Review of Service Treatment Records for the Integrated Disability Evaluation System (IDES) 
Trainee Handout
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Objectives

· Given M21-1MR and the trainee handout packet, differentiate information found in Service Treatment Records (STRs), with 85% accuracy.

· Given M21-1MR and the trainee handout packet, differentiate the basic organization of Service Treatment Records (STRs), with 85% accuracy.

· Given M21-1MR and the trainee handout packet, identify methods for the review of Service Treatment Records (STRs), with 85% accuracy.

· Given M21-1MR and the trainee handout packet, identify methods for the routine handling of Service Department Records (STRs), with 85% accuracy.
References

· M2101MR.III.2.A, General Information on Service Records
Disability Evaluation System (DES) Pilot Program Implementation Guide -http://vbaw.vba.va.gov/bl/21/Products/ides.htm

Topic 1: Overview of Service Treatment Records (STRs)
General Information in STRs

The following information can be located within STRs:

· Entrance and separation physical exams

· Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB) reports
· Preventative and chronic care flow sheets

· Hearing conservation data

· Physical therapy and x-ray reports
· Emergency treatment reports
Entrance and Separation Physical Exams
Entrance and Separation Physical Exams consist of two parts:

· A self-report by the Service member regarding medical history

· Problems experienced and a complete body system review conducted by the physician

Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB) Reports
The MEB and PEB reports are generally comprehensive and provide a lot of background information.

Preventative and Chronic Care Flow Sheets

The preventative and chronic care flow sheets, or the equivalent, often provide excellent summaries of chronic medical conditions, surgeries, and injuries.
Hearing Conservation Data

The hearing conservation data, generally included in DD Form 2216E or the equivalent, contains the information for periodic audiological examinations.
Physical Therapy and X-Ray Reports

The physical therapy and x-ray reports provide information regarding orthopedic conditions and injuries.

Emergency Treatment Reports

Emergency treatment reports, in the form of SF 558 or the equivalent, provide information regarding injuries and acute conditions. The reports list the assessment and diagnosis.
Basic Organization of STRs

There are two types of STRs

· Two-sided: STRs from the 1960s and early 1970s only have two sides.

· Four-sided: If the STRs jackets are newer, as early as the late 1970s or early 1980s, they will be separated into four sides. 

Two-sided STR

Page 1: These records may or may not have a back-filed treatment summary. Often, physical exams will be filed on Page 1 as well as some specialty tests and physical profile reports.
Page 2: Radiology reports, laboratory reports and some other specialty tests are filed on the bottom and treatment notes are filed chronologically on the top of Page 2. Sometimes the entrance examination and other physical exam reports are on the bottom or inter-filed among the treatment reports.
Four-sided STR Page 1

Page 1 contains:

· Back--filed on this page is a treatment summary that is often titled “Preventative and Chronic Care Flow Sheet”. These forms may have different names, but are generally completed by the treatment provider and include a history of surgeries, chronic conditions, allergies and other information that treatment providers want to highlight.
· The following reports are located below the treatment summary:

· Physical profile reports

· Audiology reports

· Other specialized types of reports, depending on the Service member’s occupation
Four-sided STR Page 2

Page 2 contains:

· Treatment notes, which are records of clinic visits and emergency room visits

· Referrals to specialty providers, often titled Requests for Consultation

· Abbreviated mental health notes 
Note: Most military mental health clinics keep separate mental health files, but cross-reference visits in the STRs. When entries are cross-referenced, they often do not show the diagnosis or reason for visit to the military mental health clinic.

Four-sided STR Page 3

Page 3 contains:

· Entrance and separation physicals

· Periodic physicals and associated tests

Four-sided STR Page 4

Page 4 contains:

· Radiology or x-ray reports

· Laboratory test results/reports

· Biopsy results
SOAP Format

The SOAP format found in treatment records came into use by the military in the late 1970s and early 1980s. Some treatment records may use a variation of the common SOAP format shown below. 

Common SOAP format: 

	Initials
	Meaning

	S or H
	Subjective summary or history of the patient’s reason for seeking medical advice/help or symptoms experienced

	O
	Objective finding by the treatment provider during the examination

	A, I, or Dx
	Assessment - the diagnosis, or in some cases the provisional diagnosis pending further tests

	P
	Plan for treatment or medication prescribed


Other Military Treatment Records
Military treatment records are also located in:

· Armed Forces Health Longitudinal Technology Application (AHLTA)

· Composite Health Care System (CHCS)

· TRICARE

Armed Forces Health Longitudinal Technology Application (AHLTA)

The military's electronic health record, AHLTA, is an enterprise-wide medical and dental information management system that provides secure online access to Military Health System (MHS) beneficiary’s records.

AHLTA is used by medical clinicians in all fixed and deployed Military Treatment Facilities (MTFs) worldwide. AHLTA primarily contains MTF outpatient treatment records.

AHLTA began worldwide deployment in January 2004. The goal is to provide medical readiness and to support more than 9.4 million beneficiaries with continuity of care and administration of benefits.

Composite Health Care System (CHCS)

CHCS is a medical database for patients using the military health care system.

CHCS is used to:

· Store MTF inpatient records

· Make and track appointments, enter and track prescriptions, enter and track consults, enter and track tests and results

· Keep a historical record of health care

· Check a patient's eligibility for getting medical appointments

· Update information when patients arrive for appointments or emergency care and to confirm eligibility for care in Defense Eligibility Enrollment Reporting System (DEERS)

TRICARE

TRICARE is the health care program serving active duty service members, National Guard and Reserve members, retirees, their families, survivors and certain former spouses worldwide.

As a major component of the MHS, TRICARE brings together the health care resources of the uniformed services and supplements them with networks of civilian health care professionals, institutions, pharmacies and suppliers to provide access to high-quality health care services while maintaining the capability to support military operations.
Topic 2: MSC Responsibilities for the Review of STRs
STR Review for IDES

An MSC must be able to review STRs effectively so that they are able to find and explain information to the Service member in order to develop a claim.
Review of Service Treatment Records (STRs)
The following guidelines provide the MSC with tools that will help with the efficient review STRs:

· Limit review as much as possible. Look for key indicators of chronic disabilities. Do not waste time reading every page.

· Locate and tab the entrance and separation physical exams in the STRs. Do not tab documents to be scanned into the paperless claim system.

· Tab where a claimed condition is located if it is not mentioned on the separation physical exam. Additional tabbing should be avoided unless directed to do so by local procedures.

· Write down a list of the potentially claimed conditions to use during the initial interview for a reference. 
Examples:

· Radiologist report dated 10/01/09 right knee patella femoral syndrome.

· Surgical summary report dated 01/05/10 shrapnel removed right shoulder. Possible scar and residuals of retained shrapnel.

· You may label the outside of the VA Form 21-4582, Service Department Records Envelope for identification of the contents. This is not a required procedure nor is it prohibited.

Initial Interview Preparation
Prior to the initial interview, the MSC should review the STRs and identify potential service-connected disabilities that are:

· Not potentially unfitting

· Chronic disabilities

· In need of ongoing treatment

Initial Interview

During the initial interview the:

· Service member identifies issues

· MSC provides suggestions for claiming additional disabilities

· Claims are ultimately the Service member’s decision

Entrance and Separation Physical Exams Identification
In order to identify the entrance and separation physical exams in the STRs, it is necessary to know the dates the Service member entered and separated from service.

When reviewing the STRs, the entrance and separation physical exams can be noted by the status of the Service member. Often the status of the Service member or type of exam is noted as “Civilian” on the entrance examination or “Separation Exam” for a separation physical exam.

Tabbing Records

It may be helpful to tab Entrance and Separation Physical Exams for future reference. 

Exception to tabbing: STRs belonging to paperless claims will not be tabbed prior to scanning. All tabs must be removed prior to sending the information to the scanning contractor.

Routine Handling of STRs
Care should be taken in handling STRs on loan to VA. Make all reasonable effort to protect the integrity, appearance, and readability of the service records.
Avoid

When handling STRs be sure to avoid:

· Marking on, date stamping, or punching holes in any records received from the service department

· Removing STRs from the STR folder unless necessary for photocopying

Exceptions

The following exceptions can be made:

· DD Forms 214 may be stamped or annotated to reflect verification of service, and may be reverse-filed separately for ease of identification 

· Protective envelopes may be punched or date stamped as long as the contents are not affected

VA Form21-4582, Service Department Records Envelope

Maintain copies of service treatment and other service department records in the claims folder in VA Form 21-4582, Service Department Records Envelope, which must be filed down to prevent loss or damage. Original STRs may be maintained in VA Form 21-4582, if the STR folder has been destroyed.
Maintaining STRs

STRs are critical for deciding most claims for service-connected benefits. Exercise care to preserve and protect these documents against damage or loss.

Note: STRs belong to the respective service departments and are on loan to VA. The STRs are subject to recall by a service department. Various issues may prompt a recall of STRs, including a Veteran returning to active service.

Attachment A: Sample Treatment Report
Gorgas Army Hospital

Wilber C. Fuegot

S: Past hx R knee injury in 1995. Arthroscopic surgery showed torn medical meniscus. Pt underwent medial meniscectomy, physical therapy, and then limited duty. Sx continued. MEB completed 9/95. That exam showed marked lateral laxity, some tenderness at medial aspect, no edema, no locking. Pt discharged from service w/disability severance pay. Today, C/O R knee buckling, pain w/standing, sitting, stair climbing.

O: Flexion to 110, extension to 5. + tenderness to patellar compression. + varus/valgus stress test. Marked lateral laxity. Negative drawer sign. No edema.

X-ray: slight joint space narrowing, early arthritic changes.

Dx: s/p R medial meniscectomy w/residual laxity, DJD.

P: MRI, orthopedics consult. 

Practical Exercise
Instructions: Use the sample/mock Service Treatment Record (STR) to answer the following questions.

1. Properly identify what medical treatment records are contained in the following STRs:

AHLTA:

CHSC:

4 PART STRs:

2. Properly label the SOAP format:

S - 

O -

A -

P -

3. What date of entrance was the Service member enrolled in the service?

4. What condition listed on the entrance exam could indicate a pre-existing condition?
5. Which type of treatment record indicates that the Service member has been diagnosed with a left knee patella femoral syndrome? 
6. What chronic conditions are listed in the preventative and chronic care flow sheets?
7. What are the confirmed acute conditions listed in the emergency treatment report?

8. If the mock up were a real STR, what two items would be tabbed to make reviewing the STR more efficient? 
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