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superscript epsilon (e) indicates an editorial change since the last revision or reapproval.

1. Scope

1.1 This guide covers the establishment of a quality assur-
ance program for dictation, medical transcription, and related
processes. Quality assurance (QA) is necessary to ensure the
accuracy of healthcare documentation. It also assists in pro-
tecting healthcare providers, facilitates reimbursement, and
improves communication among healthcare providers, thus
improving the overall quality of patient care. This guide
establishes essential and desirable elements for quality health-
care documentation, but it is not purported to be an exhaustive
list.

1.2 The QA personnel for medical transcription should have
an understanding of the processes and variables or alternatives
involved in the creation of medicolegal documents and an
understanding of quality assurance issues as they pertain to
medical transcription. Qualified personnel include certified
medical transcriptionists (CMTs), quality assurance profes-
sionals, or individuals who hold other appropriately related
credentials or degrees.

1.3 The medical transcriptionist (MT) and QA reviewer
should establish a cooperative partnership so that the review
outcomes are objective and educational. Policies should be
developed to minimize subjective review, which can lead to
forceful implementation of one style at the expense of other
reasonable choices. Objective review, including an appeals
process, should follow departmental standards that have been
agreed upon by the full team of QA personnel, MTs, and
management staff.

2. Referenced Documents

2.1 ASTM Standards:
E 1762 Guide for Electronic Authentication of Health Care

Information2

E 1902 Guide for Management of the Confidentiality and
Security of Dictation, Transcription, and Transcribed
Health Records2

E 1959 Guide for Requests for Proposals Regarding Medi-
cal Transcription Services for Healthcare Institutions2

3. Terminology

3.1 Definitions:
3.1.1 abbreviation expander, n—computer software that

allows a few letters or symbols to be extended to a phrase or
sentence in order to enhance productivity.

3.1.2 author, n—the person(s) responsible and accountable
for the creation, content, accuracy, and completeness of each
dictated and transcribed event or health record entry.

3.1.3 back-formation, n—a verb formed from a noun, for
example,dialyze(verb) fromdialysis (noun).

3.1.4 concurrent review, n—quality review of transcribed
reports performed while listening to dictation and comparing
transcribed document content. Concurrent review is generally
performed before reports are delivered to a patient’s record,
either in print form or electronically, and before they are made
available for author signature.

3.1.5 medical transcription, n—the process of interpreting
and transcribing dictation by physicians and other healthcare
providers regarding patient assessment, workup, therapeutic
procedures, clinical course, diagnosis, prognosis, etc., into
readable text, whether on paper or on computer, in order to
document patient care and facilitate delivery of healthcare
services. (AAMT Book of Style; E 1959)

3.1.6 originator—seeauthor.
3.1.7 quality assurance audit, n—examination and review

of transcribed documents to verify accuracy of work type,
patient and author identification, and that dictated content was
appropriately transcribed and edited, with findings communi-
cated to and reviewed with appropriate staff.

3.1.8 quality assurance for medical transcription, n—the
process of review that is intended to provide adequate confi-
dence that dictated patient care documentation is transcribed in
a clear, consistent, accurate, complete, and timely manner and
that it satisfies stated or implied requirements for dictated and
transcribed documentation of patient care.

3.1.9 retrospective review, n—quality review of transcribed
reports performed after documents have been released for
author signature and delivered to a patient’s record. The

1 This guide is under the jurisdiction of ASTM Committee E31 on Healthcare
Informatics and is the direct responsibility of Subcommittee E31.22 on Health
Information Transcription and Documentation.
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dictation may no longer be available for comparison with the
transcribed documents.

3.1.10 stat, adj—of high priority, or urgent, such as dicta-
tion requiring immediate transcription and delivery.

3.1.11 turnaround time, n—elapsed time beginning with the
availability of dictation or voice file for transcription and
ending when the transcribed document is delivered for authen-
tication. (E 1959)

3.1.12 verbatim transcription, n—documentation that has
been transcribed exactly as dictated, without editing for accu-
racy, consistency, completeness, or clarity. SeeThe AAMT
Book of Style3 for additional information.

3.2 Acronyms:
AAMT American Association for Medical Transcription
CMT Certified Medical Transcriptionist
MT Medical Transcriptionist; Medical Transcription
QA Quality Assurance
RFP Request(s) for Proposals
TAT Turnaround Time

4. Significance and Use

4.1 This guide lists the essential components of a quality
assurance program for medical transcription and is applicable
in all work environments. It describes factors that should be
considered when evaluating the individuals and processes
responsible for producing patient care documentation and for
establishing procedures to address and resolve problems that
may arise in dictation and transcription. It clarifies who has the
authority to make decisions regarding transcription style and
editing and to resolve conflicts.

4.2 This guide may be used to develop a quality assurance
program for individual medical transcriptionists, medical tran-
scription departments within healthcare institutions, medical
transcription businesses, and authors of dictation. A quality
assurance program verifies the consistency, correctness, and
completeness of dictation and transcribed reports, including the
systematic identification and resolution of inaccuracies and
inconsistencies, according to departmental standards. Merely
proofreading reports is not equivalent to a quality review
process, which should involve comparison with the dictation at
least part of the time and review for meaning of content all of
the time.

4.3 Quality is fundamental to the patient record, and clear,
complete, accurate patient care documentation helps control
the rising cost of health care. The quality of the final report is
the responsibility of both the author and the medical transcrip-
tionist. It is the result of teamwork between the person
dictating and the individual transcribing. It should be noted that
while production standards are important, their value is dimin-
ished if quality is lacking. Likewise, transcribing dictation
verbatim may not result in quality documentation or clear
communication. It is the transcriptionist’s responsibility to edit
dictation for clarity, accuracy, completeness, and consistency,
thus facilitating communication.

5. Dictation

5.1 There are four areas that should be addressed with every
new author providing dictation, and with all authors at regular
intervals, particularly when changes occur in policies, staffing,
or equipment, or a combination thereof. These four areas are
(1) education and orientation,(2) document identification
process, (3) dictated content, and(4) confidentiality and
security.

5.2 Quality assurance of medical transcription begins with
the author of the dictation. The quality of transcribed docu-
ments is dependent in part on the quality of dictation. Authors
should be educated and oriented in creating a timely, accurate,
and understandable dictated report, with emphasis on avoiding
the use or overuse of abbreviations, acronyms, back-
formations, coined terms, jargon, profanity, short forms, and
slang. Accuracy and completeness of document content are the
responsibility of the author.

5.3 Education and Orientation:
5.3.1 Education and orientation of authors should include an

overview of the report generation process, location and proper
use of equipment, report types and arrangement of content, and
turnaround time requirements. Potential problems and proce-
dures for their resolution should also be addressed.

5.3.2 To ensure accuracy, completeness, and consistency of
documentation, regulatory requirements and institutional poli-
cies and guidelines for report formats and organization of
content should be followed.

5.3.3 A mechanism for feedback should be provided to the
author regarding the dictation or the process to ensure that the
author is aware of any problems that may preclude clear,
accurate documentation or impede timely transcription. This
includes the choice of a quiet and secure area in which to
dictate; adequate preparation before beginning the dictation
process; self-identification by spelling name and providing
identification number; proficiency in the use of necessary
equipment; and confirmation of patient identifiers by entering
numbers correctly, providing pertinent dates, and accurately
spelling patient names upon accessing the dictation system.
Authors of healthcare documents should also correctly spell
new or unusual terminology and medications as necessary to
ensure accurate transcription. Authors should identify referring
physicians, consultants, and those receiving courtesy copies,
providing spelling, complete addresses, or other information
that will facilitate delivery.

5.3.4 Priority of work types relative to dictation time and
transcription turnaround time should be included as part of the
orientation process. Turnaround time should be defined and
expectations clarified. See Guide E 1959 for the definition of
turnaround time related to requests for proposals and out-
sourced transcription.

5.4 Document Identification Process:
5.4.1 Instruction should be provided on the document iden-

tification process, for example, how to access the dictation
system, how to indicate a priority dictation using the appropri-
ate dictation prompts, how to separate multiple reports in one
session or call-in, and how to recognize technical problems and
notify designated personnel, indicating from what location the
system is being accessed and the nature of the technical issue.

3 Tessier, Claudia,The AAMT Book of Style for Medical Transcription, American
Association for Medical Transcription, 1995 (print), 1997 (CD-ROM).
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5.4.2 The author of dictation should be aware that accurate
and complete input of author identifiers, work type, and patient
identifiers promotes efficiency and enhances turnaround,
thereby improving patient care. Dictation of several reports on
multiple patients using only one patient identifier limits the
ability to track and locate specified patient documentation.
Entry of incorrect work types often will delay transcription of
stat or high-priority reports.

5.5 Dictated Content:
5.5.1 In order to document that the standard of patient care

and all documentation requirements were met, authors should
organize record content in a logical fashion and be aware of
risk management issues when dictating. Authors should adhere
to recommended or required report formats and organization of
content in order to facilitate communication among healthcare
providers.

5.5.2 Content should be free from asides, profanity, deroga-
tory, and other inappropriate comments. Such comments may
be called to the attention of risk management personnel.

5.5.3 Content should not include extensive use of abbrevia-
tions that obstruct communication. Authors should be aware
that, when transcribed, abbreviations, acronyms, short forms,
jargon, coined terms, and back-formations may be expanded
according to policy or regulations.

5.5.4 Content should not include any specific references that
identify the patient. See Guide E 1902.

5.6 Confidentiality and Security—Confidentiality and secu-
rity of author and patient information should be emphasized.
See Guide E 1902 regarding dictation and transcription confi-
dentiality and security.

6. Transcription

6.1 It should be the medical transcriptionist’s responsibility
to prepare patient care documents that are as accurate, com-
plete, and timely as possible.

6.2 Education and Orientation:
6.2.1 Medical transcriptionists should strive to expand skills

and knowledge by regular participation in continuing education
and professional development activities. Relevant topics may
include clinical diagnosis and treatment, medical and profes-
sional ethics, technology, professional practice and develop-
ment, ergonomics, and industry trends.

6.2.2 MTs should participate in the development of a QA
program and be responsible for assisting others in assuring
quality documentation.

6.2.3 MTs should strive to prevent injuries by using sound
ergonomic techniques, thus facilitating the timely and accurate
production of transcribed documents.

6.2.4 Dictation should be accessed and evaluated by the
medical transcriptionist to determine the extent to which it can
be transcribed. If problems arise related to technical difficul-
ties, author technique, or the individual MT’s skill and expe-
rience, appropriate policies and procedures should be followed.

6.2.5 MTs should not be responsible for affixing author
signatures. Refer to Guide E 1762 for more about authentica-
tion.

6.2.6 MTs should be knowledgeable about the QA program,
including the definition of errors, acceptable resources, and the
resolution of inconsistencies, errors, and other aberrancies.

6.2.7 MTs should respond to feedback from the quality
assurance process in a timely manner.

6.2.8 MTs should have the ability and opportunity to chal-
lenge QA review.

6.3 Document Identification Process—MTs should follow
established procedures for verifying author and patient identi-
fication and demographics, resolving inconsistencies according
to established policies.

6.4 Transcribed Content:
6.4.1 MTs should demonstrate appropriate and accepted use

of grammar, punctuation, and language nuances and structure.
6.4.2 MTs should be encouraged to use accepted automated

technologies, such as spellcheckers, to help ensure accuracy.
6.4.3 MTs should use current resource materials.
6.4.4 MTs should engage in reasonable research to verify

difficult or questionable content.
6.4.5 MTs should appropriately call attention to dictation

that cannot be translated or terminology that cannot be verified.
6.4.6 MTs should follow established format, style, and

editing policies, including those related to the use of abbrevia-
tions, acronyms, back-formations, coined terms, jargon, pro-
fanity, short forms, and slang.

6.4.7 MTs should review and proofread documents, making
appropriate corrections and revisions.

6.4.8 MTs should follow appropriate risk management poli-
cies, including established procedures for notifying authors of
problems arising within their dictation.

6.5 Confidentiality and Security:
6.5.1 MTs should maintain confidentiality and security of

patient care documentation. Refer to Guide E 1902 for addi-
tional information.

6.5.2 MTs should notify appropriate personnel of confiden-
tiality and security breaches.

7. Management

7.1 Management should coordinate the integrated process of
dictation, transcription, and the delivery of reports. To ensure
quality documentation, management should provide adequate
training and resources for healthcare providers, the medical
transcription staff, and the quality assurance staff responsible
for monitoring transcription. Management should orient new
staff and provide continuing education to existing staff to
assure maintenance of the QA program. Continuing education
enhances the quality of patient care documentation by keeping
MT and QA staff informed regarding healthcare issues, proce-
dures, reimbursement, and technological advances that contrib-
ute to quality patient care.

7.2 Management should establish guidelines for identifying
qualified medical transcriptionists and quality assurance staff.
Management should attempt to identify candidates who are
appropriate to the staff position and build a team with comple-
mentary strengths.

7.3 Policies should be developed to address difficult or
problematic authors and how to work with them to ensure the
accuracy and completeness of their reports.

7.4 Policies should be developed to manage workflow.
7.5 Management should develop a policy stating who will

be responsible for determining the likelihood or possibility that
a dictated document can be transcribed. Impediments to
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transcribing a document include inaudible or broken dictation,
heavily accented speech, rapid speech, or esoteric and uncom-
mon terminology that is difficult to document.

7.6 Adequate resources for research should be available for
transcription staff, and they should be updated regularly.

7.7 Format, style, and editing definitions and policies should
be developed and implemented with input from the MT staff.

7.8 Access to subject matter experts and feedback are
necessary if MTs are to continue to pursue quality documen-
tation. Management should develop policies and procedures
for MTs to communicate with or receive feedback from the
author and others who may have pertinent information (for
example, a pharmacist).

7.9 Management should apprise MT staff of risk manage-
ment concerns and the procedures to follow for identification,
correction, and referral.

7.10 Management is responsible for development of poli-
cies and procedures, with input from MT staff, in accordance
with regulations regarding:

7.10.1 Errors, omissions, and inconsistencies prior to author
authentication. See Guide E 1762.

7.10.2 Errors, omissions, and inconsistencies subsequent to
author authentication. See Guide E 1762.

7.10.3 Prioritization of transcription and turnaround time
requirements.

7.10.4 Acceptable quality or accuracy percentage require-
ments, or both.

7.10.5 Identification of technical support personnel.
7.10.6 Confidentiality and security related to dictation and

transcription of patient care documentation. See Guide E 1902.
7.10.7 Identification of the individual(s) with authority to

resolve errors.
7.10.8 Determination of frequency and volume of work to

be reviewed in the QA process.
7.10.9 Methods for responding to complaints.
7.10.10 Quality assurance statistics (for example, timeli-

ness, accuracy, adherence to standards, production, workflow).
7.10.11 Continuing education for MTs and other profes-

sional staff.
7.11 Management should confer with MTs in the purchase

of resource materials and should encourage MTs to use them
appropriately.

7.12 Management should confer with MTs in providing an
ergonomically correct work environment.

7.13 Management should develop and monitor a budget for
quality assurance in medical transcription.

7.14 Management should ensure the maintenance of perti-
nent databases, such as physician names and addresses.

7.15 Management should develop performance review cri-
teria related to quality assurance.

8. Quality Assurance

8.1 A quality assurance program verifies the consistency,
correctness, and completeness of the process of converting
dictation (voice) into text (transcribed reports), including the
systematic identification and resolution of inaccuracies and
inconsistencies, according to departmental standards. Merely
proofreading reports is not equivalent to a quality review

process, which should involve comparison with the dictation
the majority of the time and review for meaning of content all
of the time.

8.1.1 The acceptable quality or accuracy percentage should
be determined prior to implementation of review for the QA
program. Error types and relative importance or penalty
weighting of errors should be clearly defined.

8.1.2 Quality reviewers may identify content, punctuation
and grammar, spelling, editing errors, word choice errors,
omitted words, and mechanical inconsistencies (for example,
document types and formats).

8.1.3 The QA process should be based primarily on auditing
of transcribed reports with concurrent dictation. Concurrent
review provides immediate feedback to the MT, who can
promptly implement recommended changes before the docu-
ment is authenticated.

8.1.4 Retrospective review should be done only when time
constraints require it. A provider needing the document for
patient care would take precedence over a routine random
quality check.

8.1.5 Quality assurance review allows identification of con-
tinuing education topics for the entire staff based on review
outcomes of the group.

8.1.6 The quality assurance guidelines should include a
description of the way in which differences of opinion between
MT and QA specialist will be resolved. There may be more
than one acceptable way to transcribe a dictated phrase or
sentence, and reasonable flexibility should be part of the QA
program.

8.1.7 All MTs being reviewed should receive written guide-
lines about the QA program and what performance items are
being measured. Performance standards and benchmarks
should be clearly understood by MTs and QA staff.

8.1.8 QA personnel should report risk management con-
cerns found on review to the risk management or other
appropriate staff.

8.1.9 QA personnel should adhere to management’s confi-
dentiality and security policies and guidelines. See Guide
E 1902.

8.1.10 Consistency of productivity levels and compliance
with required turnaround times affect the overall quality of
transcription; both should be monitored as part of the QA
process.

8.1.11 The frequency and timing of quality review should
be based on departmental policies; they determine how work is
selected for review.

8.1.12 The selection process by which documents are re-
viewed should be truly random or at least unpredictable. If an
MT can easily predict which day or which transcribed docu-
ments will be selected for QA review, the integrity of the
results will most likely be skewed or compromised.

8.1.13 Periodic audits should be performed on the dictation
and feedback given to authors.

9. Keywords
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