UNIVERSITY OF WASHINGTON PSYCHIATRY RESIDENCY

A GUIDE TO WRITING CLINICAL NOTES
Introduction
There are several purposes for clinical notes.  These include:

1. Documentation of your/your team’s visits with the patient and of the clinical care that you have provided.
2. To help you to recall important information, your clinical decision-making, and your overall treatment plan.  

3. To track the progress of treatment over time.

4. Supervision and review of your work by your faculty attendings/supervisors.

5. Provision of information to other health care providers to facilitate treatment, relay recommendations, and/or coordinate care.

6. Documentation of your visits/services for insurance companies and billing.
7. To justify and document laboratory or other testing and any consults you have requested.
8. To document safety issues, their assessment and management.

Content of Notes

Many different people, with varying needs and interests, will read your notes.  This table (from “Clinical Documentation Guidelines” by Michael Jibson MD, University of Michigan) gives examples of the kinds of information relevant to or required by different readers:

	Treatment Team/ Covering resident
	· Diagnosis

· Problems being addressed

· Treatments being used

· Effectiveness of the treatment

· Side effects

· Legal status


	Mr. A is a 45-yr-old man with major depressive disorder admitted voluntarily for suicidal ideation.  He continues to tolerate titration of citalopram without side effects, but notes no change in his mood or suicidality.

	Payors
	· Reason for continued hospitalization

· Services that are being provided


	He requires continued inpatient care because of his persistent suicidality.  

Contact and coordination time: 45 min.

He was seen and discussed by the treatment team.  We met with family for 25 min to discuss his diagnosis, treatment, and follow-up.

	Risk Management
	· Safety assessment 

· Rationale for treatment


	Mr. A has moderate-high suicide risk due to his current depression and hopelessness, recent suicide attempt, and continued expressions of suicidal ideation.  Protective factors include his active involvement in treatment, prior response to medication, and good family support.

	Next Providers (e.g. discharge summaries)
	· Degree of patient cooperation

· Challenges to treatment
	Mr. A was admitted voluntarily, was cooperative with staff, attended groups regularly, and consented to all recommended treatments.


We suggest that your notes include information important as part of the formal medical record, to meet the goals listed above.  This includes:
· Date of service

· Type of visit (e.g. initial evaluation/admission note, inpatient progress note, consultation, psychotherapy visit, medication management visit)

· Duration of the visit

· Presence of other people (e.g. patient’s spouse, an interpreter, your attending) or any other unusual circumstances

· For initial visits, a chief complaint, history of present illness, past psychiatric history, past medical history, social/family/developmental history

· For follow up visits, the patient’s subjective report of symptoms or issues, any medications and dosages, adherence to treatment, side effects, therapy homework, use of other medications or substances, other medical problems, safety issues (e.g. suicidal or homicidal ideation)
· Mental status examination

· Any physical examination findings (e.g. weight, blood pressure), laboratory or other testing results, symptom rating scale scores

· Your assessment, clinical reasoning, and diagnoses

· Risk assessment and measures taken to increase safety

· Treatment plan

· Documentation of discussions regarding alternative possible treatments and informed consent, including discussion of common and serious medication side effects
Our hospitals use templates for many kinds of clinical notes.  These templates usually include headings and space for you to enter the information listed above.

Your patients can request and read their medical records.  In some circumstances, your notes may also be read by the patient’s family members, or be released to or subpoenaed by other entities (e.g. Labor and Industries, educational institutions or testing services, attorneys and courts).  It is very important that your notes are accurate and reflect your own work.  Do not cut and paste sections of other people’s notes and include them in yours without attributing them (e.g. “As per Dr. Smith’s admission note, …”).   Copying someone else’s note without attribution is plagiarism and can create clinical, moral, and legal problems.  If you include content from a prior note (yours or someone else’s) it may no longer apply to the patient’s current situation, and thus may be clinically misleading and adversely affect patient care.  Please see the attached article by Thomas Payne MD (UW Medicine, Medical Director, IT Services) et al., and UW Medicine electronic medical record policy and FAQs, for guidelines regarding the effective and appropriate use of the electronic medical record.
Particularly in psychotherapy visits, the patient may discuss with you issues, fantasies, dreams, wishes, and/or highly sensitive and confidential material that he/she would not want included in his/her formal medical record, and that you are not required to document there.  We would recommend that you not include these details in the medical record.  Similarly, you may have an extensive psychodynamic or cognitive-behavioral formulation of the patient, but it is not necessary, and often is not appropriate, to include this entire formulation in the medical record.  Your notes should include a biopsychosocial formulation, and the diagnostic and clinical reasoning that supports your treatment plan and the level of care that you are recommending.  

If you are annoyed or disagree with another of the patient’s health care providers, please do not express this or argue with him/her in the medical record.  This is unprofessional.  Instead, please consult your attending and, as indicated, speak with the other provider directly and in person about the case.
Style

Your notes should be concise and easy to read.  Standard rules of grammar and spelling apply to medical notes.  Please write in full sentences and always proof-read your notes for accuracy, clarity, and grammar.  Be sure to check spelling before sending your note to your attending for review and signature.  

Only use abbreviations if they are standard and familiar to anyone in the medical profession (e.g. SSRI, OCD, but NOT abbreviations such as SA, BPD, AVH).  Individual medical centers prohibit certain abbreviations that may be easily confused with other abbreviations (e.g. QD, QID).  You can use macros to expand abbreviations to make typing frequently used terms more efficient.  For medications, brand names should be capitalized (e.g. Lexapro) while generic names are not (e.g. escitalopram).
Timeliness of Notes
The University of Washington’s Graduate Medical Education policy statement regarding timeliness of documentation includes the following material relevant to notes written by psychiatry residents:

“Timely clinical documentation ensures critical communication and high quality care, is expected by your hospitals and colleagues, and is an important component of professionalism (one of the six ACGME competencies).

HMC and UWMC, like all medical centers, have Medical Staff By-Laws that lay out the requirements for timely documentation.  In our system, these include:  

· Inpatient discharge summary: This note must be dictated or entered electronically within 48 hours of discharge.
· Outpatient clinic notes: The best practice is dictation or electronic entry within one business day, but otherwise these must be completed within 3 business days.

Faculty, staff and trainees all need to adhere to these requirements.  As they do for faculty members, the hospital Medical Directors will report cases of residents' chronic or egregious tardiness with clinical documentation to the Chief of the Service, the training Program Director and the department Chair.”
