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Health Information Technology and Management
Health records are classified as primary or secondary records. Give an example of each type.
Primary records are the records gotten from a patient, the patient’s service provider, tests carried out on the patient and medical devices. The example of a primary health record is the hospital chart at an acute healthcare facility. Secondary records are the records, which are created after the patient’s evaluation through abstracting, summarizing or analyzing information in the primary record (Data, 2016). An insurance claim is an example of a secondary health record. 
List two ways in which healthcare records provide the basis for improvements in health.
Health records provide a basis for health improvement both individually and collectively. The records help medical practitioners develop and evaluate care plans for the different patients. Patients also access better treatment due to the availability of their medical history to doctors. Collectively these records provide various information to the government agencies. These agencies can track deaths, births, bioterrorism threats, communicable diseases, child abuse and gunshot wounds (Data, 2016). The government can do medical planning by using the information in the health records. These records are essential and should be preserved for the future reference for patient medication and government planning and policy formulation. 
Provide an example of patient health record data that is administrative or demographic data.
An example of the patient health record data, which is administrative, is the registration information that the patients provide and the legal documents that the patients sign. Demographic data captures the information about patients, which includes name, information on the emergency contact, phone number, address, and the next of kin (Gartee, 2011). 
Provide two examples of types of clinical data in a patient’s chart.
The patient’s chart contains clinical data about the patients. Examples of these data are the patient’s physical exam and medical history. The physical exam reveals any problem the patient has through a physical check from the health provider while the medical history tells the history of the patient’s illness. 
Describe 2 differences between the contents of patient records at an inpatient facility versus a doctor’s office.
Patient’s records in the inpatient facility hold basic information on the primary treatment procedures each patient is supposed to undergo while the records at the doctor’s office hold information about the patient and the medical history of the patient for every visit to the facility. The inpatient records have information about the patient’s identification and the facility they are admitted to while the records at the doctor’s office have information about payment such as insurance cards, a medical list, the immunization record and a problem list for the patient (Gartee, 2011). 
List three criteria for an electronic signature.
An electronic signature is a computer program that allows for confirmation and authentication of individual signatures. The criteria for the electronic signature is 
Message integrity – the recipient is required to ensure that the signed document is not tampered with from the time of signing
User authentication – the recipient must always confirm that the signature is done by the appropriate person and there is no hidden agenda (Kumar & Clark, 2012).
Nonrepudiation – the signer cannot deny that he signed the document unless there is irregular signing. 
List 2 different forms (not data formats) commonly contained in the patient record per the chapter 5 reading.
Patients’ records contain forms like the PHI authorization forms and immunization records. PHI authorization forms permit the doctor to disclose the personal health information to other medical specialists in the process of providing better healthcare services to the patient (Kumar & Clark, 2012). Immunization forms contain information about immunization pattern of a patient. 
What does each of the following acronyms stand for?
DUR – Drug Utilization Review. It is a process used to review the effectiveness of a drug to a patient and the drug’s impact on the patient (Afifi et al., 2013). The ingredients of the drug and allergy history of the patient are examined. 
ABN – Advanced Beneficiary Note. The patient signs this document as an agreement to begin making payment for services offered at a health facility, which the Medicare might not cover. 
CDC – Centre for Disease Control and Prevention. This is a public health institute created to preserve safety and public health through prevention and control of injury, disability, and disease internationally. 
AHRQ – Agency for Healthcare Research and Quality. This agency is responsible for providing evidence to ensure the safety of healthcare. It should ensure high quality, accessible, affordable and equitable health care, and work with governments to ensure the evidence provided is understood and used (Afifi et al., 2013). 
CPOE – Computer Physician Order Entry. It is the process used by medical specialists to enter physical instructions or medication orders electronically rather than using paper charts (Afifi et al., 2013). It helps reduce errors caused by poor understanding of transcription and illegible handwriting. 
CMS – Centers for Medicare & Medicaid Services. This is a body created by the US government to oversee several health activities. It is responsible for monitoring programs relating to health information technology and supports the use of electronic devices to keep the patient records in medical facilities. 
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