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Duration: 
7 hours [9 a.m. – 4 p.m.]
Learning Goals: 
Health professionals will recognize that they need to ensure that their patient medical records are complete, well organized, legible, secure, and easy to retrieve and that the records are periodically audited for data completeness and documented quality of services [what] so that their patients will receive the best quality of care [why].
Learning Objectives: 
During this session, the participants will:

a. Propose the patient information and forms that should be included in outpatient medical records;

b. Recommend how an outpatient medical record can be organized;  

c. Assess the content of their current medical records;

d. Discuss their current medical records policies and procedures;

e. Assess their current medical records policies and procedures;

f. Design a checklist for auditing the completeness of medical records;

g. Design a peer review checklist for auditing the quality of medical records;

h. Assess their current medical records management;
i. Decide how to handle issues related to medical records management;
j. Discuss the next step; and

k. State their key takeaway from this session.

Pre-Session Preparation:
	Start Time:  9:00
	SECTION 1:  WELCOME
	20 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	1-2
3-6

7

	1

2-3
4
5

	Pre-Test

Lecturette overview of session format, agenda, and learning objectives

Brief introductions


	Pre-Test:  Hand out the Pre-Test and have everyone complete it and give it back to you in order to compare to the Post-Test at the end of the session.

Score each Pre-Test by putting a check mark in front of the questions participants answered incorrectly and then adding up the checkmarks, placing the number of wrong answers in the upper right hand corner.

Common Ground Questions:  Welcome the group and ask: 
-“How many of you can easily find patient information in your medical records?"

-"How many of you can easily find the medical records?!”
-"How many of you check the records for completeness of data?”
-"How many of you check the records for documented quality of service?”
As you ask the questions, model raising your hand, so the participants know to raise their hand if their answer to a question is “yes.”

Keep asking questions until everyone has raised their hand at least once. 

“Well, by the time you leave the session today, you will have the tools to ensure that you can answer ‘Yes’ to all of these questions in the future."
Opening Comments: Introduce yourself. Ask people to raise their hand if they have attended a previous session in this series. Explain the format of the session (start and stop times, 10-minute breaks approximately every hour, etc.)

[Note:  If this is the same group of participants who attended the previous session, all you need to do is to mention that: “The materials are laid out the same way as before.” 

If the group has new participants, provide the complete explanation that follows:
Materials: Review how the materials are laid out in their manual.  Point out that the Table of Contents contains documents in bold print (agenda items), documents in italicized print (participant activities), and documents in regular print (reference materials). 

Training Approach: Explain the training approach: the major content is in their participant packet and not in the PowerPoint, which is why they will not receive a copy of the PowerPoint.

Agenda and Learning Objectives:  Read these out loud.

[Introductions, if necessary]
Learning Contract: Establish a “learning contract” with the participants. Tell them: “If at any time you feel that the program is not meeting your needs, please tell me. At the end of the session, instead of standing in front of the group telling you what you should have learned, I will call on each of you to identify your key learning or takeaway from the session.


	10 minutes

10 minutes



	Start Time:  9:20
	SECTION 2: OUTPATIENT MEDICAL RECORDS
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	8

9

	5-7
5-7

	Small Group Activity
Debriefing


	Small Group Activity: Say: “Since we’re here to discuss how to manage medical records, it makes sense for us to first consider what those medical records should have in them.

Your small group assignment on page 5 is to design a well-organized and complete outpatient medical record that would enable you to easily record patient information and quickly retrieve that information. It should also enable your nursing staff and/or administrative staff to know exactly where to find information.

On pages 5-7, you will find space to identify each form you need in the medical record, including the information that should be collected on each form. In addition, your group needs to identify the order in which the data should be organized in the medical record. Form #1 would be the first form you should see when you open the medical record. 

For example, one form that comes to mind is the Patient Registration Form. What information would you collect on that form?" [Wait for answers. Possible answers include: Patient name, date of birth, address, phone number, employer, employer’s name address and phone number;
Person responsible for the bill, who to call for an emergency, insurance information,  if the visit is due to a job related injury or car accident, permission to release medical information necessary to process the bill, patient’s signature and date.]
“Where should this form be located? Would it be on the very top of the record or somewhere else? You don’t need to answer that now. Once your group has identified all of the forms, you should then go back and decide how they should be organized. Any questions about your assignment?" [Wait for questions.] "Fine, you’ll have 15 minutes to complete this activity."
Debriefing: [Give each table group a turn to identify one of the forms they listed, printing the names of the forms on a flip chart. Once all of the forms have been identified, use different colored markers (other than the color you used to create the list)  to indicate how the different groups ordered the forms (one table’s order in green, another in blue, etc.) Where there are differences of opinion regarding the placement of forms, ask the groups to explain their rationale.] [Possible answers: organized into sections (demographics, progress notes, diagnostic testing results consult reports, insurance information- in chronological order or in reverse chronological order, etc).
[Note: A list of information that should be contained in a medical record on page 8 will be discussed after the break.]


	15 minutes

15 minutes



	Start Time:  9:50
	BREAK

[Prepare for the Section 3 Gallery walk by placing one of these six questions on the top of its own flip chart:  (1) Who prepares a new patient medical record?; (2) What system is used for filing and retrieving medical records? (Alphabetical, numerical, or something else?); (3) Who is allowed to make entries into the record?; (4) What procedure do you use to indicate the need to follow up on patient referrals or external diagnostic test results?; (5) What are your security procedures regarding medical records?; and (6) How do you maintain patient confidentiality?]
	10 minutes

	Start Time:  10:00
	SECTION 2: OUTPATIENT MEDICAL RECORDS continued
	40 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	10

11

	8
8

9-10

	Individual Assessment
Debriefing

Reference


	Individual Assessment: Say: “We’ve discussed the forms, their information and their order in the medical record. It’s time to give you an opportunity to assess your own medical records. Please turn to page 8 and put a check mark in front of the information that you currently collect in your medical records.”

Information That Medical Records Should Contain

1.
Problem list, including significant illnesses and medical conditions

2.
Medications

3.
Adverse drug reactions

4.
Allergies

5.
Smoking status

6.
Any history of alcohol use or substance abuse

7.
Biographical or personal data

8.
Pertinent history

9.
Physical exams

10.
Documentation of clinical findings and evaluation for each visit

11.
Laboratory and other studies that signify review by the ordering  provider

12.
Working diagnoses consistent with findings and test results

13.
Treatment plans consistent with diagnoses

14.
A date for return visits or a follow-up plan for each encounter

15.
Previous problems addressed in follow-up visits

16.
A current immunization record

17.
Preventive services and risk screening

18.
All services provided by a practitioner who provides primary care services
19.
All ancillary services and diagnostic tests ordered by a practitioner 

20.
All diagnostic and therapeutic services for which a patient was  referred by a practitioner, such as home health nursing reports, specialty physician reports, hospital discharge reports, or physical therapy reports

Group Health Medical Records and Documentation
Debriefing:  Say: “You’ll note that this list is drawn from Group Health. I’m not going to ask you to identify the information that you couldn’t check off. I am going to ask: ‘Does anyone have some work to do to get your medical records more complete?’” [Wait for response. No one needs to go into any detail- the idea is to make the participants conscious of any gaps in their medical records.]

Reference: "For your reference, on pages 9 and 10, you will see an Example of the Primary Care Medical Record Documentation Standards that are used by Excellus (a health insurance company). Please take a look at both pages and see what you think about it."
	10 minutes

20 minutes
10 minutes



	Start Time:  10:50
	TEA BREAK
	10 minutes

	Start Time:  11:00
	SECTION 3: MEDICAL RECORD POLICIES AND PROCEDURES
	50 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	12
13-14

15
16

	11
11

12-13

28-52
	Gallery Walk

Debriefing
Individual Assessment

Reference
	Gallery Walk:  “We have looked at our medical records. Now let’s look at your medical record policies and procedures. For this, we will need six groups. “[Quickly create them- you can have them count off by 6 if you like, as long as the resulting groups have at least 2 people in them. If there aren’t enough participants to form six groups, form 4 or 5. Every group will still get an opportunity to write on each flip chart.

Give each group a different colored marker and assign each group to start in front of a different flip chart.]
Say: “Your task is to answer the question posed on the flip chart in front of you. You will only have two minutes to write. Then I’ll signal it’s time for you to move clockwise to the next flip chart. We’ll repeat this process until all groups have had an opportunity to write on all of the flip charts. Please keep in mind that if the answer you would give is already written on a flip chart, just put a checkmark next to it rather than writing it a second time.”

Debriefing:  Have whoever is closest to a flip chart read it. [Note:  there is no right or wrong answer. The purpose of this activity is to have them think about these issues and discover possible new methods they might use. ]
After all of the flip charts have been read, ask: “Did anyone hear a policy or procedure you think you might like to implement in your practice?" [Wait for responses.] If participants respond, ask: "What caught your attention that you’d like to use?” [wait for responses]
Individual Assessment:  "If you turn to page 12, you will see a Medical Record Policy and Procedure Assessment that continues onto page 13. As you did for the previous assessment, please put a check mark in front of the standards that your medical record policies and procedures currently meet. Then you’ll know where the gaps are that you will need to fill in your records management policies and procedures. Remember, there are two pages of this assessment."
Reference:  Refer participants to Simple Ambulatory Medical Record Documentation Standards on pages 28-30, Sample Clinical Record Management Policy on pages 31-48, and Policy and Procedures Writing Guide and Template on pages 49-52. If they like, they can review these over the break- or just know that they are available as reference after the class.
	10 minutes

10 minutes

15 minutes
10 minutes

5 minutes



	Start Time: 11:50
	BREAK

[During break, take digital photos of the flip charts to be sent to the participants after the session to reinforce new learning.]
	10 minutes

	Start Time: 12:00
	SECTION 4: MEDICAL RECORD AUDITS
	60 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	17
18
19
20
21
22
23
	14
15-16

16-17
53-54

18
19-20
55-58

	Directed Large Group Discussion

Small Table Group Activity
Debriefing
Reference

Individual Worksheet

Small Group Activity
Debriefing
Reference
	Directed Large Group Discussion: Ask them: “How many of you conduct audits of your medical records? What are the best ways to determine their completeness of data and documentation of quality of care?”

[Desired answers: You want to draw from the participants that there are TWO important, and necessary types of quality checks:

1.  Completeness of data – is it all there?

2.  Quality of Care as documented in the record.]
Say: “The completeness component can be audited by an administrative person with a good checklist –

The Quality of Care Audit is a PEER REVIEW function. We are going to develop checklists for each of these audits."
Small Table Group Activity:  Say: “We’re going to first create a checklist that an administrative staff employee could use to verify that the medical record contains all required data elements. If you look on page 15, Auditing for Completeness of the Medical Records, you will see three examples:
1.
Are all the necessary forms in the record, with each sheet containing the patient’s name or patient ID #?

2.
Are all clinical notes signed, dated and timed?

3.
Are patient vital signs recorded for each visit?

We’ve spent a good deal of time looking at what should be included in a medical record. Working with your table group, please create a checklist for auditing completeness of medical records. There is additional room on page 16. You will have 10 minutes for this activity.”

Debriefing: Ask: “Which group is particularly pleased with your checklist?” [Have that group report out. Then have other groups indicate other items they had on their checklists. Ask the people who wrote down the checklist to indicate themselves so that you can take a digital photo of each list, to be sent to the participants.]

Reference:  Refer the participants to Sample Surgical Medical Record Audit Form: Completeness Audit on pages 53-54 for comparison purposes.

Individual Worksheet: Say: “Now that we’ve got the checklist to audit for completeness, we need to create a peer review checklist to audit for quality care. To begin this process, please turn to page 16. Working independently, please identify five issues in your clinical practice for which a medical record peer review would be important. 

For example:

1. Did the provider prescribe the correct drug?

2. Were the blood tests that were ordered the correct tests? 

3. Was the chest x-ray consistent with the differential diagnosis?
Small Group Activity:  Once you have completed your list of clinical quality issues, please turn to page 18, Auditing for Quality of the Medical Records.  Working with your table group, create a peer review audit checklist based on your table group members’ lists of clinical quality issues. As with the previous checklist worksheets, there is additional room on page 19. You will have 10 minutes for this activity.”
Debriefing: Ask: “Which group is particularly pleased with your checklist?” [Have that group report out. Then have other groups indicate other items they had on their checklists. Ask the people who wrote down the checklist to indicate themselves so that you can take a digital photo of each list, to be sent to the participants.]

Reference:  Refer the participants to Sample Peer Review Policy and Procedure: Quality Audit on pages 55-56 and Sample Peer Review Worksheet on pages 57-58, for comparison purposes.
	5 minutes

10 minutes

10 minutes

5 minutes

5 minutes
10 minutes

10 minutes

5 minutes

	Start Time: 1:00
	LUNCH BREAK
	60 minutes

	Start Time: 2:00
	SECTION 5: MEDICAL RECORD MANAGEMENT
	20 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	24
25

	20-22
20-22
	
	Individual Assessment:  Say: “Our last topic pulls everything we’ve discussed together under the title: Medical Records Management. Well-documented electronic or paper medical records improve communication, and promote coordination and continuity of care. In addition, detailed medical records encourage efficient and effective treatment. On pages 20-22, you will see an example of a set of standards for record keeping in medical offices that follow the recommendations of the U.S. National Committee for Quality Assurance.
You’ll be happy to know that this is the last, but most comprehensive, assessment you’ll be doing today. As with the other assessments, put a check mark in front of the standards that your medical records management currently meets.”
Directed Large Group Discussion: Ask: “So, how does your medical records management look?” [wait for responses and discuss where their systems are lacking and what they could do about that, drawing suggestions from the participants.]
	10 minutes

10 minutes


	Start Time: 2:20
	SECTION 6: MANAGE MEDICAL RECORDS
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	26-27

	24
25
	Case Study

	Case Study:  Say: “On page 24, you will find a case in which there are a number of issues related to the management of medical records. Working with your small group, please review the case situation and then identify: (1) the issues; (2)  the causes; (3) how to avoid them in the future; and 

(4) what the hospital should do to manage the current situation."
Filing Folly

Abdi Jillo was an adult HIV patient who was being treated at an outpatient clinic at the Mubarak Hospital in Isiolo County. When he arrived for his appointment, his physician, Dr. Kassim, was displeased to find that the clinical notes and laboratory tests from Abdi’s last visit were not in Abdi’s paper-based outpatient medical records. The documents should have been stapled to Dr. Kassim’s earlier notes. Irritated by this oversight, Dr. Kassim ordered his nurse, Sister Jamila, to go to the Records Department and demand that they trace Abdi's missing records.

Sister Jamila was very upset and rushed off to see the records clerk, John Saku. She created a scene, standing at the window to the Records Department and yelling that Dr. Kassim needed Abdi’s clinical notes and laboratory tests immediately. She paid no attention to the fact that other patients and staff were in the area.

The Records Department had a system for managing the medical files that were returned within a week. This involved piling the files on a long table and bundling them together with string. The bundles were organized on the basis of the date they had been accessed and returned, which was 
typically the same day. 

The Records Department then filed records based on the last name and the year of the first visit for regular patients. These records were kept in open shelves. The records for HIV and TB patients were kept in special filing cabinets.

Abdi's last visit had been two weeks ago. His file was in Sister Jamila’s hand and had been checked out but not signed out that very morning - so where could the missing records possibly be? 

John checked the filing cabinet for HIV patients under the letter J for Jillo, to see if the notes could have been stapled to the wrong file. After a long search, he found the missing clinical notes, including physical findings, diagnoses and treatment ordered. However, they were stapled to the records of a patient named Abdi Jarso. Mr. Jarso, who had the same first name as Abdi Jillo but a different outpatient registration number, had attended the clinic on the same day that Abdi was there. 

The missing clinical notes were re-stapled onto the correct Abdi's medical records. However, when Sister Jamila opened Abdi Jillo's file, she discovered to her horror that it was still incomplete. The CD4 count results, renal and liver function test results from his last visit were still missing. 

In a panic, Sister Jamila raced throughout the hospital, asking staff in the registry, laboratory and other clinics if they had seen Abdi’s laboratory records. Abdi’s neighbors, Noor and Abdow Ali, were seated in the laboratory reception area and overheard all the fuss.

No one was able to locate Abdi’s laboratory paper records. As a result, Sister Jamilla had to make a copy of the results based on the records in the laboratory registry book, which had both a laboratory number and an outpatient number. 

Abdi and his wife Halima were distressed by the entire episode. They reported the clinic incident to the hospital authorities. 


	30 minutes




	Start Time: 2:50
	BREAK
	10 minutes


	Start Time: 3:00
	SECTION 6: MANAGE MEDICAL RECORDS continued
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	28

	26-27

	Debriefing

	Debriefing:  [Have different tables take turns identifying issues, causes and how to avoid them. Then have each table report one response to the 4th question regarding what the hospital should do to manage the current situation.]

	30 minutes




[image: image3.emf]Day 8 Filing Folly Assessment Answer Key

1. The Issues

2. Their Causes

3. How to Avoid Them in the Future

Missing records

No quality check to make sure the file is
complete

All records should be checked for
compliance with medical record
documentation standards at the point of
capture

Lost records

No control over who takes out the records

A mechanism of access control and
tracking of sensitive records should be
adopted

Misfiled records

No one checked both names and the
outpatient registration number

All records should be checked for
compliance with medical record
documentation standards at the point of
capture

Lack of file review

No one checked to ensure that all
documents were in the file

A designated person in the clinic should
ensure that the records are clear and
complete in every respect, signed and
dated before being transferred to the
records department

Lack of confidentiality

Abdi’s HIV status was broadcast to staff,
patients and neighbors

Establish SOP and train staff regarding the
need to maintain confidentiality and
privacy for patients

No record security

The files are either in open shelves, in
bundles on a table, or in unlocked file
cabinets- where anyone can and did have
access to them

A mechanism of access control and
tracking of sensitive records should be
adopted: to track receipt and dispatch of
all records and test results by requiring
the use of signed registers










Day	8	Filing	Folly	Assessment	Answer	Key	

	

	

1.	The	Issues	 2.	Their	Causes	 3.	How	to	Avoid	Them	in	the	Future	

Missing	records	 No	quality	check	to	make	sure	the	file	is	

complete	

All	records	should	be	checked	for	

compliance	with	medical	record	

documentation	standards	at	the	point	of	

capture	

Lost	records	 No	control	over	who	takes	out	the	records	 A	mechanism	of	access	control	and	

tracking	of	sensitive	records	should	be	

adopted	

Misfiled	records	 No	one	checked	both	names	and	the	

outpatient	registration	number	

All	records	should	be	checked	for	

compliance	with	medical	record	

documentation	standards	at	the	point	of	

capture	

Lack	of	file	review	 No	one	checked	to	ensure	that	all	

documents	were	in	the	file	

A	designated	person	in	the	clinic	should	

ensure	that	the	records	are	clear	and	

complete	in	every	respect,	signed	and	

dated	before	being	transferred	to	the	

records	department	

Lack	of	confidentiality	 Abdi’s	HIV	status	was	broadcast	to	staff,	

patients	and	neighbors	

Establish	SOP	and	train	staff	regarding	the	

need	to	maintain	confidentiality	and	

privacy	for	patients	

No	record	security	 The	files	are	either	in	open	shelves,	in	

bundles	on	a	table,	or	in	unlocked	file	

cabinets-	where	anyone	can	and	did	have	

access	to	them	

A	mechanism	of	access	control	and	

tracking	of	sensitive	records	should	be	

adopted:	to	track	receipt	and	dispatch	of	

all	records	and	test	results	by	requiring	

the	use	of	signed	registers	

	

	 	



[image: image4.emf]Missing CD4 results, and renal and liver
function test results

No one followed up to make sure the tests
were completed and the reports filed

The nurse or clinical officer in the clinic
should be responsible for ensuring that
the laboratory results have been filed with
the other patient records

Disorganized, lost, misplaced and
inaccessible files

The handling of paper records has many
possibilities for loss and misfiling

Computerize the medical files

Unprofessional conduct by both Dr.
Kassim and Sister Jamila

They got upset and broadcast that without
concern for the privacy and confidentiality
of Abdi’s situation

Require training for all staff to sensitize
them to the need for confidentiality

Waste of staff time and inappropriate
conduct

Lack of standard operating procedures

Create SOPs for recording, storing, filing
and securing medical records as well as
creating differential levels of access to
records by clinic personnel.

What should the hospital do now?

What the Hospital Director did:

1.Dr Kassim and Sister Jamila were reprimanded for unprofessional conduct and warned if this happened again they would be

reported to their respective Boards.

2.John Saku was sent for a Medical Records refresher training course and severely reprimanded. In future he was to track receipt
and dispatch of all records and test results by demanding the use of signed registers

3.The head of the Laboratory was put on notice that all records should be sent to the Registry for filing and that he keeps a signed
track of all incoming and outgoing test results.

4.Dr Kassim personally called Abdi and Jamila and apologized to them in front of religious and community elders and prevailed on
them not to take up this matter any higher up in the disciplinary ladder in exchange for reviews free of charge at Dr Kassim's

downtown private clinic for 1 year.










	

Missing	CD4	results,	and	renal	and	liver	

function	test	results	

No	one	followed	up	to	make	sure	the	tests	

were	completed	and	the	reports	filed	

The	nurse	or	clinical	officer	in	the	clinic	

should	be	responsible	for	ensuring	that	

the	laboratory	results	have	been	filed	with	

the	other	patient	records	

Disorganized,	lost,	misplaced	and	

inaccessible	files	

The	handling	of	paper	records	has	many	

possibilities	for	loss	and	misfiling	

Computerize	the	medical	files	

Unprofessional	conduct	by	both	Dr.	

Kassim	and	Sister	Jamila	

They	got	upset	and	broadcast	that	without	

concern	for	the	privacy	and	confidentiality	

of	Abdi’s	situation	

Require	training	for	all	staff	to	sensitize	

them	to	the	need	for	confidentiality	

Waste	of	staff	time	and	inappropriate	

conduct	

Lack	of	standard	operating	procedures	 Create	SOPs	for	recording,	storing,	filing	

and	securing	medical	records	as	well	as	

creating	differential	levels	of	access	to	

records	by	clinic	personnel.	

	

	

What	should	the	hospital	do	now?	

	

What	the	Hospital	Director	did:	

1.Dr	Kassim	and	Sister	Jamila	were	reprimanded	for	unprofessional	conduct	and	warned	if	this	happened	again	they	would	be	

reported	to	their	respective	Boards.	

	

2.John	Saku	was	sent	for	a	Medical	Records	refresher	training	course	and	severely	reprimanded.	In	future	he	was	to	track	receipt	

and	dispatch	of	all	records	and	test	results	by	demanding	the	use	of	signed	registers	

	

3.The	head	of	the	Laboratory	was	put	on	notice	that	all	records	should	be	sent	to	the	Registry	for	filing	and	that	he	keeps	a	signed	

track	of	all	incoming	and	outgoing	test	results.	

	

4.Dr	Kassim	personally	called	Abdi	and	Jamila	and	apologized	to	them	in	front	of	religious	and	community	elders	and	prevailed	on	

them	not	to	take	up	this	matter	any	higher	up	in	the	disciplinary	ladder	in	exchange	for	reviews	free	of	charge	at		Dr	Kassim's	

downtown	private	clinic	for	1	year.

		



	Start Time:  3:30
	SECTION 7:  SUMMARY AND EVALUATION 
	30 minutes

	Slides
	Pages
	Learning Activities
	Facilitation Notes
	Duration

	29-30
31-32
33
34

	61-62
59
60

	Individual worksheet

Next Step

Post-Test

Individual assessment and Report outs

Overview of next sessions and schedule


	Evaluation:  Have each participant complete the evaluation form for the session, tear it out and hand it to you or put it on a table.

[Note: You never want to end a training session with an evaluation, because all of the energy of the group dies down.]

Next Step:  Tell them: “We’ve emphasized the critical importance of ensuring that your medical records have complete data and document of quality of services provided. Now you need to:
1.
Develop a Medical Records Data Quality Checklist for your practice.

2.       Ensure that your practice has a complete set of Policies and Procedures that govern your management of patient medical records including file management, confidentiality, and record retention.

3.       Design a monthly Patient Medical Records Peer Review process that audits the quality of services provided and the appropriateness of the utilization of services.  

4.       Randomly pull five patient medical records and conduct a review for data completeness and quality of service.  Document the results and implement quality improvement action where needed.
Post-Test: Hand out the Post-Test and have the participants complete it. Go through the answers, drawing them from the group, so they can mark what is wrong (using the honor system). (Just have them put a check mark in front of the questions they got wrong and then add them up, placing the number wrong in the upper right hand corner.) Hand them their Pre-Tests for comparison purposes. Give a small prize to the people who learned the most (decreased the number wrong by the greatest amount). Then collect all Pre and Post Tests.
Key Takeaway:  Have each participant identify the most important idea or technique that they gained from the session and write it down.

Tell them:  “In lieu of a summary by me, all of you are going to stand and take turns (when you have a ball in your hand) identifying your key take away from the session. Once you have spoken, throw the ball to someone else to speak and then sit down. It will then be easy to tell who has yet to speak by those who are left standing. Don’t be concerned if someone says what you planned to say. If that was your key takeaway, say it anyway.”

Series Overview:  Make sure that everyone knows what the next session is (subject and agenda) and the necessary logistical information so that they can attend: day, time, place, how to enroll, etc.)

Thank them for coming, remind them about the Next Step, and close the session.
	5 minutes

5 minutes

10 minutes
10 minutes


	End Time:  4:00
	ADJOURN 
	


DISCLAIMER

The author’s views expressed in this publication do not necessarily reflect the views of the United States Agency for International Development or the United States government.


