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	Policy: Patient Care Guidelines
	Area: 


Charlotte Community Health Clinic maintains policies and guidelines on patient care to help ensure the highest quality care delivered.

Objectives:

· To ensure the delivery of quality care to CCHC patients from triage to treatment

· To have approved systems in place that document, track and keep our patient information confidential

· To ensure that providers are following generally acceptable practice protocols.

Patient Care Policies cover the following:

· Staffing and Supervision

· Medical Records

· Triage 

· Telephone Triage Policy

· Treatment Protocols

· Approved Standards of Care 

· Medical Chart Review


Responsibilities

Board of Directors 

Charlotte Community Health Clinic’s governing Board of Directors has the ultimate responsibility for ensuring quality patient care.  They will receive reports from various committees, the executive director and appropriate program manager to keep apprised of the clinic functions and systems.  When necessary the Board of Directors will implement policy or system changes in the best interest of the patients and of the Clinic.

The Medical Review Committee
The Medical Review Committee has been established to perform specific functions that oversee and evaluate the delivery of patient care.  This committee is charged with formulating recommendations for Board of Director approval and/or action.

Executive Director

The Clinic’s Executive Director has the day-to-day responsibility to oversee the delivery of patient care.  It is also her/his responsibility to ensure that all systems, policies and functions are carried out in the appropriate manner to ensure the deliver of high quality care.

Procedures:
Staffing and Supervision:

Charlotte Community Health Clinic is staffed by paid employees and professional and support volunteers.  The conduct of the paid staff, job expectations and supervision arrangements are outline in the Clinic’s Personnel Policies and Job Description. (All of CCHC employees are considered employees of Presbyterian Hospital and must abide by all Policies and Procedures and responsibilities assigned as an employee of PH)

Charlotte Community Health Clinic has systems in place that help ensure the best possible patient care including supervision and back-up of Clinical Staff.  The following guidelines are expectations of all Clinical staff.


· Each Practitioner is license in the State of NC and is under the direction of our Medical Director

· Each Practitioner has completed the clinic’s Credentialing and Privileging Process and the Board of Directors, Medical Director and Medical Review Committee approves granting of privileges.

· All new Practitioners attend orientation with the appropriate Manager, ED and Medical Director who orients them to the policies of the Clinic as outlined in the Volunteer Training, Policy and Procedure Manual.

· Volunteer policies encompass general rules regarding the Clinic.  Specific guidelines regarding volunteering will be the responsibility of the Volunteer Coordinator.

Medical Records:

Charlotte Community Health Clinic maintains a Medical Record for each patient receiving care at the clinic.  Patient demographics information is entered into a secured scheduling database and stores all this patient information.
Patient Charts

· Patient Chart is reviewed after each clinical session.  It is the responsibility of the RN/CMA to update chart documents.  The chart is also reviewed for nursing signatures, verification and documentation of allergies at each office visit.  Reviewed charts are returned to the front office for filing of the documents, follow-ups requested and for filing.  

· Medication Records: update new medications, dose changes and allergies

· Problem List: update the diagnosis, labs performed, vaccines given and exams noted.  All education and referrals are listed on the Problem List, patient are assessed at least once for language preference, literacy and level of comprehension

· Medical Providers review all laboratory and diagnostic test results.  Providers will initial the lab/test results and provide written orders as need for follow-up by clinical staff.  The RN/CMA will call patient to discuss the written orders

· 100% of the charts are reviewed after each clinic session

· CCHC Medical Review Committee will conduct random chart reviews annually and provide feedback to the Nurse Manager and Nurse Practitioner regarding quality assurance for improvements needed.

Maintenance of Medical Records

· All medical records of CCHC patients are kept in file cabinets with doors that close

· All medical records will be located in one room in which the doors are closed

· Medical Records are allowed to be taken to individual offices of the appropriate staff



· Medical Records are held in a designated location in the clinical area pending the return of test results

· Patient charts are not to be removed from the clinic under any circumstances
Medical Record Documentation

· All clinical volunteer must be educated during the orientation process on the appropriate documentation on clinical forms

· New Clinical Volunteers receive a review of the primary care, Diabetes and Cardiovascular office visit forms and the Problem List/Health History before their first volunteer session. Phlebotomy/RN volunteers are instructed regarding documentation on lab tests, vaccines and Tb skin testing. The Problem List/Health History form enables the clinical staff to get a “bird’s eye” view of the patient’s previous diagnosis, testing, education and referrals. CCHC staff clinical supervisor is available during each clinic session and can assist the volunteer with documentation as requested

· Medical Records Documentation: Staff and volunteers are expected to document their findings in the chart utilizing the appropriate office visit sheets i.e.: Progress Notes, Problem List. Accurate and concise documentation of patient conversations, instructions and plan of care is vital to the continuity of care. The patient medical record sets the tone for future conversations and patient education

· Documentation is reviewed after each clinic session by the Clinical Manager and designated clinical staff
Medical Records and Patient Privacy

· CCHC follows all HIPPA regulations to safeguard the privacy of all patient medical records

· All patient charts are turned where their name cannot be viewed by other patients

· All volunteers and staff sign a commitment to confidentiality in their orientation program
· All medical records are maintained in the clinic and are not removed from the clinic property under any circumstances

· Patient’s medical information is not shared with any individual or agency unless the patient has given written permission
Access to Patient Medical Records

Charlotte Community Health Clinic, Inc. medical records are confidential. The following guidelines are the only exceptions that medical records will be used without a patient's consent: 

· Health care workers who have a need for the records to care for a patient

· Qualified people or organizations that perform services such as data processing, medical record transcription, microfilming, administrative functions, or other such related services

· Qualified people or organizations for approved research and education functions

· Certain government authorities, as permitted or required by law, to investigate or regulate health related issues such as child abuse, communicable diseases, and prescription drugs

· Medical records for disability claims will be provided to requesting agencies once a signed consent is obtained from the patient. Records will be provided within seven (7) business days of receipt of the signed consent. The following outlines the procedure for record requests for disability claims
· Records requested by the State will be faxed or mailed (if envelope provided) and the State will be billed their established fee of $15.00

· Records requested by an attorney will be copied and made available for the patient to pick up and deliver to the requesting attorney. The attorney will be billed per page based on state statute 90-411 Record copy fee. (see attached invoice and statute)

· Additional records will be sent as requested and based on receipt of any previous billed amount

· Records will be placed in a sealed envelope with a patient sticker on the front and placed in the designated box for patient pick up in the front office

· Patients will be notified by phone when the records are available

· A notation of the response to the request will be made on the consent for release, noting the date and initials of the staff member
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