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Medical Record Documentation
A patient’s state of health in the past and present is recorded in a medical record. This is done chronologically and in conventional style for evaluation, treatment and quality continuity of care (CMS, 2020). The provided scenario is a comprehensive documentation of a patient, Anne Smith. Anne is a 55-year-old female who presented to and internal medicine clinical practice with respiratory symptoms. She was earlier treated in the emergency department for bronchitis for, but she didn’t improve clinically. 
The Quality of the Documentation
Carly Sanders is the experienced nurse who authored the history and physical examination of Anne Smith. Good medical record documentation should mainly include patient’s history and physical examination findings, diagnostic plan and plan of care among others (CMS, 2020). There are three main components of documentation for evaluation and management services (E/M services). The first component is the history and physical examination.  Parts of the history and physical examination, as required by CMS 1997 guidelines, have been described in the documentation by Carly Sanders. Her examination findings were problem-focused. The nurse focused mainly on the examination of the respiratory system, the affected system. The documentation meets the principles according to CMS guidelines for documentation of medical record. The documentation is comprehensive and legible but lacked the reasons for the absence of diagnosis plan.
Errors, Strength and Gaps the Documentation
An excellent clinical record-keeping should enhance communication between healthcare provider team members, including nurses, physicians and the lab technologists (Mathioudakis et al., 2016). Nurse Sanders made a health record that is simple and easy to understand. The patient presented with respiratory symptoms, and from the documents, the nurse covered seven elements. CMS 1997 guidelines require that for an examination of the respiratory system to be described as expanded & problem-focused, more than six elements requirements have to be examined (CMS, 2020). The nurse used abbreviations that can be universally interpreted by other care providers, and this ensures a smooth continuity of care. An example used is ‘RR’ that is interpreted as respiratory rate. However, after reading the H&P, it cannot be concluded that Anne Smith had or did not have any surgical operation before. The duration for which she had managed for hypertension, as well as drug adherence, cannot be deduced from the medical records. It is not clear from the history of the patient was smoking tobacco or not as this would be important in ruling out chronic obstructive pulmonary disease.
Differential Diagnoses
In the nurse’s assessment, the nurse suspected asthma, pneumonia and hypertension, hyperlipidemia and obesity. It can be inferred from the family history that her symptoms could be due to atopic asthmatic attacks because her daughter is also asthmatic.  However, a reasonable trigger for the acute exacerbation of asthma can be derived from history. I would add a differential diagnosis of bronchitis because Anne had an inspiratory wheeze. An inspiratory wheeze can be caused by bronchitis, among other causes (Sarkar et al., 2015). Despite being a potential differential diagnosis for the patient, the patient is afebrile and has nor the prior history of pneumonia. The patient also completed a dose of unknown antibiotics after the last visit to the emergency department. This reduces the probability of bacterial pneumonia. 
International Classification of Diseases (ICD)-10
In reference to ICD-10, the codes for the following diseases are as follows: pneumonia, unspecified organism (J18.9); Essential (primary) hypertension (I10); Hyperlipidemia, unspecified (E78.5); Moderate persistent asthma with (acute) exacerbation (J45.41). In her management plan, there is not drug suggesting management of pneumonia. It is therefore not appropriate to include the ICD-10 codes pneumonia for billing purposes. However, the code for pneumonia, J18.9 is a billable code (American Medical Association, 2016). 
The Diagnosis and Management Plans
The nurse had no diagnosis plan. In her management plan, she prescribed a steroid, a thiazide diuretic and a statin to manage asthma, hypertension and hyperlipidemia respectively. The usual symptom for bronchitis is a cough.  The patient had been diagnosed with bronchitis previously.  Therefore other diagnostic modalities are to be considered in ruling out other lung conditions (Kinkade & Long, 2016). For example, imaging modalities are required to rule out pneumonia. Spirometry would have been required to rule out chronic obstructive pulmonary diseases and asthma. However, the nurse prescribed to manage bronchoconstriction elevated blood pressure and hyperlipidemia.
Patient Education and Health Promotion
The patient is obese with a body mass index of 32. This places her at risk of developing malignant hypertension. The core of patient education would be around lifestyle modification. Weight reduction methods, such as exercise would help reduce her weight (Katzung et al., 2018). Salt restriction would help in preventing progression to malignant hypertension. A restricted diet with limited fatty foods would help reduce hyperlipidemia alongside simvastatin. She should avoid smoking, as this would worsen her respiratory symptoms. The patient’s mother died at 44 from breast cancer. Agency for Healthcare Research Quality recommends that screening for breast cancer because she is asymptomatic, aged above 35 years and a positive family history of breast cancer (AHRQ, 2014). 
Conclusion
The Medical Record Documentation was of Anne Smith. Anne is a 55-year-old female obese hypertensive. She presented with complaints of exertional dyspnea and cough, two weeks after being managed in the emergency department for bronchitis. The author of her medical record is an experienced nurse practitioner. The nurse notes down comprehensive and focused medical records and plan. However, no diagnostics tests were planned for from her records.
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