Documentation in the ambulatory setting

Approach to patient with pain:

“OPQRST”

· Onset- when did your pain start? Were you doing something that brought on the pain?

· Palliation/Provocation- what makes your pain worse? Better? Have you tried any OTC medications? Heating pads, ice, etc?

· Quality of pain- is dull/aching/sharp/shooting? Have you ever had this type of pain before? Show me where it hurts?

· Radiation- is your pain localized to one area or does it radiate?

· Severity- rate your pain on a scale of 1 to 10.

· Temporal- is your pain worse at a certain time of day or night? After certain activities or rest?

**For all patients on opiate pain medications:

· Run a MAPS and review it

· Review previous UDS and get a new UDS at every visit

· Reevaluate need for pain medications with the above algorithm

New patient/“I’m here to establish care”
· If patient does not have any complaints, the HPI cannot be left blank.
· In all new middle aged and/or obsese, diabetic, hypertensive or dyslipidemic patients the following must be asked and documented in the hpi:

· Screening for CAD: how far can you walk comfortably? Any chest pain or shortness of breath with exertional activities such as climbing stairs, exercising, lifting boxes or cleaning around your house?

· Screening for sudden death in the family

· Screening for DM: any unintentional weight loss? Polyuria? Polydipsia? Blurred vision?

· Sexually transmitted infections/high risk sexual behavior

· For females: Age of menarche, length of menstrual cycle, duration of menses, # of pads soaked

· Medications (prescription, OTC, herbal)

· Lifestyle risk factors (sedentary, alcohol, illicit substances, tobacco use)

· Domestic violence/home safety (including presence of guns)

· Ask about PMH and medications used for any comorbid conditions. 

· Compliance with medications should be assessed and documented.
· Medication reconciliation 

· Previous age appropriate screening (including diagnostic tests and immunizations).
Patients with DM

· Date and value of last HbA1c

· Assses compliance with oral hypoglycemics and/or insulin. If patient isn’t compliant, reason for non-compliance needs to be assessed.
· How often is patient checking CBGs at home? If not checking, why not? 

· Review home fasting, and random CBGs

· Any episodes of hypoglycemia? Any symptoms to suggest hypoglycemia

· Use HbA1c and home CBGs to guide modification of therapy

· Evaluate for CAD via symptoms of angina, LE edema, visual disturbances, etc

· Last ophthalmology appointment

· Microalbuminuria

· Diabetic foot exam needs to be done and documented in the physical exam

Post-hospital discharge

· Dates of hospitalization
· What was patient discharged on? Any changes in preexisting medications?
· How has patient done since discharge? Has condition improved, worsened or remains unchanged since disharge?
· How is patient doing today?

· If patient was hospitalized at an outside institution, it’s your responsibility to obtain records.

*Need to document progress/change in condition since discharge*

