
        
            
                
            
        

    
Chapter 55
Nursing Documentation
 
TERMINAL LEARNING OBJECTIVE
 
Using approved forms, accurately document patient status, vital signs and care rendered using the SOAPE format.
 
INTRODUCTION
 
Accurate documentation of patient symptoms and observations is critical to proper treatment and recovery.  Entries written on a patient's medical record are a written, legal, permanent document.  If documentation is poorly or inaccurately entered into a medical record, patient may receive improper or potentially harmful care.  What you document as fact in a medical record, is directly used by physicians, nurses, and physician assistants to plan, implement, and evaluate their patient's course of treatment.
 
            Purposes
(1)        Primary - Insures that AMEDD personnel have a concise and complete medical history of active-duty personnel
(2)        Assists AMEDD officers in advising commanders on personnel use and retention
(3)        Appraises Army-wide physical fitness and readiness
(4)        Communication - a means of communicating and sharing information on the patient's status throughout the hospitalization with health care team members
(5)        Legal documentation - a legal document and admissible in court as evidence
(6)        Patient care planning - each professional working with the client has access to the client's baseline and ongoing data.  Client responds to the treatment plan from day-to-day is documented.  Modifications of the plan of care are then based on this data.
(7)        Audit - patient records may be reviewed to evaluate the quality of care received and to improve the quality of care as indicated
(8)        Research - patient records may be studied by researchers to learn how best to recognize or treat health problems
(9)        Education - clinical manifestations of particular health problems, effective treatment methods, and factors affecting client goal achievement are documented
(10)      Historic document - past information may be pertinent concerning a patient's healthcare
(11)      Reimbursement record - insurance companies, Medicare, and Medicaid require written record of treatments, equipment, and diagnostic procedures before they pay the agency
(12)      Decision - analysis-information from the medical record review can be used to provide information for strategic planners to identify needs and/or resources
            
 
Confidentiality of medical information
(1)        Medical confidentiality of all patients will be protected as fully as possible.
(2)        Medical information used for disease
(a)        Diagnosis
(b)        Treatment
(c)        Prevention
(3)        Access given to
(a)        The patient
(b)        Patient care personnel
(c)        Medical researchers
(d)        Medical educators
 
CAUTION:      DO NOT discuss patient information within hearing range of the patient or with unauthorized personnel.
 
(4)        Personnel not involved in a patient's care or in medical research will not have access to patient information unless the following situations apply -
(a)        Access required by law (court order)
(b)        Access needed for hospital accreditation
(c)        Access authorized by patient
 
WARNING:     Unauthorized disclosure of medical information is grounds for Uniform Code of Military Justice (UCMJ) action against the informant.
 
(5)        Disclosure of medical information
(a)        All requests done in writing except in emergency situations
(b)        Handled by patient administrator
(c)        Not provided by the 91W

Medical Record Documentation Procedures

 Required procedures for making entries
(1)        Legibly typed or handwritten
(2)        In black or blue black ink
(3)        Signed by the individual who made the entry
(a)        Military personnel - Sign with full payroll signature, rank, MOS, branch of service
(b)        Civilians - Sign with full payroll signature, title, GS (paygrade)
(4)        Date in day-month-year sequence
(5)        Capitalized at the beginning
(6)        Written with present or past tense verbs
(7)        Recorded ASAP
(8)        Abbreviated IAW AR 40-60
(9)        Must be clear, concise, and objective
(10)      Include patient identification on patient identification block.  Use addressograph or write information legibly.
(a)        Name
(b)        Rank
(c)        Social security number
(d)        Ward/clinic
(e)        Admission date/date of visit
(f)         Hospital register number (in patient's only)
            
Correction procedures for an entry error
(1)        DO -
(a)        Draw a single line through information
(b)        Write "Error," the date, and your initials above entry or follow local SOP
(2)        DO NOT -
(a)        Erase or use correction fluid
(b)        Skip lines
(c)        Write between lines
(d)        Chart for someone else
(e)        Leave blank lines above signature

Content of Medical Record Entries

Done by direct patient care providers
            
Nursing Entries on the Patient Record 
(1)        Concise, comprehensive nursing assessment
(2)        Up-to-date care plan individualized to the client
(3)        Nursing notes
(4)        Flow sheets
(5)        Graphic sheets
(6)        Medication records
(7)        Intake and output record
(8)        Physician and nursing discharge summary
(9)               Other components of patient record include admission sheet, patient history, physician’s orders and progress notes, consultations, and laboratory and x-ray reports
 
            Types of Nursing Documentation (Chart)
(1)        Source-oriented record
(a)        Separate form for each group of health care (e.g., nursing, medical, laboratory, x-ray department)
(b)        Chronological notes are kept on each form 
(c)        Easy to find record and continue CHARTING
(d)        Record of care is fragmented and difficult to trace overall care
(e)        If the Kardex-Care plan is not retained, the care plan must be duplicated in a narrative format
(2)        Focus charting
(a)        Patient-centered approach to organizing the narrative portion of the medical record
(b)        Column format to separate topic words or "focus" statements from the body of the note
(c)        Enhances communication among health team members
(d)        Quality improvement auditing more efficient
(3)        Charting by exception is a short hand documentation method
(a)        Must have well-defined standards of practice;
(b)        Only significant findings and „exceptions“ are documented n narrative notes
(c)        Requires well-established guidelines and clinical experience to identify exceptions
(d)        Advantages: Decreased charting time, greater emphasis on pertinent data, standardized assessment, and enhanced communication within the healthcare team
(4)        Flow sheets are used with almost all charting formats for documentation of routine care and repeated monitoring 
(a)        Recognized as a useful tool for efficiency  
(b)        Data retrieval easier for quality improvement monitoring
(c)        Pertinent items from the flow sheet are summarized into the patient care record
(d)        Duplicate charting is discouraged
(5)        Computer charting
(a)        Computer capacities are in operation for the admission assessment tool
(b)        Key client data is automatically recorded
(c)        Adds to the client data base as new data are identified and modifies the plan of care accordingly
(d)        Receives a work list indicating the treatment, procedures, and medications necessary for the client throughout the shift
(e)        Documents care immediately using the computer terminal at the client's bedside
 
NOTE:             See local policy if applicable on computer charting.
 
(6)        Problem-Oriented Medical Record (POMR) emphasizes the patient and his or her health problems 
(a)        All health professionals record on the same forms
(b)        Interdisciplinary team works together in identifying a master list of client problems
(c)        Logical way in which to organize information
(d)        A "problem" is a condition that requires further observation, diagnosis, assessment, and intervention
(e)        A care plan is developed, based on the identified problem
            
SOAP/SOAPIE Documentation 
(1)        S:  Subjective Data
(a)        What the patient tells you about his problem
(b)        Usually expressed in the patient’s own words.  For example,  "My throat hurts“, or  "I am in pain from my broken leg.“  Patient may have many complaints. 
(c)        Important to record exactly what the patient states is the problem
(2)        O:  Objective Data
(a)        Observations made by the 91W that support or are related to the subjective data
(b)        Record what you observe about the patient.  For example, the patient in pain may speak with a loud, agitated voice, or his facial expressions (grimace) might indicate pain.  He may be guarding the painful area.  Or he may be very quiet and not moving much which would aggravate the pain.  Vital signs may indicate increased pain such as pulse is elevated or blood pressure is elevated.
(c)        Important to record all observations made of the patient to include any physical findings
(3)        A:  Assessment
(a)        This is your interpretation of the patient’s problem/condition  
(b)        Subjective and objective data is carefully analyzed to reach conclusions regarding the patient’s complaint or problem
 
(4)        P:  Plan
(a)        The plan for dealing with the problem/compliant or situation is recorded here
(b)        This may include comfort measures, pharmacological interventions, notifying the physician, patient education, etc.
(c)        Your plan should be concise and should reflect all the information gathered to this point
(5)        Some documentation formats include the I (Intervention) and E (Evaluation) in addition to the SOAP acronym
(6)        I:  Intervention
(a)        This is your plan of action carried out as described
(b)        For example, patient was medicated with 50 mg of Demerol for his complaint of leg pain rated as 10/10
(c)        Be sure to record all interventions
(7)        E:  Evaluation
(a)        This is a record of the effectiveness of your plan and intervention
(b)        For example, patient states that his leg pain is now rated 5/10 30 minutes after receiving the Demerol
(c)        Important to record patient’s response to the intervention whether the intervention was successful or not
(d)        Unsuccessful intervention requires re-assessment of the problem.
(8)        Documentation should be concise, factual, organized and contain pertinent information
 
            Record special procedures (diagnostics, therapeutic, nursing)
(1)        Time
(2)        Name of procedure
(3)        Person performing procedure
(4)        Instruction to patient
(5)        Description of what was done
(6)        Lab, x-ray reports
(7)        Patient's condition before, during and after procedure.  This is extremely important.
 
            Record all medications and/or treatments
(1)        Record vital signs (TPR/BP) before and after all treatments
(2)        Record all medications and/or treatments with responses
 
            Record discharge note
(1)        Date
(2)        Time
(3)        Manner (ambulatory, wheelchair, stretcher)
(4)        Accompanied (parents, ward personnel)
(5)        Medications and/or treatments with schedules
(6)        Discharge information instructions
(7)        Statement that address patient's understanding of discharge plan
(8)        Follow-up visits
 
 
 
End of Shift Reporting
(1)        Means of communication between the outgoing and incoming staff of each shift
(2)        A change of shift report if given by a primary RN or caregiver to the primary RN or caregiver replacing him or her 
(3)        May be given in written form, orally in a meeting, or may be audiotaped
(4)        Information shared during the end of shift report should include:
(a)        Basic identifying information about each patient-name and current diagnosis
(b)        Current health status to include changes in medical condition and patient's response to medical therapy
(c)        Current orders (especially newly changed orders or new medications)
(d)        Diagnostic tests or schedule surgeries
(e)        Summary of each newly admitted patient including his or her diagnosis, age, plan of treatment, and general condition
 

Medical Record Forms
 
            SF 600 - chronological record of medical care
 
            SF 511 - chronological inpatient record of TPR, BP and weight
 
            DD Form 792, 24 hour I & O worksheet
(1)        Chronological record of intake (front side of SF 511) - 
(a)        Oral intake
(b)        IV intake
(c)        irrigation
(d)        Blood products
(2)        Chronological record of output (back side of SF 511) -
(a)        Urine
(b)        Nasogastric
(c)        Chest
(d)        Emesis
(e)        Stools
(f)                 Other
 
            SF 558 - Used instead of SF 600 in emergency rooms
            SF 510, Nursing notes
 
            Other forms
(1)        Lab slips
(a)        Miscellaneous
(b)        Chemistry
(c)        Urinalysis
(d)        Hematology
(e)        Culture
(2)        Special procedure forms
(a)        SF 519-B x-ray request
(b)        SF 520 EKG request
(c)        Be sure to write the provider's name as well as the name and phone number of the ward/clinic sending the request on all request forms!
(3)        Sick-Call forms (Refer to LP Perform Medical Screening  C191W017)
(a)        DA Form 5181-R Screening of acute medical care
(b)        DD Form 689 Individual sick slip
 
Introduction to Composite Health Care System (CHCS): The Composite Health Care System (CHCS) provides world-wide automated medical information system support to all MTFs in providing comprehensive, high quality health care to uniformed service personnel, retirees and dependents.
 
            

Functions performed by CHCS
(1)        CHCS serves more than 9 million beneficiaries of the U.S. military health care worldwide
(2)        CHCS is installed in more than 700 DOD hospitals and clinics providing health care to the men and women of the armed services and their dependents, veterans, and the retired military community
(3)        CHCS:
(a)        Shorter waits for patients
(b)        Faster reporting of diagnostic test results
(c)        Improved use of the medical and professional resources
(d)        Significant improvements in the quality of patient care
(4)        CHCS Functions:
(a)        Patient registration, admission, disposition, and transfer 
(b)        Inpatient activity documentation 
(c)        Outpatient administration data 
(d)        Appointment scheduling 
(e)        Laboratory 
(f)         Drug/laboratory test interaction 
(g)        Quality assurance 
(h)        Radiology 
(i)         Clinical dietetic administration 
(j)         Pharmacy 
(k)        Results reporting and order entry 
(l)         Ad Hoc reporting 
(m)      Managed Care 
(n)        Interfaces to 40 other clinical and administrative systems 
            Benefits to Medical Professionals
(1)        For the health care professional, CHCS saves staff time and increases job performance and satisfaction
(2)        CHCS offers medical professionals:
(a)        Immediate notification of test results 
(b)        Improved drug inventories, allowing pharmacies to monitor shelf life and drug quantities 
(c)        Reduced paperwork 
(d)        Improved accuracy of laboratory and radiology results 
(e)        Easy access to complete patient care information and administrative data 
(f)         Better quality control with enhanced capabilities for monitoring productivity and quality assurance data 
(g)        Increased productivity and utilization management control 
(h)        Improved communication with administrative staff and other health care professionals 
(i)         Improved clinic administration 
(j)         Improved documentation and accountability for patients’ medication orders 
(k)        Better utilization of staff resources due to improved scheduling 
(l)         Systematic tracking of a patient’s treatment course
            
Cost Benefits
(1)        CHCS reduces costs by eliminating duplication and tracking of data to assist in determining the most successful medical strategies
(2)        CHCS provides:
(a)        Immediate access to information, allowing prompt evaluation of cost effectiveness and resource utilization 
(b)        Systematic tracking of a patient’s treatment course, thereby reducing duplicative services, tests, and drug orders 
(c)        Treatment pattern comparisons, helping providers to determine the most successful and cost-effective clinical protocols 
(d)        Improved data collection for outcome studies
 
            Benefits to Patients
(1)        On the patient level, CHCS increases quality of care by providing complete, accurate, and secure information about patients and their care 
(2)        CHCS means:
(a)        Authorized users can immediately access private, personal medical records, thus facilitating appropriate patient care and saving lives in emergency situations 
(b)        Improved access to health care services due to better scheduling and resource utilization 
(c)        Fewer repeated tests and examinations thanks to improved reporting and data management 
(d)        More responsive scheduling and handling of appointments 
(e)        More personal service from MTF staff and health care providers 
(f)         Improved health care professional/patient relationships 
(g)        Shorter waits for pharmacy services 
(h)        Fewer delays in receiving radiology and lab tests and results 
(i)         Constantly updated and accurate patient registration information 
(j)         Greater patient satisfaction with service and results 
(k)        Facilitates enrollment to TRICARE programs
 
SUMMARY
 
The medical record is a legal document. Through accurate documentation the record serves as a description of exactly what happened.  The purpose of the documentation is to provide information for communication, education, assessment, research and legal accountability. "Care not documented is care not done."
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