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1150 Hungryneck Blvd. Suite C-166

Mount Pleasant, SC  29464
Phone:  866-496-0062

Email:  MOD@inscribe.us
                            

 Revision date: 05/20/2015                                                             
Account standards are exceptions to the Basic InScribe Standards and take precedence.  If an issue is not specified in your account standards, you are to refer back to InScribe Standards.  

All standards will be periodically updated.  A copy will be kept in Filezilla for easy access with all updates.  

Any new information between updates will be provided by Management and you will be responsible implementation of new information.   
FIVE POINT VERIFICATION PROCESS

1.  The MT verified the doctor’s spoken name to the entered ID.

2.  The MT verified the patient’s spoken name to the entered ID.

3.  The MT verified the report’s spoken content with the entered report work type.  

4.  The MT verified the visit/encounter’s spoken date to the logical account in the clinical system.

5.  The MT verified the entered order with the order description in the clinical system.  
EVERY MAMMOGRAM CREATED BY INSCRIBE MUST HAVE BIRAD CODES AND FOLLOW-UP VERBIAGE! EVERY SITE MAY HAVE A LITTLE DIFFERENT FORMAT, BUT THERE ARE NO EXCEPTIONS. 

THIS IS A STATE AND FEDERAL REQUIREMENT - LEAVING THEM OUT PUTS OUR CLIENTS AT HUGE RISK.
BASIC INSCRIBE STANDARDS
	Abbreviations 
	Abbreviations cannot be used in:  

· Admission diagnosis 

· Assessment

· Assessment and Plan if they are combined 

· Cause of Death

· Diagnosis

· Discharge diagnosis

· Final diagnosis

· Impression

· Operative name

· Postoperative diagnosis

· Preoperative diagnosis

· Procedure name 

We DO NOT abbreviate medications:  i.e. vanc, gent, amox, epi

This list is not inclusive, samples only are provided.    

Joint Commission has a list of do not use abbreviations (these can be found on Internet).

Abbreviations in the body of a report are to be transcribed as dictated (if facility standards do not specifically address this).  Example:  Dictated CABG under past medical history, transcribe CABG and do not expand.  (Look for site specifics first). 

Exceptions to abbreviation mandate: 

· Do not expand abbreviations that have two meanings, i.e. ASCVD, PE cannot be expanded

· Laboratories/diagnostics (see below). 

Do NOT expand abbreviations for laboratory studies/diagnostics/ specified measurements.  This list is not inclusive, samples only are provided.    

· ANA

· BMP

· BNP

· BUN

· cc 

· CBC

· CK-MB

· CMP

· CPK

· CT 

· FANA

· HIDA

· INR 

· KUB

· L

· MCHC

· mL

· mm

· MRI

· PA

· PSA

· TSH

· cm



	Acceptable short forms of transcription
	The following short forms are acceptable:

· segs

· polys

· labs (except in a header)

· exam (except in a header)

· IV
· Is and Os (okay to leave as is if dictated but expands to intake and output if you choose to expand.


	Accu-Chek versus accuchek
	Accu-Chek in all instances, not the generic form of accuchek. 

	ACE vs Ace
	· ACE inhibitors - all capital letters when abbreviation form is allowed (unless in Diagnosis, Assessments, etc as above)

· Ace bandage - capital A and then lower case for the other letters

	Addenda
	Each account has specifics for how to handle addenda but you never combine dictations by one physician on another physician’s report.   If the same physician adds an addendum to his original report, we add the addendum to the original report unless otherwise addressed in the site specifics.  If a physician other than the original dictator creates an addendum, a separate document MUST be created.  

*ALWAYS WHEN ADDING AN ADDENDUM TO ANOTHER MT’S REPORT ADD THE FOLLOWING BYLINE UNDER THE JOB ID# (or signature block) using #8 font and italics:  Addendum by IS/xxx 02/22/2015 1315 CST (or your time zone) Job #1234567



	Age
	All ages should be transcribed numerically.  

A 3-month-old child, 3-1/2-year-old child (use the hyphen).  

A 3-month old, 3-1/2-year-old (hyphens).  



	Allergies, Formatting
	Should be treated as a heading in bold and caps. Example:

ALLERGIES:  SULFA DRUG, CODEINE. 
ALLERGIES:  NONE.

  

	Blanks
	There are three LEGITIMATE reasons to send a report to QA for review after being released to production.  These are:

· I CAN’T HEAR IT

· I CAN’T FIND IT

· I’M NOT SURE ABOUT IT



	Bolding, format
	We bold and capitalize headers unless facility standards state otherwise.  If your account is backend Meditech – bolding will not cross over and therefore unnecessary.  



	cc - medication dose
	Joint Commission has determined that “cc” is a dangerous abbreviation.  Transcribe “mL” in place of “cc” use the form “mL” unless otherwise specified. 



	Carbon Copy
	Internal Recipient: Send fax to preferred routing

External Recipient: Fax if given fax in dictation. If not, send report to HIM printer with recipient name in cc block. 

Unknown Recipient: Name in cc: block, send report to HIM printer. 

Report to be mailed: MT will include entire address in Recipient Line and send report to HIM printer.  *Dictating physician, patient’s chart, referring physicians, dictating physician’s office DO NOT ADD A cc for these.  This is automatic.  

(Directions may be found in platform manuals for adding printers and faxes)  

	Carbon Copy, Include Add-On Reports, Transcription
	If the dictator wants to include other reports with a dictated report or letter, they will dictate the carbon copy like this: “CC to Dr. John Smith, and include the pathology and radiology report for this visit.” The transcriptionist will format the CC as: 

cc:   Dr. John Smith, Pathology & Radiology Report



	Carbon Copy, Dictating
	If the dictator wants to send a copy of a report to a person outside of the hospital staff, they will need to dictate “CC this report to Dr. John Brown at fax number 516-234-1234” [or “Mail to 123 Long Street, Jackson, TN 32657] and send a copy to HIM printer. 

(Directions may be found in platform manuals for adding printers and faxes)  


	Carbon Copy, Searching for Recipient
	Any outside carbon copies should be routed to Medical Records Director Printer or other designated printers depending on your platform.  (Directions may be found in platform manuals for adding printers and faxes)  



	Carbon Copy, Adding fax number.
	Directions may be found in platform manuals for adding faxes.  

	Changes to Reports, Rules

 
	1. Only the original dictator may make changes to the body of a report.  

2. Information from one dictator cannot be added to another dictator’s report.  

3. Personnel other than the physician may call in changes to demographics, disposition, carbon copies, etc., but not to the body or text of the report. 



	Code Status
	 Should be treated as a heading in bold and caps. Example:

CODE STATUS:  DO NOT RESUSCITATE. 

CODE STATUS:  NONE.  or CODE STATUS:  FULL.
We DO NOT expand, bold and cap when the doctor is clearly just discussing a conversation about DNR/DNI status.  i.e.  “I discussed with the patient and the family regarding placing the patient on DNR/DNI status”.  This should be capped, but NOT bolded and not expanded.  

	Combined Headings
	Headings may be combined when the dictator dictates both topics in one paragraph.



	Contractions
	We do not use contractions. If the dictator says “doesn’t”, we transcribe “does not”.



	Correcting  a Report
	DO NOT MAKE CORRECTIONS OR EDIT A REPORT UNLESS SPECIFICALLY INSTRUCTED TO DO SO.  If you are instructed to do so, to avoid confusion at the facilities, you must add a notation at the bottom underneath the original date/time transcribed and initials.  In the same font and font size but in italics, simply state something like:

Edited by IS/xxx 08/22/2011 at 5:21 p.m. CST 

This lets the facility know which report is the most up-to-date in editing.  Again, this is by direction only.  Many platforms DO NOT allow for editing due to interface restrictions.  



	Date Format
	EXTEXT TRANSCRIPTION PLATFORM:  We use this format when transcribing dates: 09/05/1996. We use slashes and add a zero (0) before single-digit days or months.

 If dictated as April 2011 or April of 2011 put in date format of 04/2001.  Account specifics may vary on this directive.  

HMS TRANSCRIPTION PLATFORM:  We use hyphens in date formats on HMS to be consistent with the pregenerated HMS templates -- 

09-05-1996. 

We use hyphens and add a zero (0) before single-digit days or months.

 If dictated as April 2011 or April of 2011 put in date format of 04-2001.  

	Date of Service
	1. Hospitals:  If the date of service is not dictated, we create a header for the date (Consults, Procedures) but leave it blank. This notifies the client that it was not dictated.

2. Progress notes: Use the date of dictation unless the dictator states it is for a different date.  

3. Clinics:  If the date of service is not dictated, we use the date of dictation.



	Dates, Redundant
	We never transcribe any date that appears automatically in the demographics unless requested by the client.  

	Deleting Documents 
	Documents may only be deleted by the HIM Director or by the InScribe Managers. This is to ensure that all deleted documents are backed up to a secure location prior to being eliminated from the systems.



	Diagnosis, Missing


	Dictators sometimes dictate a complete report but do not give the “Clinical Impression,” “Assessment,” or “Diagnosis.” We never insert any information that should have been provided by the dictator, regardless of the fact that we know it was inadvertently missed. 


	Dictation Discrepancies 
	When dictator inconsistencies are used, please UNDERLINE these discrepancies to call it to the attention of the coders at the facility.  *Transcribe as dictated notation should be used.

This notation is acceptable when a TRUE discrepancy occurs.  A TRUE discrepancy is defined as follows:

“right vs left”

“BKA vs AKA”

“conflicting lab values from the same study”

“conflicting medication dosages”

“a misspelled medication that you cannot with certainty correct the spelling”

In these cases you would underline the discrepancy and type directly underneath the signature block using an asterisk, in italics and using #8 font *transcribed as dictated

We are allowed to implement “Intelligent Disobedience” and correct an obvious error in dictation.   Or if discrepancies can be verified through research in the patient’s EMR records.  

Examples:

Dictated:  The patient’s BUN improved to 22 and 1.4. 

Transcribe:  The patient’s BUN improved to 22 and creatinine to 1.4.

Dictated:  Heart rate 99.4, respiratory rate 19, pulse 81.

Transcribe:  Temperature 99.4, respiratory rate 19, pulse 81

	Dictation, Inappropriate 


	Transcriptionists are instructed to place an asterisk (*) after inappropriate phrase the right margin, for remarks made by the dictator that are deemed inappropriate, inflammatory, or vulgar. Reports with these types of remarks will be sent to QA and a notification sent to the manager, who will not release the report, but will contact the facility representative immediately. The facility representative will determine the necessary disposition. Inappropriate dictation creates a risk management situation, and alertness on the part of the transcriptionist to dictated information is encouraged. 

**this does not apply in cases in which the dictator is directly quoting the patient; transcribe as dictated and send normally***

	Dictation Pattern
	If the dictator dictates headings (e.g. “HEENT”), the transcriptionist will create the headings in uppercase followed by normal text. If no headings are dictated, and the dictator is dictating in predictable pattern, headings may be created by the transcriptionist (HISTORY OF PRESENT ILLNESS, CHIEF COMPLAINT, SUBJECTIVE, etc.  If dictation is sporadic and not in pattern, the transcriptionist will type in paragraph format.

*PNs and clinic notes are in SOAP format – subjective, objective assessment, plan should be used if not dictated or incorrectly dictated.  



	Dictation, No Audio 


	If the MT listens to the ENTIRE voice file and there is no dictation, reject the job, then go to job lister, sign the job off and follow account specifics regarding the report.  Do NOT create a blank report for this empty voice file unless the facility requests it.  Always refer to your account standards for special handling.     



	Double “l”
	Doubling the l and adding "ed" or "ing" in words like total and trial are a British and Canadian custom; while here in the States we transcribe totaling rather than totalling, trialed rather than trialled, canceled rather than cancelled and counseled rather than counseled.



	Drug Names, New
	Dictators are asked to help educate us by spelling new drugs. While we keep the most up-to-date reference material, physicians often prescribe new medications not yet available within our reference material. We then communicate this information and it becomes an educational initiative for the InScribe staff. 



	Drug Referencing
	If the drug is generic, it is typed in lowercase. If it is a brand name, the first letter is uppercase and the remainder is lowercase. Use reference guides to determine proper capitalization and spelling of all drugs.  If the manufacturer displays medications (on the web or other sources) in all caps, please do not do the same in your reports.  It is disruptive to the records and distorts the flow of the report.  However, in the use of idiosyncratic capitalizations, it is optional (i.e. pHisoHex, GoLYTELY or RhoGAM).   

Drug abbreviations:  Do not transcribe drug abbreviations.  Examples include:  HCTZ (expand to hydrochlorothiazide), Nitro (expand to nitroglycerin).  List is not inclusive. 



	Duplicate Reports
	When you receive a yellow triangle on the DIS (Patient Information Screen) in ExText advising that this is a duplicate report, you must do the following:

1.  VERIFY by checking the patient’s chart (Ctrl-Search and MRN #) and viewing the original document to confirm that the report has in fact been entirely completed.  If your dictation is a duplicate report, then go the job lister and sign that job off under the MT’s name that transcribed it.  

2.  If there is not a duplicate report, then proceed to transcribe the report. 

If you load a voice file for what appears to be a duplicate job for the same patient (2 HPs, 2 DC Summaries, etc) under a different job #, transcribed the report normally and send to the facility.  It is not our responsibility to choose which report should go into the patient record. 

***All platforms can be checked for duplicate voice files***  



	Expansions
	Do not expand an abbreviation, and then place the abbreviation in parenthesis.  Example:  Coronary artery disease (CAD) – NO!   

	Five-point Verification Process
	When an MT receives a voice file to transcribe, they are responsible for verifying the report identifiers. The following steps are required for each new document:

· Provider ID Field: We verify that the dictator’s dictated name matches the Provider ID name. 

· WT Field: We verify that the selected WT matches the dictated report. Sometimes a doctor enters a 1# for an H&P, but meant to enter a 2#. It is obvious when you listen to the dictation that the wrong WT was selected. 

· MRN Field: We verify that the MRN entered by the dictator matches the dictated patient name. If there is a mismatch, we always take the DICTATED name over the entered name.

· Visit Field: We verify that the selected visit matches the admission and discharge dates in the system.

· Order Field: (Radiology Reports) We verify that the selected order matches the date of the study.  

If there are ever any doubts about identifiers, place the document in QA.



	Followup/

Follow up

Workup/

Work up
	From AHDI Book of Style:  Followup/Follow up synonymous with Workup/Work up

Use followup or follow up for the noun and adjective forms.

The patient did not return for followup.

The patient did not keep his followup appointment.

Use follow up for the verb form.

The patient was instructed to follow up in two weeks.

We will follow up with regular return visits.

	Font Size & Style 
	The transcriptionist is never to change the default font size and style. If the transcriptionist sees an error in the template, they need to email an InScribe Manager with the correction request. 

ExText font is Ariel 11.  



	Fractions
	We always put a “0” before a fractional number (less than whole number 1). Examples: “.8” will be written “0.8” and “.54” will be written “0.54”.



	“g” for grams
	We do NOT substitute “g” for grams as it is considered a dangerous abbreviation. Always spell out the word grams. 



	Genus/

Species
	No italics - Per AHDI BOS- Third Edition.  

· Always capitalize Genus name and its abbreviated form when accompanied by a species name.  

· Always lower case species name.  Lower case genus name used in plural and adjectival forms.  Example:  Group B strep or staph infection. 

· When abbreviating, use C difficile (AHDI) prefers without a period).  Do not hyphenate (C-difficile).  Always spell out genus (difficile) though you may abbreviate Clostridium (C).  By the same token, Staphylococcus aureus would be S aureus; Haemophilus influenza would be H influenza (not H flu).

· 

	Grammatical Errors


	Our transcriptionists correct simple grammatical errors unless they do not know what the dictator is trying to say. They are careful not to in any way affect the meaning. We utilize grammar-checking software before ending the report to help us locate grammatical errors.



	Gross Review


	Before an InScribe MT completes a document, they must scroll through it to make sure everything is in the right place. Make sure the second page is correct, widows/orphans rules in place, letter headers, etc. In short, verify that the document is in “good form.” 



	Headers, Editing System Information
	We never, ever, delete or type over header or footer fields filled in by the system. If a DOS is does not automatically populate when the visit ID is chosen, you may double click on the header and insert the DOS.  If a date in the header is incorrect, it is because the correct visit has not been chosen for the DOS.  That must be verified.  



	Headers, 

Pre-Formatted in Template
	 We do not hard-code headings because we are mandated to follow the dictator’s order versus changing the order to fit a form. Instead, the MT will insert subheadings via expansion software as the doctor dictates the order of the subheading, leaving out any headers that were not dictated.  This should be verified by management and reflected in facility standards.


	H&H/

Hemoglobin and

hematocrit
	From AHDI Book of Style:

Hemoglobin and hematocrit values are often dictated “H and H” or “H over H.”  For clarity, translate the abbreviations into their respective terms and place each value with the correct term

D:  H and H 11.8 and 35.3.

T:  Hemoglobin 11.8 and hematocrit 35.3. 


This applies also to ANY lab values dictated in a similar fashion (including BUN/creatinine and PT/INR). 

	Heading Format 
	Headings are ALWAYS capitalized, followed by a “:” and 2 spaces:
HISTORY OF PRESENT ILLNESS:  [Begin text...]



	 Hospital or Facility Department Names

AHDI BOS 

56-57


	If there is no hospital name preceding the room or if the name comes after the room name, use lowercase.  (It is a common noun in this case.)  The patient presented to the emergency room at Martha Jefferson Hospital.  The patient was evaluated in the emergency department.

If the name of the hospital precedes the room, use uppercases.  (Proper noun in this case.)  The patient presented to Martha Jefferson Hospital Emergency Room by ambulance.



	Incomplete Documents
	 If the account specs do not address incomplete dictation, then the document may be released to the facility with the notation “DICTATION ENDS HERE”.  Your account may request that the document be placed in Facility Review so please consult your standards.  If EVER IN DOUBT place the document on QA hold and send a ticket to qa@inscribe.us for possible NFR process.  



	Indention
	Indention is not allowed due to the upload constraints of HMS and Meditech. All text is left-justified.  Turn off all auto indention features, including numbered lists.



	Inserting an anomaly
	When inserting anomalies in ExText or ExEditor, please DO NOT add what you think you hear (s/l) statements as this can confuse or influence the QA Tech when trying to resolve the blank. Ctrl+E function for your anomaly insertion <________> is all that needs to be inserted along with the timestamp if not being sent to the facility.  

For HMS and Meditech accounts enter 10 underscores with the brackets as follows: <__________>. 



	Italics
	From AHDI Book of Style:

Avoid the use of italics in medical transcription, even with foreign words and phrases, genus and species names, or for emphasis.

For titles of books, periodicals, plays, films, long poems, paintings, sculptures, and legal case titles in text, use either italics or underlining.

We refer to The Surgical Word Book often.

or We refer to The Surgical Word Book often.

or We refer to “The Surgical Word Book” often.



	Job Numbers
	Job numbers are manually added on several of our platforms.

· MEDITECH Magic Workstation:  Hit enter x2 below the last line of your text and type Job #xxxxxxxx.  

· HMS:  Each HMS account has specific formats listed in the site standards that we follow.

· ExText and ExEditor automatically generate their own signature blocks.

Other platforms have site specific directions.  

	KCl, Kay Ciel, potassium chloride.
	Kay Ciel is the brand name for potassium chloride.  KCl is the chemical name.  Kay Ciel has been discontinued.  Unless for some reason the dictator spells out K-a-y C-i-e-l, spelling it for you, you should use potassium chloride in ALL instances.



	Laboratory Data
	When multiple lab results are given, separate related tests with a comma, unrelated tests by periods.  Hematology values are separated by a comma but a period should be placed at the end of the hematology values before beginning the chemistry values.  

Labs:  Expand to LABORATORY STUDIES.  

          HCT expand to hematocrit, HG expand to hemoglobin.  NA

          expand to sodium, etc.

Exceptions:  MRI, CT, INR, TSH, AST, and ALT we do not expand.  

If both labs and radiology, ultrasounds, EKG and other diagnostic tests are done use header DIAGNOSTIC STUDIES and separate laboratory values from radiology or other diagnostic tests. 



	Mrs-Miss-Ms
	We do not use Mrs. or Miss in our medical documents.  Please use Ms.

 

	Medication Format
	· Always use a separate heading. 

· If there are multiple medications place in a numbered list with the exception of discharge summaries (see note below) 

· If only one is dictated do not number Type as follows:

                  MEDICATIONS:  Lasix.  
· Discharge summaries - If dictated in paragraph form, it is acceptable to transcribe in paragraph form.     



	Medication dosing
	Expand all medication dosing including: 

· PRN (as needed). 

· bid (twice daily).

· tid (three times daily). 

· po (by mouth or orally - say the sentence.  Which sounds

        better?). 

· ac (before meals). 

· pc (after meals). 

· hs (at bedtime).  

· daily (daily or every day). 

· 3 tablets daily is transcribe as three tablets daily. 

· NPO (nothing by mouth) 

The list is endless; please question Evaluation Team if unsure.  

Medication combinations:  

· Dictates:  lisinopril slash hydrochlorothiazide, 

          Transcribe:  lisinopril/ hydrochlorothiazide 

· Dictates:  lisinopril and hydrochlorothiazide, 

          Transcribe:  lisinopril and hydrochlorothiazide 

K should always be expanded to potassium.  



	Milliliters per hour
	Should always be transcribed as “mL/hour”

	Milliliters per minute
	Should always be transcribed as “mL/minute”

	Narrative Format
	The dictator is informed that, if they dictate in narrative form, the MT will transcribe the report in paragraph, or narrative format – without headings.



	Non Words:

Wictionary
	Write non-words together UNLESS it obscures the understanding or pronunciation of the word:

The prefix non- may be joined to a word by means of a hyphen, which is standard in British usage. In many cases, especially in American usage, non is joined without a hyphen, but a hyphen is preferred if its absence would obscure the understanding or pronunciation of the word. Some non- words rarely or never use a hyphen (such as nonentity). 

Non meaning not in phrases taken from Latin and some other languages, non is a separate word and is not hyphenated. Examples: non compos mentis, persona non grata. 

As non- is a living prefix, the list of words having the prefix non- is practically unlimited. 

Non- may be attached to nouns, verbs, adjectives or adverbs to negate their meaning. 



	Normal, Missing

	If a dictator calls a normal that is NOT in the normal database for that account, the transcriptionist will transcribe the called normal verbatim with a blank inserted prior to the request. (e.g. <__________> 02:13 “Insert my normal review of systems”) place the report in QA and send a QA ticket with NFR in the subject line for manager attention.  

        

	Normals, Using
	The dictator is given the ability to utilize “normals, canned reports, or templates.” These are sections of dictation such as Review of Systems, Physical Exam, Procedures, etc., which are the same every time (truly normal). These can be programmed into our system and a code assigned. When dictating, the dictator instructs the transcriptionist by saying…. “Use my normal Review of Systems.”  The use of normals helps to not only save the dictator time, but to ensure standard content to like procedures. 

You will find many times the normals have been created by MTs working in-house that do not follow the standards, either Inscribe or the account.  You are to edit these in the same manner you would your own report.  Account Standards rules followed by Inscribe Standard rules. 

 

	Number of reports per voice file
	MTs are instructed to manually create separate reports for each report in the voice file.  Please refer to these instructions in the ExText Manual if you are on a LifePoint account.  For Meditech or HMS accounts simply complete your document and begin a new one.  



	Numbering, Arabic, Ordinals and Roman Numerals.
	Arabic numbers:  These are numbers such as 1, 2, 3, 4, 5, etc.  They are to be used for:  Burn classification, cancer grade, chondromalacia grade, CIN-2 or CIN grade 2, degenerative joint disease grade, diabetes mellitus, EKG leads V1, V2, V3, Epworth Sleepiness Scale, Gleason tumor grade, GPA system (gravida – para – abortus), grade, heart sound, kidney disease stage, platelet factor, reflex, renal disease stage, TNM staging system and trauma score.  List is not inclusive.  

Ordinal Numbers:  These are used to indicate anatomic position or order in a series and are preferred but not mandated.  In health care records, all ordinals should be expressed as 1st, 2nd, 3rd, etc.  These should be expressed in regular type as some accounts do not support superscripting.  

Roman numerals:  These are numbers such as I, II, III, IV, V, etc.  These are used for:  ASA SCORE:  II.Axis designations for psychiatric diagnoses, Billroth anastomosis, blood factors, cancer stages, clotting factor, COPD stages, cranial nerves (though arabic numbers are acceptable here), decubitus ulcers, EKG bipolar leads, LeFort facial fractures, Mallampati airway assessment, New York Heart Association classification of heart failure, Salter-Harris fractures, and Wars.  List is not inclusive. 


	Numbering Topics, Single, Multiple and plurals


	Diagnoses, impressions, and assessments will be numbered and listed down the left margin if dictated by number. If the dictator dictates in narrative format, these will be in paragraph form. If #1 is given for only one diagnosis, and there is not a #2, it will be left unnumbered next to the heading: e.g.,

DIAGNOSES:
1.  Congestive heart failure. 

2.  Chronic obstructive pulmonary disease. 

DIAGNOSIS: Congestive heart failure. 

PLURALS:  Numbers - plurals: Preferred use is to add the s without an apostrophe to form the plural of single and multiple-digit numbers. 
Examples: Heart rate in the 100s. Systolic blood pressure in the 90s. 


	Numbers
	-According to AHDI, if it is anatomic, you may use ordinal numbers.  This is not mandatory, but optional, as long as it is consistent throughout the report or consistent throughout facilities. 

· The OM1 (first obtuse marginal) 

· Her 3rd (or third) rib showed a fracture 

· His 2nd (or second) office visit is tomorrow 

-Spell out numbers otherwise unless it is in reference to a lab value, suture size, measurement, physical exam notation, stage or grade of a disease, Apgar scores or medication dose, liters of oxygen, units of insulin and units of blood (transfusions). These should all be numbers and not spelled out. 

· The patient will follow up in two weeks. 

· For the last five to six days, the patient has had increased shortness of breath and cough productive of white sputum. – 
· The patient will return to the clinic in 10-14 days. 
· The patient was transfused 2 units of packed red blood cells 
· Apgar scores were 7 and 9 (an exception to spelling out numbers less than 10). 

· D: Fifty-six-year-old gentleman presents today with shortness of breath. 
· T: A 56-year-old gentleman presents today with shortness of breath. 
· The patient has a decubitus ulcer, stage IV, on the left heel. 
-Mixed numbers in one sentence.  Either spell them both out OR use both numerically within the sentence:

· D:  The pain is a six out of 10

· T:  The pain is a 6 out of 10 OR

· T:  The pain is a six out of ten. 

-Spell out numbers that start a sentence or recast the sentence.

· D: 65 year old patient who presents with shortness of breath and elevated blood pressure.  

· T: A 65-year-old patient who presents with shortness of breath and elevated blood pressure.
-Number of tablets dispensed, number of postoperative days, number of anything transcribe as follows:

· Dictated:   postoperative day number 2

· Transcribe:  postoperative day #2

· Dictated:  Ancef 500 mg twice a day, number 30 no refills.

· Transcribe:  Ancef 500 mg twice a day, #30 no refills

-Separate numbers for clarity.

· Dictated: CO2 28 

     Transcribe:  CO2 of 28 

· Dictated:  O2 94%

          Transcribe:  O2 saturation 94%

· Dictated O2 2 liters 

     Transcribe Oxygen 2 liters.  



	Orders, Duplicate Identical
(Radiology)
	If identical, multiple orders are found: We look at the dictation date and time and match the order to it - for example, if there are two orders, one at 8:30 and one at 9:30, and the doctor dictated at 8:45, the correct order would be the 8:30 order, etc. We try to use common sense.



	Orders, Missing
(Radiology)
	If an order is not located, or is not in the “taken” status, the MT rejects the job and created a QA ticket to notify the AA and QA Techs as to the status of the job.  A sticky note may also be attached in some platforms to the voice file to help the AA discern the problem and proceed accordingly.  



	Page Formatting Rules

(Pagination)


	· Backend Meditech – to not perform page breaks or move lines, even if the signature block is orphaned.

· Backend HMS – move the last two or three lines to the 2nd page to avoid orphaned lines by hitting the enter key-do not perform clean page breaks.

· Be sure to check site specific standards for further directions regarding pagination



	Patient Names
	If the dictator dictates the patient name, we transcribe that name into the reports.  If they dictate ‘the patient’ that is what we transcribe.  (Unless otherwise specified by your facility.)



	Physical Examination 


	We break out the Physical Examination section of a report as a new line for each section or body part, but do not place a line between sections or subheadings.  These headers are in caps but not bold.  



	Physician Names
	It has been deemed no longer necessary to include the physician’s first name in reports unless your facility requests that this be done.  



	ProTime vs protime vs pro-time
	-ProTime is a registered trademark for a microcoagulation system.

 Do not transcribe ProTime.  
-The word protime is a shortened form of prothrombin time.  Do not

  transcribe protime or pro-time. 
-The correct word is prothrombin time.  Transcribe as prothrombin

  time.  


	Pull Forwards
	Not allowed. 

	Punctuation marks and Spacing
	Two spaces follow a period (.).  Two spaces follow a colon (:).  Semi-colon (;) and colon (:) are not interchangeable.  



	QA Use & abuse
	WE DO NOT SEND H&Ps OR STAT DOCUMENTS TO QA UNLESS SPECIFICALLY INSTRUCTED TO DO SO by managers or QA Department representatives.  When sending a document to QA, it is your responsibility to send an email to the QA team for disposition of that document.  Follow that document to be sure it has been completed.  You must include the Site code/Job ID/work type in the subject line using the form provided as follows:

Site Code

RMC  (mnemonic )

Voice Job ID

12542989

Voice File Location (MM:SS)

Timestamp of location of your blanks or  voice file
Dictator Name
VR (dictator initials)

Report WT Initials

HP  

Problem

2 blanks

Action Taken

Document sent to QA (Pending/DNU or just QA)
**Please remove the yellow highlighted information when filling out this form.  Those notations are an explanation of what goes into the form.  



	Radiology Study Format
	We always follow this format on radiology reports:

CHEST, TWO VIEWS: 07/29/2006

[skip one line]

HISTORY:  Chest pain.

[skip one line]

FINDINGS: [Transcribe report findings]

[skip one line]

IMPRESSION: [If just one, transcribe to the side with no 1. If 2 or more, follow indent rules - see entry



	Ranges
	Use of hyphen versus using “to”

Use a hyphen in place of the word “to” in a range expression if ALL of the following conditions have been met:

1.  If the phrase “from...to”, “from...through” and “between...and” are not dictated.

2.  Decimals and/or commas do not appear in the numeric values.

3.  Neither value is four or more digits.

4.  Neither value is negative. 

5.  Neither value is accompanied by a symbol. 

Examples of when to use a hyphen:

1.  Blood pressure was in the 130-140 over 50-60 range. 

2.  There are 6-10 WBCs per high-power field. 

Examples of when NOT to use a hyphen:

1.  3+ to 4+ edema (special character or symbol there).

2.  Ejection fraction of approximately 55% to 60% (symbol use).

	Reports, Sending to Email Addresses
	Sending reports to email addresses are currently not supported by LifePoint due to the fact that Dictaphone email is not encrypted and so does not comply with recent HIPAA regulations. We will only send reports to fax machines or internal network printers. If a doctor requests this, please send the report to QA. Hushmail on some accounts is being utilized and is acceptable for InScribe use.  



	Sending the same letter to different recipients
	If the dictator wants to send the exact same letter, but address it to different recipients, the MT is required to create multiple documents.  This differs from the use of “cc".  If the MT hears “cc” they will assume they are to add the name to the cc block NOT create a second document.



	Signature Block
	In Word Client this is automatically generated and begins 3 blank lines from body, positioned in left margin (automatic format) and looks like this.  

Dictator Signature (Bold)

D Initials/T Initials

DD: Dictate date/time

DT: Transcribe date/time

V: VoiceRecordID T: DocumentID RevisionCount

HMS platforms, Meditech and other accounts have the Transcriptionists create the signature block manually and request various components.  Please check your site standards for these instructions.  



	Signature Line, Number of lines to allow  


	In Word Client we allow 3 lines between the last line of body text and the signature block. 

(enter x4)

Allow 2 lines (enter x3) between the last line of text and the NP/PA-C, statement, the NP/PA-C statement and the signature line.  Always check site specifics first.  

Meditech platform – leave 2 spaces between the text and your signature block/job #

For any other platforms, please refer to your site specifics.  



	Slang, do not use
	In general, avoid slang terms and phrases, such as:

· alk phos

· bicarb

· bili

· crit

· cath

· appy

· lap appy

· lap chole

· leuks

· satting

· sats.    

· A-fib 

· temp

· pro-time 

· protime

· vitals

· flu

**This list is not inclusive.  



	Slash Mark
	Use a  slash mark (virgule) for the word per when the following conditions have been met: 

(1) The construction involves at least one metric unit of measure.

(2) at least one element includes a specific numeric quantity.

When a range is combined with an over or out of expression, spell out the expression to avoid being misread as a fraction. Do not use a virgule to express the relationship.

Use a slash mark (virgule) when 

· transcribing blood pressure (blood pressure 120/80)

·  heart murmur (a 2/6 heart murmur), medications (Norco 5/325), gestational age (36-5/7 weeks), visual acuity (visual acuity is 20/20 with correction), etc. 

Do not use a slash (virgule) when:

· Transcribing pain scale, etc. 

· Dictated:  Pain is 5 out of 10. 

     Transcribe:  Pain is 5 out of 10.   

· This also includes muscle strength:  

     Transcribe:  Strength is 5 out of 10. 



	Speciality names capitalization rules

AHDI BOS 3rd Edition  

156-157


	A specialty is includes anesthesia, radiology, pathology, surgery, cardiology to name a few.  

When it is their primary or common meaning that is being referred to in the sentence, do not capitalize.

 “She will be given general induction anesthesia before surgery.”

      “The specimen was sent for pathology.”

When they are functioning as an organization entity, they should be capitalized.  

  “She was referred to Anesthesia for evaluation prior to surgery.”

  “The specimen was sent to Pathology for further examination.”



	Symbols 
	Defer to facility preference first.  However, given the trend to avoid certain symbols in health care documents, the ampersand (&) should not be used in documents on InScribe reports.  For the ampersand, use the word “and” instead.  For instance, T and A, D and C.  

For accounts that are typed in word and uploaded into Meditech or accounts that transfer to Meditech on the back end (MMC, PCCH, SVMC, CVMC, WCCH), please note that symbols do not transfer correctly.  Please do not type & symbols or accent marks in your documents.  When the report crosses over (or if you are uploading) into Meditech, it changes it to other symbols or takes the letter accented out leaving a blank space in its place.  For some accounts, there are site specifics referring to this 



	Time Format

AHDI BOS

391-392


	Hours and Minutes 

· Use numerals, separated by a colon, to express hours and minutes, except for midnight and noon. 

· For on-the-hour expressions, it is preferable not to add the colon and 00: 

          -8:15 a.m. but 8 a.m.
          -not 8:00 a.m., not 8:00 o'clock
          -not 8 a.m. o'clock, not 8 o'clock a.m., not eight o'clock

· Type out noon not 12 o'clock.

· Type out midnight not 12 o'clock. 

· If dictated as 8 o'clock and you cannot determine if it is a.m. or p.m., you would transcribe 8:00 at that point.

 

Military time 

· This form always takes four numerals, so insert the preceding or following zeros as necessary.  

· Do not separate hours from minutes with a colon: 

· Do not use a.m. or p.m. 

-1300 hours
-0845 hours

 

· If the word hours is not dictated it may be added for clarity.

· Clock referents:  When an anatomic position is described in terms of clock-face orientation, use o’clock.  

· Do not transcribe o’clock as an expression of time.   (From 3rd edition BOS).

      -Example:  The patient had a pedunculated cyst on the left 

       ovary at approximately the 9 o’clock position. 



	TAT
	     WORK TYPE               TAT (hours)

 Transfer Summary

1

              

   STAT Reports

1

  

   Pre-Op H&P 

1

   Radiology Reports

2

  

   History & Physicals

2        
  

   Progress Note

2


   Palliative Care

2

   Critical Care


2

  

   Pathology


3


  

   Edits/Revisions

4

  

   Consultation 

4                     


  

   Cardiology(TM/HM)

4

   Tilt Table Test

4


  

   Pediatric


4                      

   Echocardiogram

6
             

   Electrocardiogram

6           

   Delivery Note

6                   

   OP Note/Procedure

6


  
  

   Rad/Oncology

6



   Studies (PFT/SS)

6            

   Anesthesia


6

  

   Epidural


6  

   SDS



6 

   Wound Care Notes           6                        

   Discharge Summary
8           

   Emergency Room Note
8
  

   Short Stay


8


  

   Death Summary

8

  

   EEG/ECG/Sleep

8

  

   Observation Summary
8

   Hospice Notes

8
  

   Physical Therapy

10

 

   Letters


12                          

**Your facility standards may specify a shorter TAT for certain work types.  Please be sure to check these.  All others are to follow this table for TAT.  


	

	Valves(Cardiac Cath Reports)
	In a cardiac catheterization report, the section on valves needs to be formatted (note bolded header): 


VALVES:
MITRAL VALVE:  [text]

TRICUSPID VALVE:  [text]

BICUSPID VALVE:  [text]



	Verbatim Rule versus

Transcribe as Dictated
	-Definition of verbatim is ‘word for word’.   To transcribe ‘verbatim would mean only the dictator’s standards are followed (for example):

· Dictated cc

          Transcribe cc

· Dictated O2 sat

          Transcribe O2 sat

If you have a verbatim physician at your facility, the standards will reflect this.  

-Transcribe as dictated is not the same as verbatim.  

 This does not bar common sense and good grammar.  The MT is

  expected to use common sense and make corrections as needed as

  long as they do not change the meaning of the sentence or 

  diagnosis and are absolutely necessary.  

Consult your facility standards OR an evaluation team member if there is any uncertainly regarding this directive.  



	X (times)

AHDI BOS

427-428
	Use only with numerals.  Use a lowercase x in expressions of area and volume, as a multiplication symbol, and when it takes the place of the word times.

Examples: 
A 13 x 2-cm area of redness.

The CT showed an ovarian cyst, 4 x 2 mm in size, on the left side.

x meaning for:  When the word “times” is dictated and can be translated as for, it should be transcribed as for rather than using times or x.

D:  The patient was given antibiotics to take times two weeks.


T:  The patient was given antibiotics to take for two weeks.

x meaning times:  When the word “times” is dictated and means the number of times a thing was done, the letter x can be used.  No space after the x.
· D:  Blood cultures were negative times three.

The patient is alert and oriented times three.

· T:  Blood cultures were negative x3.

The patient is alert and oriented x3.



	Year Old Format
	From AHDI Book of Style, Third Edition:  Use hyphens to form a compound modifier when the patient's age is expressed as a modifier, whether the noun following it is expressed or implied, i.e.
This is a 15-year-old boy who presents.  or  This is a 15-year-old who presents.

 

Do not hyphenate the patient's age when it is used as a general descriptor and not a compound modifier, i.e.

· The patient, who is 15 years old, presents with a laceration.



	Zeros, trailing
	The use of a trailing zero with a decimal point, ex: “2.0”, (could be

mistaken for “20” if the decimal point was not clearly defined.) Should transcribe as 2 and eliminate the trailing 0.  

D:  BUN 2.0

T:  BUN 2. 

There are exceptions to this rule:  

· The specific gravity (urinalysis) may result in having a trailing zero. This is correct; leave in that trailing zero.  For example, specific gravity of 1.010. Leave the zero at the end. 

· Leave the trailing zero in troponin if dictated.  

· Leave trailing zeros on measurements.

     POSTDEBRIDEMENT DIMENSION:  1 x 1.4 x 0.6 cm.    

     POSTDEBRIDEMENT DIMENSION:  1.0 x 1.4 x 0.6 cm. 

   


