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Course Learning Objectives

• Articulate major patient safety and lawsuit risk areas that are affected by quality of 
documentation. 

• Anticipate when more thorough documentation and direct communication with 
other providers may reduce adverse outcomes. 

• Discuss how much documentation is enough for a given clinical encounter. 

• Describe clinical situations where documentation may enhance physician-patient 
shared decision making to improve patient safety. 



Important Disclaimers for this Presentation

The information provided in this presentation (including these slides) does not, and is not intended to, constitute 
legal, medical, or other professional advice; instead, it is for informational purposes only. Information provided in 
this presentation should not be relied upon for personal, medical, legal, or financial decisions and you should 
consult an appropriate professional for specific advice that pertains to your situation. You should not act or 
refrain from acting based on information in this presentation without first seeking legal advice from counsel in 
the relevant jurisdiction. Only your attorney can provide assurances that the information contained herein–and 
the interpretation of it–is applicable or appropriate to your particular situation.  

Health care providers should exercise their professional judgment in connection with the provision of healthcare 
services. The information contained in this presentation is not intended to be, nor is it, a substitute for medical 
diagnosis, treatment, advice, or judgment relative to a patient’s specific condition. 

The information in this presentation may undergo periodic changes. You should consult with your legal counsel 
or other professional to ensure that the information contained in this presentation has not changed. 



Disclaimer Financial Disclosures

The material presented here is based on formal 
education and training, evidence-based research, 
Copic recommendations, guidelines and best practices, 
and personal experience. This content of this lecture is 
by no means legal advice. Each provider assumes 
responsibility of the potential risks associated with each 
educational management procedure, and to remain 
updated on best practices for any patient related 
procedures.

Providers participating in any Copic related workshop, 
do not hold Copic or the physician instructor  liable for 
any consequences of individual choices, and personal 
practice. All patient related outcomes are ultimately the 
responsibility of the provider.

“NONE OF THE PLANNERS, REVIEWERS, AND 

FACULTY FOR THIS EDUCATIONAL ACTIVITY, IN 

THE PAST 24 MONTHS, HAVE RELEVANT 

FINANCIAL RELATIONSHIPS TO DISCLOSE WITH 

INELIGIBLE COMPANIES WHOSE PRIMARY 

BUSINESS IS PRODUCING, MARKETING, SELLING, 

RESELLING, OR DISTRIBUTING HEALTHCARE 

PRODUCTS USED BY OR ON PATIENTS.”



 Accreditation & 
Designation Statements

Process for 
Claiming Credit

For nursing the number of credits designated is the 
number of credits awarded

Copic is accredited as a provider of Continuing nursing 
education (CNE) by the American Nurses Credentialing 
Center's Commission on Accreditation (ANCC). This activity 
was designated for __ nursing contact hours. 

In order to earn CNE credit learners should complete the evaluation 

questions that will assess if nurses have learned the most important 

recommendations and conclusions from this course. Each LIVE 

activity consists of the full participation of the learner, and a course 

evaluation. The evaluation will open after the learning activity is 

completed.

Process for Completing the Activity: 

1. Read the target audience, learning objectives, and 

financial disclosures.  

2. Complete the LIVE educational activity.  

3. Complete the activity evaluation on Copic's LMS platform 

and/or Survey Monkey

It is estimated that this activity will take approximately X hours 

to complete.



Standard for Documentation

• Range of Acceptable Practices
• Professional Peer

• Reasonable and Realistic 
Documentation

• Other Entities Affect This (?ruin this?)
• Hospital Policies

• Billing

• Quality Metrics



How Do Charting Issues Affect Lawsuits?

• Odds of needing to make payment increase 140%*

• Severity:  Average payment is 54% higher*.

• Nursing*:
• 30% of all cases arise from documentation failures

• 65% of documentation cases require payment

• *Source:  2024 Crico-Candello Documentation Liability Report



What is the 
“Standard”?

Who decides?

• Patient?

• Judge? 

• Attorneys?

(Hint: It’s All of the Above!)



Thank God this is Automated….

• EHR’s have not made this 
easier.

• 4,000 clicks to complete a 
single EM shift.

• Significant noise is present 
in current documentation. 



Pro Tips from Defense 
Attorneys

• Favorable:

• Clear

• Timely

• Outline thought process

• “Tight ship”

• Unfavorable:

• Inaccurate

• Speculation or jousting

• Template-based without clarity



What Not to Chart – Jousting, Editorializing

•Result of Jousting:
• Being named in a lawsuit 

• Impair Defensibility

• Reputation w/ Colleagues

• Eroding patient confidence



Check Boxes: 

History (cont):

 Times:
  Bad
  Best
  Better
  Good
  So-so
  Worst

 Age of:
  Aquarius 
  Foolishness
  Gilded
  Wisdom

 Epoch:
  Belief
  Futility
  Incredulity

 Season:
  Darkness
  Light
  Spring
   Hope
   Delight
  Summer
  Winter
   Despair
   Discontent

Assessment:

 Before us:
  Everything
  Nothing
  Something

Plan:

 We are all going
  Heaven
  Other

Free Text:



Auto-/Pre- Populated Template Example

14



Auto-/Pre- Populated Template Example
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Template Example: The Free Text Charting

16



Metadata- you can’t fool the EHR…

Your EHR is watching you…

• Every keystroke, mouse-click, screen viewed, record viewed

• With user ID and timestamp

Can support or impeach 
testimony

“How long did you spend?”

“When exactly did you 
review that?”

“Did you notify the lab?”



Correction Guidance
1. Patients have the right to request amendments to their records.

• 60 days to comply

• The patient must be informed when the change is made

• Other recipients also need to be copied when a change is done at 
patient request

• There can be a single 30-day extension with a written statement of the 
reason for delay

2. OR—provide a written denial.

• The patient must be informed of the reason

• The individual may file a statement of disagreement; 
or request the request for amendment become part 
of the record

• The provider may file a rebuttal

• Lots of documentation requirements



Mythology: “If I write a really long note, then
I’m covered for whatever happens.”



Mythology: Disclaimers Protect from Poor 
Documentation

“Dictated but not read.”

“This is a preliminary 
document subject to 
change” 



Do Disclaimers “Protect” You?

A. “We aren’t responsible for anything 
that might be wrong in this report.”

B. “If you believe there are errors in this 
report, please contact your provider.”



Late charting

• OK, stuff happens

• Transparency

• What occurred in the meantime?

• The patient developed a complication
• New data was delivered
• The situation changed
• You forgot something that was 

important at the time

• Information Blocking Rule…?

• Every hour increases the chance of 
intervening events



The “30-day Standard” is a Myth

• HIPAA never allowed a routine, 
30-day delay on record access:

• You were at risk of fines and 
jail on day 31

• An additional 30-day extension 
was sometimes allowed, under 
certain circumstances

• Now, the Information Blocking Rule 
states:

“Without delay”



Clarity in Documentation that will be Shared



Does Legibility = Clarity?
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UP IN GC W/TT ATTACHED. 
NO S/S DIST. NO C/O PAIN. 
VSS. SKIN W/D. LSCTA. BS 
PAL x 4 Q. BILATERAL PPP. 



Copy / Paste May Save Time, but…

2.12.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant

2.19.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant

2.26.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant

3.05.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant

3.12.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant

3.19.15 - Mr. Baggins is here today for his 3rd 
course of chemotherapy. He has had no significant



Mythology:

“If it wasn’t documented, it didn’t 
happen!”



…but, it was documented, so it 
must have happened…(remember 
metadata)

Pass the eyebrow test?



Template Example
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Documentation Matters when it 
Matters- Obvious in Retrospect!!

The vast majority of medical encounters 
are not risky about the standard of care.

 Some are:

• Acute neurologic presentations, 

• Chest pain,  

• Acute surgical abdomen, 

• Acute sepsis, 

• High risk infections, 

• High mechanism trauma 



Pearls in Ortho Documentation:

• The mechanism of injury in the 
trauma, when known, drives the need 
for the complexity of the 
documentation.  

• Contemporaneous findings and 
decision making in:

• Vascular compromise, 

• Compartment syndromes 

• Serious complications in post 
procedure setting



Documenting the Dreaded “Incidental Finding”- How to 
Close the Loop

CASE:

• MVA to ER 

• Abd CT-- neg (except for renal 
nodule)

• Ortho on-call took to OR; 
Admitted x 48hr

• D/C to f/u ortho clinic 

• Three years later hematuria

• RCCa and mets



Case: Incidental Finding

Out of town ER with stone, managed in-pt.

CT scan with adrenal nodule.

Note says “Follow up with local urology 
when home” No documentation pt told. 

Stones managed; 

Three years later metastatic cancer.



Case: Medication Complication Recognition
• Pt on TMP/SMX for prostatitis

• Referred to derm Day 5 for new rash skin and around mouth, 
“achy” 

• MA told derm request- derm told MA to tell pt to go to ER as 
could be worrisome reaction.

• Pt did not go for 2 days.

• Dx SJS/TEN, Burn unit for 4 weeks

• Pt alleged derm office didn’t make clear that needed to 
“immediately go” to ER and didn’t make clear that life-
threatening condition present.

• Telephone note only says “pt called for appt and advised ER 
would be better”

• Lawsuit!



Anesthesia- Enhanced Documentation

• Endoscopy in surgery 
centers

• Falls

• Fires

• Distractions

• Airway plans

• Teeth!!!!!!!



The EMR Problem List Makes it Clear What to Address…



Does documenting vital signs matter?

• Often incomplete or implausible. 
• When abnormal, lack 

documentation of the thought 
processes for the etiology of the 
abnormalities.  

• Repeating vitals, attention to 
discharge vitals, and shortening 
the window for re-evaluation are 
all strategies for the abnormal 
vitals.

•  The respiratory rate is the vital 
sign most often absent, inaccurate 
or ignored. 



The Consent for Spine 
Exploration and Fusion

There are no guarantees-
anything can happen



Subsequent newspaper headline:

• “Denver jury awards 
paralyzed patient $5.8 
million.”

• “The jury agreed that (M.D.) 
did not sufficiently inform 
(patient) of the risks of the 
surgery.”



Why is informed consent important?
1. Legal requirement.

2. Better health outcomes with chronic 
illness.

3. Better surgical outcomes:
 a. Less pain medicine
 b. Decreased hospital stay
 c. Quicker recovery

4. Better compliance with treatment plans.

5. The Goal is “Shared decision making.”

6. Remember the process vs. the permit.



We’ve Seen Informed Consent……

By the MA or 
RN

Cataract 
consent for 

Lasik

When patient 
already sedated

Minimized risks
No signature by 

witness or 
patient

Received 
different 

materials than 
listed



Common Allegations

“Never saw the 
doctor”

“I was pushed 
into it”

“I was sedated”

“The doctor 
never went 
through the 

form”

“That specific 
risk wasn’t 

listed”

“The form 
wasn’t signed”

“The risks were 
minimized”

“They didn’t 
discuss the 
alternatives”



Documentation that matters- Procedural

• Timely

• Accurate- templates and copy/paste

• Consent and expectations

• Op notes

• Complications and Response

• Jousting management

• Informed refusal



Medication Prescribing?

• Is consent required?

• Is documentation of consent 
required?

• What would be the benefits of 
an adequate informed 
process?



Informed Refusal

• Recommended procedures

• Recommended higher level 
of care – ER, hospital, 
specialist, etc.

• Note in chart vs. form



Social Media – NO!
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So I have a patient who has chosen to either no-show or be late 
(sometimes hours) for all her prenatal visits, ultrasounds, etc. She is 
now 3 hours late for her induction. May I show up late to her delivery?? 
#annoying



Where are we headed? Will AI fix everything?



Specific Questions

• What are the most common 
documentation mistakes you see 
in physician offices?

• How detailed is “detailed enough” 
when documenting a patient visit.

• What are the biggest 
documentation risks associated 
with copy-forward or templates?

• How can physicians effectively 
use templates without creating 
liability exposure?

• What are the essential elements 
that must be documented when 
pathology results are 
communicated to a patient by 
phone?

• How should corrections or 
addenda be handled properly in 
the EHR?

• Should I document when a patient 
is verbally abusive?  What other 
times should I document a 
patient’s behavior?

• How do you document a patient’s 
bad behavior in their medical 
chart?



Specific Questions

• Do I really have to enter a chart 
note for every patient phone call?

• During a malpractice case, what 
part of the medical record is most 
heavily scrutinized?

• What documentation habits 
protect providers from liability?

• How should clinical reasoning and 
medical decision making be 
documented to reduce risk?

• How important is documenting 
follow up plans and return 
precautions?

• What is the best way to document 
patient noncompliance or missed 
appointments?

• How important is documenting 
patient education and 
understanding?

• What documentation 
responsibilities fall on providers vs 
clinical staff?

• What are the top three 
documentation changes a 
physician office can implement 
immediately to reduce malpractice 
risk?



Thank You!
Eric Zacharias, MD

ezacharias@copic.com
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