical documentation include
• aseptic technique maintenance65,90-93;
• local anesthesia administration85,94-104;
• medication administration practices (eg, 

use of abbreviations)20,94-96,101,105-111;
• m o d e r a t e  s e d a t i o n / a n a l g e s i a 

administration85,95-104,112,113;
• patient care considerations (eg, latex 

allergy, implanted electronic device, 
dentures)19,65,66,87,95,101,114-119;

• patient positioning65,85,97,101,116,120,121;
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• patient information exchange19,66,85,86, 

97,101,103,104,119,122-128;
• safety precautions including

electrical,101,119,129-133

environment of care preparation (eg, 
device alarms, blanket warmer 
temperatures),65,98,131,134-137 
e q u i p m e n t  u s e  ( e g ,  l a s e r , 
MRI),41,120,138,139

fire prevention,65,101,108,124,129,134,139-142

human tissue procurement, process-
ing, and preservation,65,101,103,104,124,143-148

infection prevention,65,97,101,108,109, 

111,112,137,149-155

tissue protection,97,101,108,124,139,141,156-158 
radiation exposure prevention,156

r e t a i n e d  s u r g i c a l  i t e m s  p r e - 
vention,101,159,160

correct site, side, person surgery proces-
ses,19,65,66,78,87,99,103,104,108,118,119,121,124,161-167 and
skin preparation and antisepsis65,85, 

95,97,98,100-102,108,110,113,140,150,154,168-171;
• specimens and tissues65,87,97,101-103,124,144- 

147,160,166;
• s t e r i l i z a t i o n / d i s i n f e c t i o n  p r a c -

t i ces 65,97 ,101 ,102 ,113 ,114 ,126 ,129 ,131 ,134 ,140 ,142 , 

152,166,172-178; and
• t ra f f i c  cont ro l  measures . 65 ,102 ,134 , 

140,149,152,176

The AORN recommended practices for 
perioperative nursing care are nationally 
recognized as the standard of care for all 
operative or invasive procedure patient care 
settings. Perioperative recommended prac-
tices are not mandatory nursing care criteria 
but have been incorporated into regulatory 
and other standards setting agencies’ guide-
lines and have been used to support judicial 
decisions.179-185

IV.a.4. Perioperative nursing documentation 
should correspond to local, state, and 
national regulatory requirements.

State and federal regulations are a collec-
tion of general and permanent rules (ie, 
laws) established to protect the welfare of 
the public and fortify the guiding principles 
of the nation. Many statutes or laws are 
established at the national level and may be 
amplified at the state level. The amplified 
statute would become the mandatory 
authority for the state. An example of this 
would be document retention requirements 
that vary between states. Failure to comply 
with the final law-making authority could 
result in monetary penalties or incarcera-
tion of the offending body. Agencies with 
regulatory authority include 
• Centers for Medicare & Medicaid Ser-

vices (CMS), 
• Department of Health and Human Ser-

vices (HHS), 

• Occupational Safety and Health Admin-
istration (OSHA), and 

• US Food and Drug Administration 
(FDA). 
Criteria identified by national regulatory 

agencies for patient care documentation 
include
• allergies,65,66,84,87,88,168,186 

• cultural variables,66,84,88,99,118,187

• equipment used for patient care (eg, type, 
model number),65,66,85,86,98, 117,118,129,130,160,168, 

186,188 

• names of legal guardian(s) and patient 
support person(s),65,86,99,118,186

• nutritional considerations,66,86,87,186

• ordered tes ts  and services  pro- 
vided, 65,66,117,189

• patient and family education,66,84, 

88,118,151,186 
• p a t i e n t  i d e n t i f i e r s  a n d  d e m o - 

graphics,65,66,87,117,160,163

• patient attributes and status,65,66,84,85, 

87,88,118,162,163,186,190

• safety precautions,65,84,88,129,155,189

• surgical consent(s),65,66,118,163 and
• surgical implants and explants.65,66, 

84,88,117,146,188,191,192

IV.a.5. Perioperative nursing documentation 
should correspond to health care accredita-
tion organization requirements.

Compliance with state or national health 
care accreditation agency criteria is manda-
tory for organizations seeking CMS reim-
bursement or striving to meet established 
patient safety goals. Accrediting bodies 
review documentation for compliance to 
the minimum standards on an element of 
performance. The following accreditation 
agencies have deemed status:
• American Association for Accreditation 

of Ambulatory Surgery Facilities, Inc 
(AAAASF),132

• Accreditation Association for Ambula-
tory Health Care, Inc (AAAHC),111

• State CMS,193

• DNV Healthcare, Inc (DNV),194

• Healthcare Facilities Accreditation Pro-
gram (HFAP),195 and

• The Joint Commission.196,197

Elements of performance identified by 
accreditation agencies may include evi-
dence of
• blood and tissue tracking;
• compliance with The Joint Commission’s 

National Patient Safety Goals; 
• elimination of nationally identified unac-

ceptable abbreviations, acronyms, and 
symbols;

• hand off communications;
• identification of implantable objects;
• identification of designated support 

person(s);
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• infection control practices;
• medication reconciliation;
• patient care elements (eg, care plans, 

tests, services provided);
• pain management interventions;
• patient and family member education;
• patient demographics; and 
• presence of current history and physical.

IV.a.6. Perioperative nursing documentation 
should incorporate mandatory reporting 
and reimbursement for quality performance 
criteria.

To improve population health, the US 
government is coordinating evidence-based 
standards development to be incorporated 
into the national agenda on health care 
reform. These efforts are incentivized 
through inclusion within CMS reimburse-
ment programs and made public through 
national reporting forums (eg, Hospital 
Compare198). Agencies responsible for 
national standards development or reim-
bursement for quality performance criteria 
include, but are not limited to, the following:
• Centers for Disease Control (CDC), 
• NQF, and
• AHRQ.

Measurement criteria for quality perfor-
mance reimbursement are included in the 
following regulations and criteria: 
• Ambulatory Surgical Center Payment 

System (ASCPS),199

• Deficit Reduction Act of 2005,160

• H o s p i t a l  I n p a t i e n t  P r o s p e c t i v e  
Payment System (IPPS),199

• Hospi ta l  Outpat ient  Prospect ive  
Payment System (OPPS),199

• Surgical Care Improvement Project 
(SCIP),200 and

• Value-based Purchasing (VBP).201,202

IV.a.7. Perioperative documentation should 
include all patient care orders occurring in 
the perioperative patient care setting.66 
Patient care orders are to be entered into the 
clinical documentation system as close to 
the time when the order is communicated 
or intervention is initiated. All orders, 
including verbal orders, standing orders, 
orders included on surgeon preference 
cards, and order sets must be dated, timed, 
and authenticated by the ordering health 
care practitioner with prescriptive author-
ity.66,196,203-205 Verbal orders must be docu-
mented when they are communicated and 
verified using a read-back process that 
involves  the  ordering heal th  care 
practitioner.206-209

Using standing orders and preprinted 
order sets has been shown to reduce medi-
cation errors and improve documentation 
compliance.210 To prevent patient harm 

from outdated, incomplete, or erroneous 
entries, well-constructed standing orders 
and preprinted order sets should 
• avo id  the  use  o f  unacceptab le 

abbreviations,
• eliminate trailing zeros in medication 

dosages,
• use standardized names and terms to 

describe treatments and interventions 
(eg, brand vs generic medications, device 
instructions), and

• be reviewed frequently by the attending 
surgeon for accuracy of information for 
the intended procedure.206-208,211

IV.a.8. The patient care record must include a com-
plete and accurate informed patient consent 
for each surgical or invasive procedure to be 
performed.66,99,163 The informed consent pro-
cess must be documented for procedures 
and treatments that are identified in the 
health care facility’s medical staff policies 
as requiring informed consent.66,84,163 Unless 
designated as an emergency situation in the 
health care facility’s informed consent pol-
icy, a “properly executed informed con-
sent”99 must include
• the name of the health care facility pro-

viding the surgery or invasive procedure;
• the specific name of the intervention to 

be performed;
• i n d i c a t i o n s  f o r  t h e  p r o p o s e d 

intervention;
• the name of the responsible health care 

provider performing the intervention;
• a statement identifying the risks and ben-

efits associated with the proposed inter-
vention and indication of discussion 
with the patient or patient’s legal 
representative;

• the signature of the patient or the 
patient’s legal representative;

• the date and time the patient or the 
patient’s legal representative signed the 
informed consent document;

• the date and time, and signature of the 
person who witnessed the patient or the 
patient’s legal representative signing the 
informed consent document; and

• the signature of the responsible health 
care provider who executed the informed 
consent discussion with the patient or 
the patient’s legal representative.84,87,88

Additional content that may be identified 
on the informed consent document and may 
be regulated by state statutes and adminis-
trative rules includes
• identification of assisting physicians 

including, but not limited to, medical 
residents who will be contributing signif-
icantly to the proposed intervention and 

• identification of assisting health care per-
sonnel who are not physicians but who 
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are performing within their scope of 
practice (eg, registered nurse first assis-
tant [RNFA], nurse practitioner) and who 
will be contributing significantly to the 
proposed intervention.84,87,88

The patient or the patient’s legal repre-
sentative is entitled to participate in the 
informed decision-making process for plan-
ning care and treatment, including the right 
to request or refuse treatment.99,204

IV.a.9. Individuals participating in the patient’s 
perioperative care, as well as those not 
directly involved in the scheduled surgical 
or procedural intervention (eg, x-ray techni-
cians, industry representatives, approved 
observers), must be recorded in the patient 
health care record.66,99,204 Documentation 
must include the names, roles, and creden-
tials of individuals participating in the 
patient’s perioperative care experience and 
may include84,88

• surgical or procedural patient care team 
members,

• identified legal representatives,
• identified patient support person(s),
• recipients of patient care information on 

behalf of the patient,
• health care professionals contributing to 

the patient’s care (eg, pathologist, 
approved health care student), and

• law enforcement officers (eg, prison 
guards).
A comprehensive patient-centric record 

of care reflects interactions between the 
patient’s health care team and those indi-
viduals legally representing or providing 
physical, spiritual, or other support services 
to the patient.84,88 Documentation of interac-
tions provides the groundwork for transpar-
ency in care planning through effective rep-
resentation of the patient’s involvement in 
the plan of care and contributions made 
toward the treatment plan.

IV.b.  Clinical documentation platforms (ie, paper, 
electronic) should support the collection of tai-
lored health care information using a format 
that accommodates and is customized to the 
clinical environment.42,43 Formats selected for 
the collection of tailored patient care informa-
tion should be established based on nationally 
recognized standards of practice that outline the 
nurse’s responsibilities to the patient.12

Tailoring patient health information allows 
the collection of unique patient care data (eg, 
communicable diseases, responses to medica-
tions, psychosocial considerations) that may 
affect the planned operative or other invasive 
procedure. The collection of tailored health care 
information is standardized to the clinical setting 
(eg, surgical versus interventional radiology) but 
may vary by the requirements of the environ-

ment where perioperative care is delivered (eg, 
pediatric hospital, cancer treatment center, 
ambulatory surgery center).42,43 

IV.b.1. Charting by exception processes should be 
well constructed and reviewed by the 
health care organization’s risk management 
and legal representatives.80 

Charting by exception, also known as 
variance charting,212 has been successfully 
implemented using a well-researched and 
-designed documentation system.213 A well-
designed documentation system corre-
sponds to the health care organization’s pol-
icy for charting by exception and allows for 
an undisputable description of the patient 
condition. Charting by exception may lead 
to litigious situations when organizational 
policy has not been well formulated or 
updated for changes in statutory require-
ments or when the nurse has not followed 
the established guidance for charting by 
exception.12,16,184,214

The minimum criteria for charting by 
exception include12,212,214-217

• identifying objective physical assessment 
criteria for the patient population being 
served (eg, endoscopy population, ortho-
pedic population);

• identifying and defining what constitutes 
normal findings;

• describing the process for documenting 
normal findings (eg, “within normal 
limits”);

• describing the process for identifying, 
describing, and documenting objective 
abnormal or key findings;

• listing the practice standards, care guide-
lines, and clinical pathways used to 
guide patient care;

• listing a rationale, including decisions 
and interventions, for deviations from 
established guidance for patient care;

• setting the frequency of documentation 
entries; and

• adhering to state or national statutory 
requirements (eg, record authentication).

IV.c.  Cognitive processes used in patient care should 
be supported by clinical support technologies 
that are embedded within electronic clinical 
documentation systems.23,218,219 

The processes within perioperative patient 
care are classified as cognitive performance or 
the intellectual processing of information to 
complete a finite task.218 Multitasking, environ-
mental stimulation, and availability of informa-
tion contribute to the nurse’s ability, or inability, 
to accommodate needed adjustments in patient 
care activities. Poorly designed clinical informa-
tion systems, those not conforming to national 
data standards, and those without consideration 
of clinical work flow and work process  
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requirements may contribute to patient 
harm.23,24,30,218-220 Conversely, clinical information 
systems that incorporate technology innovations 
(eg, order entry, decision support, clinical alerts) 
and support the cognitive processes of patient 
care are believed to enhance health care worker 
performance and result in improved patient 
safety and quality patient outcomes.23,24,52,218-220 

Recommendation V

Patient care information must be secure, held confidential, and 
protected from unauthorized disclosure.221

The Health Insurance Portability and Accountability 
Act (HIPAA) of 1996 guarantees the privacy of individ-
uals receiving health services and the confidentiality of 
“individually identifiable health information.”222 
Updated to correspond with the HITECH Act, HIPAA 
now includes security standards for protecting elec-
tronic health information (ie, Security Rule) and regu-
lations that specify compliance, investigation, pay-
ments, and penalties (ie, Enforcement Rule) that were 
established in 1996.221

V.a.  Access to patient health information should be 
limited to authorized individuals based on the 
health care role (eg, surgeon, RN, perfusionist), 
responsibility, and function (eg, postanesthesia 
care unit RN assisting in the endoscopy unit).223-225 
Risk-reduction strategies to proactively mitigate 
potential access violations should include225-228 

establishing perioperative information man-
agement policies that include remote access 
protocols, on/off site information storage 
practices, and employee exit strategies that 
are reviewed frequently and updated as the 
environment changes (eg, new regulations, 
transitions from paper to electronic docu-
mentation platforms);
identifying procedures for the use of mobile 
devices (eg, cell phone, tablet technologies, 
video imaging) within the perioperative care 
environment; 
establishing awareness and sensitivity to data 
security and privacy by reinforcing the exist-
ing health care organization’s information 
security policy for monitoring and auditing 
access to patient health information; 
restricting access to electronic health infor-
mation to users with individualized, unique 
authorization credentials that are associated 
with time-sensitive passwords using alpha-
numeric-symbol combinations; and
holding annual, competency-based education 
programs on information access and sharing 
for all employees within the perioperative 
care environment.
Controlling access to the patient’s health 

information prevents privacy and security 
breaches for HIPAA covered entities.221,223,224 The 
health care organization has a legal responsibil-
ity to create procedures to circumvent unau-

thorized access to sensitive patient health infor-
mation and to execute a plan for data breach 
notification practices should a breach 
occur.221,222,229,230 

V.b.  Perioperative health care workers should be 
familiar with the health care organization’s 
information policies before sharing electronic 
patient information. Considerations for recipi-
ents of electronic health information that 
should be incorporated into the organization’s 
information policies include228,229,231 ensuring 
that

electronic patient health information, either 
to or from outside organizations or with the 
patient, meets current requirements for infor-
mation exchange and security (eg, malware 
protection),
validation occurs for original source authen-
ticity and the accuracy of transmitted infor-
mation, and
electronically transmitted content is evalu-
ated for potential corruption.
Electronic transmissions of patient health 

information is held to the same privacy and 
security criteria as facility-based EHRs. Sensi-
tive patient information in paper, electronic 
text, or image formatting can be exposed to 
unintended or unauthorized disclosure without 
proper sharing safeguards in place.80,221,222,224,231 
Electronic transmission of patient health infor-
mation by fax, e-mail, mobile storage media, or 
other formats may introduce malicious software 
into the health care information system. 

V.b.1. Recipients of electronic patient health infor-
mation should validate original source 
authenticity and accuracy of information 
and evaluate content for  potential 
corruption.228,229,231 

V.b.2. The patient must have a signed consent for 
release of information in the health care 
record before graphic imaging takes place 
and before the release of patient specific 
information, including remote access to and 
relocation of health information from the 
treating organization.163,221,222,228,232-237 Non-
consented disclosure of sensitive patient 
health information requires execution of the 
data breach notification process by the 
health care organization.221,222,230,238 To com-
plete full disclosure and reporting, the orga-
nization’s information technology and risk 
management personnel should collaborate 
to discover all patient care records that 
were involved in the non-consented 
disclosure.238

V.c.  Documentation entries made into the patient 
health care record must include an authentication 
process at the completion of the documentation 
process or according to the organization’s estab-
lished policies.66,85,227,239,240,241 Health care records 
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must accurately reflect the patient care experi-
ence, be promptly completed, and be associated 
with an author identification procedure to 
ensure the integrity of the content.66,87,242 The 
authentication process may include, but is not 
limited to, the following227,243,244:

using an electronic or digital signature or a 
code key in the format designated by the 
health care organization as the legal represen-
tation of an individual’s written signature for 
the EHR.
completing a pen-to-paper signature, using 
initials with a signature legend on the same 
document, or a rubber signature stamp for 
paper-based documentation platforms (eg, 
faxed, scanned documents) and as permitted 
by the health care organization’s policy.
• Initials with a signature legend should be 

avoided on narrative documentation (eg, 
comments, patient quotes, consultation), 
assessment data collection, or when a sig-
nature is required by law (eg, patient 
informed consent).

• Digitized inked signatures (ie, signature 
image) should only be used when deemed 
acceptable by the health care organization 
and allowed by state or federal reimburse-
ment regulations.

using a countersignature demonstrating accu-
racy of content entered into a patient health 
care record; once countersigned, the content 
is legally considered the cosigner’s entry (eg, 
nursing student entry).
Authentication identifies the author of the 

documentation entry and indicates responsibil-
ity for the interventions performed and patient 
information collected. Authentication legally 
binds the owner of the signature with the 
responsibility for accuracy of the content within 
the document.227 

V.c.1. Authentication of verbal orders must occur 
within the time frame specified by state 
statutory guidelines. If state law does not 
specify a time frame, the federal mandate 
applies for verbal orders to be authenticated 
by the responsible physician within 48 
hours of entering the order.66

V.d.  The patient care record must be retained in the 
original or a legally reproducible format for the 
minimum allocation of time dictated by federal 
regulations and state statutes of limitations. 
Organizational policies may address other time 
frames for record retention based on the patient 
population served (eg, pediatrics, cancer treat-
ment), facility demographics (eg, research, 
trauma, academic), media used to store patient 
data (eg, paper, microfilm, optical disc), or  
operational requirements (eg, regulatory 
compliance).66,87,227,242,245-247

The American Health Information Management 
Association (AHIMA) recommends retaining 

operative indexes for a minimum of 10 years and 
the register of surgical procedures permanently.245 
The minimum retention guidelines for periopera-
tive information according to US Federal regula-
tions are detailed in Table 1.

V.e.  Electronic documentation platforms should 
have an alternate data entry and backup pro-
cess.248 Perioperative services should formalize 
a thorough downtime process addressing hard-
ware, operating system, and network disrup-
tions to preserve data accuracy and uninter-
rupted health care processes. Downtime 
planning should incorporate strategies to 

facilitate an uninterrupted patient care 
schedule (eg, paper forms, documentation 
backup media),
identify changes to existing work flows (eg, 
how new orders are communicated, clinical 
resources), 
recover potential loss of patient care data, 
and 
incorporate patient care data that are cap-
tured using alternate documentation plat-
forms (eg, paper forms) into the electronic 
information system.31,248,249 
Perioperative personnel with system access 

responsibilities should receive ongoing educa-
tion on the policies, procedures, and alternate 
work flows associated with the downtime or 
technology performance issues.31,248,249

Backup processes will mitigate interruptions 
in patient care caused by technology failures. 
Dependance on technology can significantly 
influence the effectiveness and efficiency of 
patient care delivery.

Recommendation VI

Modifications to existing content in the patient health care 
record must comply with relevant federal and state regulations, 
health care accreditation requirements, and national practice 
guidelines.8,227 Amendments, corrections, or addendums to the 
patient care record should only occur to present an accurate 
description of the care provided or to protect the patient’s 
interest.4,250

The patient care record is a legal representation of ser-
vices provided by the health care organization. Periop-
erative nurses are obligated to accurately represent the 
patient’s care within the health care record.66,87,242 
Using inappropriate methods to correct, clarify, or 
change existing entries in the patient health care 
record may expose the health care organization or cli-
nicians to liability for falsification of patient care 
information.8,12,16

VI.a.  The health care organization’s information man-
agement policy should outline the processes to 
make legally acceptable modifications to the 
patient care record.

Corrections, amendments, and addendums 
that are completed are limited by the function-
ality of the documentation platform used.227,250 
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VI.a.1. Amendments or addendums to the patient 
care record should follow established orga-
nizational policies and procedures. Correc-
tions, amendments, and addendums in 
paper records should be performed by4,227

• placing a single line through the incor-
rect entry, being careful not to obliterate 
the inaccurate information;

• writing “error,” “mistaken entry,” or 
“omit” next to the incorrect text as deter-
mined by organizational policy;

• providing the rationale for the correction 
above the inaccurate entry if room is 
available or adding it to the margin of the 
document;

• signing and dating the entry; and
• entering the correct information in the 

next available space or adjacent to the 
acknowledged inaccurate information.

VI.a.2. Corrections, amendments, and addendums 
in EHRs should80,227,250

• have versioning or “track corrections” 
function (eg, electronic strike-through 
with time stamp) to identify the altera-
tions made to an entry that has been 
authenticated;

• automatically date-, time-, and author-
stamp each entry;

• generate a symbol or other notation to 
identify when an alteration has been 
made to existing content by creating a 
new version of the document;

• retain and link the original document 
version to the newly created version; and

• reflect corrections made to the EHR on 
the paper copy.

 Additionally,
• corrections completed after a final signa-

ture or authentication process has 
occurred will comply with the function-
ality of the information system and estab-
lished organizational policies and 
procedures,

• corrections completed before the final 
signature or authentication process may 
not be classified as a “correction” accord-
ing to organizational policy and the 
information system that is in place,

• addendums should be completed where 
the original document was created using 
the source information system when 
available and should be reflected in the 
permanent patient care record or data 
repository system, and 

• deletions and retractions of content from 
a closed EHR system should be made 

Table 1.  US Federal MiniMUM reTenTion GUidelineS
Documentation type Retention period Source

Ambulatory surgical services Not specified 42 CFR §416.47 Condition of participa-
tion: Medical records1

Hospitals Five years from the date of 
discharge

42 CFR §482.24(b)(1) Condition of partic-
ipation: Medical record services2

Hospitals, critical access Six years from date of last entry or 
longer as mandated by state stat-
utory guidelines or as necessary 
for legal proceedings

42 CFR §485.638 Condition of participa-
tion: Clinical records3

Department of Veterans Affairs operation log file 
(including type of operation, date, patient’s name, 
surgeon, assistant scrub nurse [scrub person], 
sponge count, anesthetist, agent, method, preoper-
ative and postoperative diagnoses, complications, 
and other information)

Destroy after 20 years National Archives Job No. N1-015-94-2, 
Item 14

Department of Veterans Affairs (date the surgery 
was performed, members of the surgical and nurs-
ing teams, and other information pertaining to the 
surgery of a patient)

Destroy after 3 years National Archives Job No. N1-015-94-2, 
Item 25

RefeRences:
1. Centers for Medicare & Medicaid Services. 42 CFR §416.47: Condition of participation: Medical records. 2010.
2. Cen te r s  f o r  Med i ca re  &  Med i ca i d  Se r v i ces .  42  CFR  §482 .24 :  Cond i t i on  o f  pa r t i c i pa t i on :  Med i ca l  r eco rd  

services. 2010.
3. Centers for Medicare & Medicaid Services. 42 CFR §485.638: Conditions of participation: Clinical records. 2010.
4. Veterans Health Administration Records Control Schedule 10-1. Washington, DC. Veterans Health Administration; 2011. http://www1 

.va.gov/vhapublications/RCS10/rcs10-1.pdf. Accessed October 20, 2011.
5. Veterans Health Administration Records Control Schedule 10-1. Washington, DC. Veterans Health Administration; 2011. http://www1 

.va.gov/vhapublications/RCS10/rcs10-1.pdf. Accessed October 20, 2011.

http://www1.va.gov/vhapublications/RCS10/rcs10-1.pdf
http://www1.va.gov/vhapublications/RCS10/rcs10-1.pdf
http://www1.va.gov/vhapublications/RCS10/rcs10-1.pdf
http://www1.va.gov/vhapublications/RCS10/rcs10-1.pdf
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according to organizational policies and 
procedures and the functionality of the 
information system that is in place.

Recommendation VII

Perioperative personnel should receive initial and ongoing edu-
cation related to accurately documenting patient care and 
should demonstrate competency in documentation processes 
and best practices to maintain security and privacy of patient 
care information.8,80,251,252

Initial and periodic competency-based education pro-
grams made available to maintain proficiency in the 
application of knowledge and use of the documenta-
tion platform improve the effectiveness of documenta-
tion practices and reinforce strategies to avert uninten-
tional disclosure of patient care information.

VII.a.  A review of the health care organization’s poli-
cies for information management and the proce-
dures for documentation processes and activi-
ties should be incorporated into orientation and 
ongoing education for personnel within the 
perioperative care environment.

Perioperative personnel receiving ongoing 
education and periodic review of policies and 
procedures develop the knowledge, skills, and 
attitudes that affect patient outcomes.

VII.a.1. Perioperative nurses should have knowl-
edge of the significance and use of struc-
tured vocabularies for clinical documenta-
tion. Minimum education criteria on 
structured terminologies include
• the value structured terminology brings 

to clinical documentation;
• an overview of the PNDS;
• the contributions of the PNDS to periop-

erative nursing practice and patient out-
comes; and

• how standardized documentation facili-
tates benchmarks, comparative analysis, 
and efficiency reporting.

VII.a.2. Minimum education and competency activ-
ities for perioperative RNs should include 
reviewing
• national and organizational documenta-

t ion  s tandards ,  guidel ines ,  and 
requirements;

• procedures for completing amendments, 
addendums, and corrections;

• procedures for sharing patient informa-
tion securely while maintaining patient 
privacy;

• procedures  for  ini t iat ing breach 
notification;

• compliance requirements for health care 
data capture; and

• legal implications for failure to comply 
with documentation standards.
Additional education and competency 

considerations for users of perioperative 

information systems, a component of the 
EHR, should also incorporate the following 
minimum skills by demonstrating
• accessing and closing the patient care 

record;
• information system’s functionality (eg, 

data entry, order acknowledgment);
• authentication processes;
• downtime procedures including alternate 

work flows to accommodate patient care; 
and

• compliance requirements for health care 
data capture.

Recommendation VIII

Policies and procedures related to perioperative information 
management should be developed, reviewed annually, revised 
as needed to accommodate changes in practice and documen-
tation standards, and be readily available in the practice 
setting.

Policies and procedures establish authority, responsi-
bility, and accountability and serve as operational 
guidelines that are used to minimize patient risk fac-
tors, standardize practice, direct health care personnel, 
and establish guidelines for continuous performance 
improvement activities. As new evidence emerges, pol-
icies and procedures will evolve to accommodate best 
practices and technology developments.

VIII.a.  The perioperative services information manage-
ment policy should complement and reinforce 
existing organization-wide policies (ie, risk 
management, quality improvement, health 
information privacy and security) and include 
the unique considerations of the perioperative 
care environment.

A collaborative approach to policy develop-
ment and the provision of access to policies for 
all health care personnel will result in 
improved communications and compliance to 
established practices within the health care 
organization. 

VIII.a.1. Information management policies and docu-
mentation procedures for EHR systems 
should include guidance on250

• forwarding addendums to each destina-
tion where patient information is 
retained,

• editing content before a final signature or 
authentication process occurs,

• using cut-copy-paste and “carry forward” 
functionality to populate the patient care 
record,

• completing corrections in an active or 
locked patient care record,

• rectifying a misidentification of patient 
health information (ie, wrong name 
association),

• amending clinical content in an active or 
locked patient care record,
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• completing a delayed entry and updating 

the long-term record or data repository,
• deleting or retracting information from a 

locked patient care record while main-
taining the integrity of the record, and

• defining components that are required 
for record completion.

VIII.a.2. Policies and procedures must include infor-
mation on data privacy and security and 
identify risk-reduction strategies to proac-
tively mitigate potential violations of 
patient health information access.221 Risk-
reduction strategies should include225-228

• establishing remote access protocols, on/
off site information storage practices, and 
employee exit strategies to protect 
patient health information;

• frequently reviewing and updating poli-
cies as the health care information envi-
ronment changes (eg, new regulations, 
transitions from paper to electronic doc-
umentation platforms);

• identifying procedures for using mobile 
devices (eg, cell phone, tablet technolo-
gies, video imaging) within the perioper-
ative care environment;

• reinforcing the existing health care orga-
nization’s information security policy for 
monitoring and auditing access to patient 
health information within the periopera-
tive care environment;

• restricting access to electronic health 
information by user type with individu-
alized unique authorization credentials 
associated with time-sensitive passwords 
using alpha-numeric-symbol combina-
tions; and

• holding annual competency-based edu-
cation programs on information access 
and sharing for all employees within the 
perioperative care environment.

Recommendation IX

A quality management program should be established to 
ensure the integrity of the data within the patient health care 
record.

A fundamental precept for the professional periopera-
tive nurse is the responsibility to provide safe, high-
quality nursing care to patients undergoing operative 
and other invasive procedures.3 Regularly monitoring 
and validating documentation processes is necessary 
for variance reporting, which supports process and 
performance measurement to quantify organizational 
effectiveness and nursing influence on patient 
outcomes.8

IX.a.  Perioperative personnel should participate in 
the organization-wide clinical documentation 
improvement (CDI) program.

Participation in a CDI program facilitates data 
and documentation analysis while providing a 

structured framework to achieve consistency in 
quality processes that affect patient satisfaction, 
accreditation standing, and reimbursement sta-
tus.253 Representation in the CDI program 
ensures concerns specific to perioperative prac-
tice parameters are addressed and that areas for 
improvement are identified. 

IX.a.1. Minimum criteria that should be reviewed 
for a perioperative CDI program should 
include227,252

• use of unacceptable abbreviations,
• timeliness and chronology of patient 

information,
• legibility,
• use of vague or generalized language,
• blank spaces or data fields,
• content omissions (eg, missing informed 

consent),
• delayed entries (eg, next day entry),
• inconsistencies (eg, conflicting assess-

ment findings, procedure start times),
• inappropriate information (eg, communi-

cations with attorneys),
• authentication of verbal orders,
• absence of signatures or counter- 

signature,
• appropriate documentation practices (eg, 

charting by exception/variance charting), 
and

• alterations to clinical content.

IX.b.  Validation procedures for the perioperative 
information system should be incorporated into 
the quality management program. Data quality 
may be ensured by periodically evaluating the 
information system for the integrity of

collected patient care information,
report generation,
file storage and retrieval,
data security, and
control for document versioning.227,250,251

Validation procedures for the perioperative 
information system should be incorporated into 
the health care organization’s comprehensive 
strategies for EHR system security and 
maintenance.

Perioperative information systems are com-
plex systems that contribute to improved care or 
may add to error-prone documentation pro-
cesses.32,251,254 Validation procedures help to 
maintain the integrity of patient health 
information. 

IX.b.1. Routine audits should be performed as a 
part of a quality-driven information man-
agement program. Audit trails should be 
retained and placed on a retention schedule 
following the state statute of limitations and 
needs of the health care organization.227,255 
Audit trails may include227,255

• paper-based sign-out processes,
• logbook activities,
• EHR access and operations performed,
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• electronic tracking system, and
• data mining activities.

Auditing procedures help to establish 
user and organizational accountability for 
the legal integrity of the patient health care 
record.

IX.b.2. Perioperative information systems should 
be included in the organizational informa-
tion technology risk mitigation plan.251 Col-
laborating with the organization’s risk man-
ger, information services department, and 
engineering department, perioperative nurs-
ing leaders should coordinate efforts to plan 
for
• perioperative information system 

upgrades and maintenance;
• system redundancies (eg, remote patient 

care record access, backup generators);
• unanticipated access to and theft of 

patient health care information; and
• organizational information technology 

network infrastructure maintenance, 
upgrades, and conversions on the periop-
erative information system.251

Proactive contingency planning for infor-
mation system failures and disaster 
response procedures will help maintain 
continuity in patient care activities.

Glossary

Addendum: New documentation used to add infor-
mation to an original documentation entry of patient 
health information.

American Recovery and Reinvestment Act (ARRA): 
An economic stimulus package enacted by the US Con-
gress in 2009 with a defined purpose to stimulate jobs, 
investments, and consumer spending. ARRA contains 
provisions for improved health care quality through 
the use of health information technology. (Source: 
American Recovery and Reinvestment Act – H.R.1. 
http://frwebgate.access.gpo.gov/cgi-bin/getdoc 
.cgi?dbname=111_cong_bills&docid=f:h1enr.pdf. 
Accessed October 20, 2011.)

Amendments: Additional documentation completed 
to clarify a preexisting entry of patient health 
information.

Authentication: A security measure to establish the 
validity of an electronic transmission, message, or orig-
inal source (eg, author) or to verify the authorization of 
an individual to receive specific information. Authen-
tication is used to confirm that an individual or system 
is who or what it claims to be.

Clinical information systems: Computer technology 
used in the patient care environment for collecting 
patient health care information. 

Clinical support technologies: Assorted technologies 
used in the patient care environment to facilitate the 
clinician’s ability to provide safe, comprehensive inter-
ventions for delivery of quality health care.

Code key: A computer code used to authenticate 
entries in an electronic health record as permitted by 
state, federal, and reimbursement regulations.

Controlled terminology: Terminology developed 
according to specific characteristics so that each data 
element is expressed as a single, clear, and unambigu-
ous concept. Controlled terminology concepts main-
tain their meaning permanently.

Corrections: A change made to the documented 
patient health information meant to clarify the entry 
after the document has been authenticated.

Customize: To specifically select or set preferences 
or options for health care information.

Data mining: The process of extracting and analyz-
ing data for usable information from relationships, pat-
terns, information clusters, and data trends. The new 
information may be used for predictive modeling in 
decision support processes for clinical, operational, 
and research utilization.

Data quality: Data remaining unchanged from its 
original meaning; it is complete, correct, comprehen-
sive, and consistent for the intended use.

Data repository: A central location where health 
care data (eg, clinical, financial, operational) and files 
are stored and maintained for later retrieval and use.

Deemed status: The “deeming” authority granted to 
national accreditation organizations (eg, The Joint 
Commission, DNV-Hospital Accreditation) by the Cen-
ters for Medicare & Medicaid Services (CMS) to deter-
mine, on CMS’s behalf, whether a health care provider 
organization is in compliance with the regulations to 
provide and receive payment for Medicare services. 
Six areas are deemable: quality assurance, antidiscrim-
ination, access to services, confidentiality and accu-
racy of enrollee records, information on advance direc-
tives, and provider participation rules.

Digital signature: A cryptographic signature (ie, dig-
ital key) used to authenticate the user, provide legal 
ownership, and ensure integrity of the unit of 
information.

Digitized inked signatures: A handwritten signature 
using a pen pad to create an electronic representation 
of the actual signature. 

Downtime: Periods of time when the clinical infor-
mation system (ie, electronic health record) is unavail-
able because of scheduled maintenance or upgrade, 
technology failure, power outage, or other unsched-
uled event.

Electronic health record: An electronic record of 
health-related information for an individual that con-
forms to nationally recognized interoperability stan-
dards and that can be created, managed, and consulted 
by authorized clinicians and staff members across 
more than one health care organization.

Electronic medical records: Electronic records of 
health-related information for individuals that can be 
created, gathered, managed, and consulted by  
authorized clinicians and staff members within one 
health care organization. 

Electronic signature: The technology-neutral elec-
tronic process used to sign (ie, attest) content for 
authorship and legal responsibility for a section of 

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=111_cong_bills&docid=f:h1enr.pdf
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=111_cong_bills&docid=f:h1enr.pdf
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information. The electronic signature format is deter-
mined by the technology used to collect or create the 
signature. 

Health Information Technology for Economic and 
Clinical Health (HITECH): A component of the Ameri-
can Recovery and Reinvestment Act of 2009 address-
ing the use of electronic health information technology 
to improve health care quality, coordination of care, 
and health information privacy and security.

Integrity: The accuracy, consistency, and reliability 
of information content, processes, and systems.

Interoperable: The ability for health information 
systems to exchange or share health information 
within and across organizational boundaries.

Malware: Software considered harmful to a com-
puter system including, but not limited to, the follow-
ing: viruses, worms, trojan horses, spyware, and unau-
thorized adware.

Signature legend: A document that identifies an 
author’s full signature and title when initials are used 
to authenticate entries in the health care record.

Tailored health care information: The unique 
patient characteristics based on multiple factors influ-
encing health status and health behaviors and col-
lected to inform individualized nursing interventions.

Versioning: The process of assigning a unique ver-
sion name or number to an electronic heath record and 
used to identify revisions occurring to previously doc-
umented content.
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