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Disclaimer

Cases have been removed from this handout. 

Cases in this presentation are used for 

educational purposes only. While they are based

on actual events, they have been de-identified

and/or anonymized to protect privacy. Please do 

not photograph, copy or distribute the cases.



Learning Objectives

 Outline 5 documentation deficiencies 

identified in CMPA cases 

 Describe 3 best practices when 

documenting using an EMR

 Develop 2 documentation strategies 

that you can implement to improve 

patient safety 



Case



What is the most frequent issue with documentation 

seen in CMPA cases?

Illegibility 

of 

records

Late entries 

incorrectly 

done

Unprofessional 

comments

Incompleteness 

of

assessments

A B

C D



CMPA cases with a diagnostic delay/ misdiagnosis

86%
Deficient 

assessment



Failure to document 

pertinent history, 

physical findings, and 

rationale for DDX



Legal outcomes: Over 5 year period



College 

complaints with 

documentation 

issues

93% 
unfavourable

outcomes



You are an expert reviewing the record: 

What are 5 things missing?

Deficiencies

• history 

• physical

• 3 other deficiencies



Most common documentation deficiencies

 History: missing key red flags, pertinent positives and 

negatives

 Physical examination: missing key elements, pertinent 

negatives

 Call to consultant/staff: name, information conveyed, advice 

given

 Diagnostic reasoning: DDx and justification for excluding more 

serious diagnoses

 Discharge instructions: Symptoms triggering return visit, 

urgency of response 



Medical record



Which of the following elements of proof is the BEST 

to demonstrate your diligence?

The opinion of medical 

experts about what 

instructions you 

should have provided

The patient’s 

written 

recollection of the 

instructions you 

gave her

The discharge 

instructions 

recorded on the 

emergency 

department chart

Your testimony 

about the usual 

instructions you 

provide to patients

A B

C D



Inadequate Discharge Instructions



Informed Discharge

What Do the Courts Say?

 The symptoms and signs indicating 
something may be going wrong 

 The urgency of the response required

 Where best to seek medical attention

Time

&

Action

Specific

F/U PRN – harder to defend

 Sx to return reviewed-

emphasized a,b,c….

 Where to seek care and urgency

 Handout on …reviewed

 RB=Readback



Other areas with documentation 

deficiencies

Informed 
Consent

Telephone 
Advice

Handover



What about EMRs?

Common pitfalls:
 overuse of templates and 

check boxes

 underuse of free text

 inappropriate use of 

copy-paste function



Documentation

If it wasn’t charted it wasn’t 

done

Paper charts

It’s charted, but 

was it done?

With EMRs



EMR audit function

 User’s identity

 Date and time

 Duration of access

 Any changes or additions



Case example



Keep your hands off the keyboard!



Record your intellectual footprint



The Bottom Line …

1. Deficient assessments are the most common 
documentation issue in CMPA cases

2. Leave your intellectual footprint in the chart

3. Beware templates, copy/paste function, 
addendums/ late entries when using EMRs 



What will you do differently in your practice?





www.cmpa-acpm.ca

@CMPAmembers

■ CMPA Safe Medical Care

www.cmpa-acpm.ca/gpg
■ CMPA Good Practices Guide

The Canadian Medical Protective Association 

1-800-267-6522



Questions


