STATE OF THE NOTE SUMMIT 2021

PRIMARY CARE
DO’S AND DONT’S

STOP WRITING THIS
Chief Complaint
f/u HTN and high cholesterol
History of Present Illness
Pt is feeling well; staying on low salt/low fat diet; taking meds daily without issues or
SE. No need for med renewals. Mean home BP at home for the past three months was
130/70. No home readings > 140/90; no home readings < 100/60. No CP, SOB, pedal
edema.
Review of Systems
Constitutional: No fever, no chills, no night sweats, no weight loss
Eye: No change of vision, no eye pain, no visual problems, no diplopia, no blurry vision
ENMT: No ear pain, no nasal congestion, no sore throat
Respiratory: No shortness of breath, no cough
Cardiovascular: No chest pain, no pressure, no palpitations, no syncope, no loss of
consciousness
Gastrointestinal: no change in bowel habits, no nausea, no vomiting, no diarrhea, no
constipation, no melena, no anorexia
Genitourinary: No hematuria, no nocturia, no discharge, no dysuria, no incontinence, no
change in urinary frequency, no urinary retention
Hema/Lymph: No bruising tendency, no swollen lymph glands
Endocrine: No increased thirst, no change in appetite, no heat or cold intolerance
Musculoskeletal: No back pain, no neck pain, no joint pain, no muscle pain, no swelling,
no change in range of motion
Integumentary: No rash, no pruritus, no abrasions
Neurologic: no headache, no paresthesia, no limb weakness, alert & oriented X 3
Psychiatric: no anxiety, no depression, no suicidal ideation
All other systems reviewed and negative.
Physical Exam
Vitals & Measurements
02/04/2021 13:59 P – Repeat: 76 RR – Repeat: 16
BP – Repeat: 128/78
Constitution: well developed, well nourished, in no acute distress;
Head/Face: Normocephalic/atraumatic
Eyes: conjunctiva and sclera clear; normal lids, PERRLA
ENT/Ears: TM’s intact and clear with normal canals and pinnae; normal shape, size and
position for age, hearing assessment normal
ENT/Nose: No deformity/significant septal deviation; normal mucosa;
ENT/Mouth: mucus membranes moist; no erythema/exudates; normal lips and gums,
no lesions or abnormalities of the oropharynx noted; good dentition;
Neck: supple; no thyromegaly or nodules;
Chest/Breast: no deformities; no varicosities noted; no axillary abnormalities;

Respiratory: clear to auscultation and percussion, no wheezes, no rales
CVS/Pulses: regular rate and rhythm, S1, S2 without murmurs, rubs, gallops, or clicks.
Normal examination of peripheral vascular system by observation and palpation; no
varicosities noted
GI/Abdomen: soft/nontender; no guarding or rebound; bowel sounds are normal; no
hepatosplenomegaly and no masses; no hernias noted
Msk: no stigmata of inflammatory or degenerative arthritis; normal gait and station
Extremities: no cyanosis or edema; no clubbing
Neurologic: no focal deficits; CN II-XII grossly intact – with normal sensation; strength;
coordination; and reflexes
Skin: no rashes or atypical lesions; palpation of skin and subcutaneous tissue reveals no
abnormalities
Lymph/Cerv: no significant adenopathy;
Lymph/Axil: no significant adenopathy;
Psych: alert and oriented X 3; mood appears normal
Assessment/Plan
1.
Hypertension I10
Doing well, well controlled. Last BMP reviewed – all normal
Ordered: Basic Metabolic Panel
2.
Hyperlipidemia E78.5
Doing well, well controlled. Last lipid panel reviewed – LDL < 90
Ordered: Basic Metabolic Panel
Patient Instructions
Continue on current meds, diet and exercise regimens. Continue monitoring BP at home
daily. As long as BPs <140/90 – to see me back in 6 months
Clinician Time Spent Day of Service
Time spent pre-visit, including record review – 4 minutes
Time spent during the visit, including face-to-face time with the patient – 30 minutes
Time spent post-visit, including documentation – 6 minutes
Total time spent day of encounter = 40 minutes
I attest that the times displayed above were spent by me for this encounter, and on the day
of this encounter.
Problem List/Pat Medical History
Ongoing Problems
Hyperlipidemia
Hypertension

Procedure/Surgical History
·
·
·
·
·
Medications
Medications at the Start of the Visit
1.
2.
Medications at the End of the Visit
1.
2.

Endoscopic sinusotomy (08/17/2017)
Appendectomy (2013)
Cholecystectomy (week of 02/19/2010)
Carpal tunnel release
Colonoscopy

Lisinopril 10mg, 1 tab PO QD
Rosuvasatin 20mg, 1 tab PO QHS
Lisinopril 10mg, 1 tab PO QD
Rosuvasatin 20mg, 1 tab PO QHS

Allergies
Penicillin (Rash)
Social History
Smoking Status: Never smoker (05/06/20)
Alcohol
Household alcohol concerns: No., 10/20/2018 Comments: drinks daily at least 2-3 beers – occasional monthly parties
where increased alcohol use is appreciated
Employment/School
Status: Unemployed. School: Public. Parental Education: Some High School., 10/26/2017
Exercise
Home/Environment
Born outside the US: Yes. Marital Status: Single., 09/29/2017
Family History
Father (John Smith): AD – Alzheimer’s disease; Age related macular degeneration; Anxiety; Aortic aneurysm; Back pain;
Bleeding disorder; Blood clot; Brain tumor; CABG – Coronary artery bypass graft; Cancer; Dementia; Heart disease (Heart
attack); Lupus anticoagulant; Multiple sclerosis; Other (father has other)
Negative: AIDS; Alcoholism; Anesthesia complication; BRCA1 gene mutation positive; Breast cancer genetic marker of
susceptibility negative; claustrophobia; Depression; Diabetes mellitus; Diabetes; Drug abuse; Eating disorder; Genetic
variation; Lung disease; Myeloma; Other Ambulatory Common; Other Psychiatric; Psychosis; Rheumatoid arthritis;
Schizophrenia; Suicidal intent; Suicide; Thyroid Disease
Mother (jane smith): Alopecia; Anemia; BRCA gene mutation negative; BRCA negative; BRCA2 negative; Back pain (Mother
always had back pain); Breast cancer (Adding a condition detail: familial cancer of breast); Cancer; Fibrocystic breast (pt
has a family history of fibrocystic breast on maternal side); Genetic variation; Gout; High blood pressure; Kidney disease
(After age 40); Lupus; Sickle cell disease
Negative: ADHD – attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; anxiety; BRCA1 gene
mutation negative BRCA1 gene mutation positive; BRCA2 gene mutation negative; Breast cancer genetic marker of

WRITE THIS INSTEAD
THINGS TO FOCUS ON

History of Present Illness
Patientt is here for follow-up hypertension and high
cholesterol, and is feeling well; staying on low salt/low fat
diet; taking meds daily without issues or side effects. No
need for med renewals. Mean home BP at home for the past
three months was 130/70. No home readings > 140/90; no
home readings < 100/60. No chest pain, shortness of breath,
pedal edema. No other complaints.

History of Present Illness

A section of pertinent clinical details, relevant to the diagnoses being addressed
in the visit is essential, useful, and valuable for many of the notes’ recipients.

Assessment and Plan

Include any details that affect the plan for the patient’s conditions, their
challenges (both medical and social) and your medical decision making
process. The age of narrative notes is now!

Physical Exam
Height – 185 cm Weight – 81.2 kg BMI = 23.7
BP – 128/78 Pulse - 76 RR – 16
Focused exam: normal, no change

THINGS TO RECONSIDER
Chief Complaint

History of present illness will often repeat the chief complaint, or just state it in a
clearer way. Don’t repeat it, and if you keep it, don’t use shorthand.

Assessment/Plan
1. Hypertension I10
Doing well, well controlled. Last BMP reviewed – all
normal. Ordered: Basic Metabolic Panel

Relevant Physical Exam Data

There is no requirement to include the entire Physical Exam, including vitals.
However, pulling in the relevant items to the diagnoses and current state of the
patient is important to the clinical utility of the note.

2. Hyperlipidemia E78.5
Doing well, well controlled. Last lipid panel reviewed – LDL
< 90 Ordered: Basic Metabolic Panel

Patient Instructions

Patient Instructions
Continue current meds (lisinopril 10mg once in the morning,
rosuvastatin 20mg once at bedtime), diet and exercise
regimens. Continue monitoring BP at home daily. As long as
BPs <140/90 – to see me back in 6 months.

Generally, your assessment and plan, and instructions have significant overlap,
with one written for the patient and the other for yourself. Consider combining
them and simply writing a more easily interpreted plan.

Abbreviations

Patients will see your notes, be thoughtful about when abbreviations will be
easily understood, and when the full phrase is more understandable. Software
should help with this!

Time Spent
susceptibility negative; claustrophobia; depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease;
myeloma; other ambulatory common; other psychiatric; psychosis; Rheumatoid arthritis; schizophrenia; suicidal intent;
suicide; thyroid disease
Other (linda smith): breast cancer (Maternal aunt with breast cancer at 34 years old); Cancer of urinary organ; Sickle cell
disease; Suspected gynecological cancer
Negative: ADHA – Attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; BRCA1 gene
mutation positive; Bipolar affective disorder; Breast cancer genetic marker of susceptibility negative; claustrophobia;
colon cancer; depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease; myeloma; other
ambulatory common; other psychiatric; psychosis; rheumatoid arthritis; schizophrenia; suicidal intent; suicide; thyroid
disease
Sister (Maryjo Smith): Breast cancer (Sister was diagnosed during a routine breast exam at annual GYN visit); Cancer;
Genetic variation
Negative: ADHA – Attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; anxiety; BRCA1 gene
mutation positive; Bipolar affective disorder; Breast cancer genetic marker of susceptibility negative; claustrophobia;
colon cancer; depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease; myeloma; other
ambulatory common; other psychiatric; psychosis; rheumatoid arthritis; schizophrenia; suicidal intent; suicide; thyroid
disease
Brother: Anemia; Anxiety; Asthma; BRCA2 gene mutation negative; BRCA2 negative; Cancer of colon (mets to the bones
and lungs)
Negative: ADHA – Attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; anxiety; BRCA1 gene
mutation positive; Bipolar affective disorder; Breast cancer genetic marker of susceptibility negative; claustrophobia;
depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease; myeloma; other ambulatory common;
other psychiatric; psychosis; rheumatoid arthritis; schizophrenia; suicidal intent; suicide; thyroid disease
Grandfather: Anxiety
Negative: ADHA – Attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; anxiety; BRCA1 gene
mutation positive; Bipolar affective disorder; Breast cancer genetic marker of susceptibility negative;
claustrophobia; depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease; myeloma; other
ambulatory common; other psychiatric; psychosis; rheumatoid arthritis; schizophrenia; suicidal intent; suicide;
thyroid disease
Grandmother: Alopecia; Anxiety
Negative: ADHA – Attention deficit disorder with hyperactivity; alcoholism; anesthesia complication; anxiety; BRCA1
gene mutation positive; Bipolar affective disorder; Breast cancer genetic marker of susceptibility negative;
claustrophobia; depression; diabetes mellitus; diabetes; drug abuse; eating disorder; lung disease; myeloma; other
ambulatory common; other psychiatric; psychosis; rheumatoid arthritis; schizophrenia; suicidal intent; suicide;
thyroid disease
Other (linda smith) Deceased: Cause of death – unknown cause, 58 years
Brother Deceased: Cause of death – unknown cause, 58 years

Copyright © 2021, American College of Physicians
Electronic Health Record Association. All rights reserved

Your time in the chart should be tracked in the EHR, and you are not required to
list your complete time in your note. However, this is an issue that varies by
organization and payer.

Discuss at your
organization

FIVE RECOMMENDATIONS FOR EHRs
1 Automate writing in SOAP, and reviewing in APSO

THINGS TO DROP FROM YOUR NOTE

2 Combine Patient Instructions and A&P

Complete Review of Systems, Prior Histories, and Clinical Lists

3 Expand abbreviations for patient-facing documents

You are no longer required to document the work you did for review as part of
medical decision making in the note. Keep the items that are relevant to your
History of Present Illness, or Assessment and Plan, but let the rest be shown
elsewhere.

Available in the
health record.

4 Allow linking out to data that is elsewhere in the EMR
5 Allow for simple inclusion of discrete exam data

