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Documentation Standards

The purpose of this document is to provide UBCO School of Nursing with standardized guidelines for

documentation.
Contents _
) The term “documentation”
Purpose of Documentation refers to paper or electronic
Modes of Documentation record keeping of a person’s
health and their care. Nurses
Components of Documentation are responsible for charting
Methods of Documentation oll phases of the nursing
o ) process and must abide by
Legal Principles of Documentation their regulatory body
requirements and standards
References for clinical documentation.t®

Appendix A: Exclusive Narrative

Appendix B: Blank Spaces

*Note: The term “person” is utilized throughout this document for equity and inclusivity purposes. “Person” will be used in place
of previously used terms to describe a person in care such as “client” or “patient”.

Purpose of Documentation The nurse must refer to

The purpose of clinical documentation is to: specific facility’s policies for

e Provide evidence of communication, continuity of care, clarity on which documents
clinical judgement, and person safety>911 are a legal part of the

e Inform quality improvement initiatives®®1! person’s chart>%! (e.q.,

e Influence provincial and federal funding®! some person handover

e Provide legal evidence of events!3911 reports are considered a

e Inform research and best practices’3911 legal document, some are

e Provide insights into the health of populations not).
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(e.g., COVID case reporting)*!

Modes of Documentation

e Paper record keeping?1!

e Electronic record keepingl®1?
o Electronic Medical Records (EMR)!
o Electronic Health Records (EHR)!

Components of Documentation

Documentation must be inclusive of all components of the holistic care being given.
Required elements include:

1-3,6,9,11

Date and Time

More detailed information can be found under the section of Legal Principles of
Documentation -

Timing1—3,6,7,9,11

Assessments

Charting of assessments will vary based on institutional requirements and standards for clinical
documentation within the area you are providing care (e.g., exclusive narrative charting,
charting-by-exception, emergency triage flowsheet, etc.) 1367911

Person Education
Nursing education is an important component of the nursing process. Documentation of person
education may include: 1-36,7,9,11

e Description of what was taught Education can be

e Educational materials provided to the person and/or documented in
family/caregiver(s) either the nursing

e Teaching method utilized (e.g., teach-back method, etc.) narrative notes or

e Involvement of person and/or family/caregiver(s) via education

e Evaluation of information learned by the person and/or checklist, depending
family/caregiver(s) upon practice areas,o

Relevant Conversations

Pertinent communication with persons, family, and other healthcare professionals needs to be
documented!-367.9,11

Further details can be found under the section of Legal Principles of Documentation -
Communication with Other Healthcare Providers and Third Party Charting.

Interventions
All interventions completed by the nurse must be documented and should include person
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response to said intervention, if appropriate. Certain interventions may have specific

documentation forms (e.g., Medication Administration Record [MAR], procedural record, etc.) ¥
3,6,7,9,11

Care Plans
e The planning of care is another important part of the
nursing process and must be documented. There are Short-term goals, long-term
two types of formal care plans:1-36°1113 goals, or discharge planning
o Standardized Care Plans: Organizes the care may be included within the
needs of a specific group of persons (e.g., the care plans and/or narrative
plan of care for all persons receiving open heart notes (e.g., “Writer will re-
surgery, etc.)®? assess person’s pain in
o Individualized Care Plans: Personalizes the 30mins”, “Person needs to
unique correctly self-administer
care needs of a single person, or needs beyond injection prior to discharge”).:3

the Standardized Care Plan®3

Adverse Events

Adverse events are unanticipated outcomes or Terms to note for adverse events:

complications that negatively impact a person’s e Documentation refersto a

care and/or health. Nurses need to document, structured method of charting (e.g.,

report, and disclose most adverse events.!-3467.9.11 DAR charting)

e Refer to your institutional policies 36711 e Reporting refers to a health facility

e Document relevant description of what reporting system (e.g., PSLS)*
happened and when (DAR or equivalent)* e Disclosing refers to providing
367,911 information to the person and/or

e Document all persons notified (may include person’s family regarding the event
members of the healthcare team, person, (this may be the role of the nurse or
person’s family, administrative staff, etc.)'” physician depending on the
367911 situation)*

e Complete an incident report (e.g. Patient Safety
Learning System [PSLS])1367.911 *Do not write “error”,
“mistake”, or “accident”
within the narrative. The
term “error” is only used
when correcting an error in
documentation.

® [Ensure objective nursing data and subjective person
data (avoid any blaming statements)3467,%11

Signature and Professional Designation
More detailed information can be found under the
section of Legal Principles of Documentation - Security
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Types of Documentation

The

Components of Documentation may appear on different types of documentation. These may
include, but not limited to, the following:®*!
e Admission history

Medication Administration Record (MAR)
Flow sheet

Graphic record

Plan of care

Handover reports

Discharge planning

Kardex

Methods of Documentation

The nursing process is used to inform methods of documentation. Formats may include, but are
not limited to: DAR, ADPIE, SOAPIE (DAR is the most common, so will be outlined below).>1%12
The two main types are:26811

e Exclusive Narrative

o Charting by Exception

*Nurses must use the documentation method or format required by the institution, facility, or
unit (e.g., within Interior Health, med/surg uses charting-by-exception, ER has a triage form).
**Refer to the institutional requirements and standards for clinical documentation-3%11

Exclusive Narrative

In this method, the nurse documents all relevant occurrences (normal and abnormal) in a
chronological and storied format. It answers the questions: what, where, when, who, why and
how. See Appendix A: Exclusive Narrative for an exemplar.2268911,12

The term narrative charting may be

used to describe:

e Exclusive narrative (e.g., storied
format)

e Charting by exception
(narratively documenting
abnormal findings)26:811

Charting by Exception

This method is used to document abnormal
findings that are not captured on a pre-
populated flowsheet. This additional narrative
charting is needed to state, track and address
these specific concerns that require intervention
and follow up.1265-11

Components

DAR is the most commonly used format for narrative charting by exception. It stands for: Data,
Action, and Response. DAR entries may or may not include the response at the time of the
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charting. Subsequently, some entries may only include a response to a previously charted
action. The following is an example of DAR charting.>12

DATA

This section of the DAR format reflects the assessment phase of the nursing process. The nurse
charts information on a specific focus or concern using objective data (e.g., assessments,
person behaviour, etc.), and may also include subjective data from the client (e.g., pain scale
rating, nausea etc.).%12

Date Time | Focus DAR= Data, Action, Response
Jan13, 2024 | 1020h | Nausea D= Person rang call bell, reports 6/10 nausea, no emesis since start
of shift CM, UBCO SN2

Jan13,2024 | 13550 | Respiratory | D= Patient came back from procedure. Tachypnia notes, see

Graphic Record for details CM, UBCO SN2

ACTION

This section of the DAR documentation format reflects the planning and implementation phase
of the nursing process. It includes immediate and/or future nursing actions as well as any
changes to the plan of care.’?

Date Time | Focus | DAR= Data, Action, Response

Jan 13,2024 | 1020h | Nausea | D= Person rang call bell, reports 6/10 nausea, no emesis since start of

shift CM, UBCO SN2

Jan13,2024 | 1030h | Nausea | A= provided emesis basin and antiemetic as per MAR, reported to RN

Lindsay CM, UBCO SN2

RESPONSE
This section reflects the evaluation phase of the nursing process and describes the person’s
response or outcome to nursing interventions. 512

Date Time | Focus DAR= Data, Action, Response

Jan13,2024 | 1020h | Nausea | D= Person reports 6/10 nausea, no emesis since start of shift

CM, UBCO SN2

Jan13,2024 | 1030h | Nausea | A= provided emesis basin and antiemetic as per MAR, reported to
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RN Lindsay CM, UBCO SN2

Jan13,2024 | nooh | Nausea | R=Person reports nausea now 2/10------------------- CM, UBCO SN2

Legal Principles of Documentation

In addition to the above, another important aspect of documentation is legal implications.

All permanent components of a person’s chart are considered legal documentation.1-3®

Legal documentation provides a chronological record of events and may be entered as evidence
in a legal proceeding. It may defend a nurse’s actions as “reasonable and prudent” or show that
the nurse failed to meet the standard of care. 13

Nurses are also legally bound to document according to their regulatory bodies (e.g., BCCNM)
and current legislation of health care professionals. 1-3¢

The next section describes detailed components of legal documentation: quality, quantity,
timing, corrections, third party charting and security.

Quality of Charting

In addition to the

Components of Documentation, nurses need to keep the following concepts within their
charting for their charting to be strong legal documentation. The concepts include:

e Relevant and individualized to the person in care!367.911

- . . ) S Use concrete objects
e Maintain clear, concise, and consistent charting within individual

when making

. . 41-3,6,7,9,11 . ..
nursing practice _ reroit approximate sizing
e Support for what is reasonable and prudent*=°/ assessment (e.g., “the
e Avoidance of opinions, conclusions, judgements, generalizations, | pruise is
or assumptions (e.g., “small/large”, "had a good day", “seems”, approximately the
“ 7\1-3,6,7,9,11 H
appears”) size of a baseball”)

e Refer to other documents to avoid double charting (e.g.,
“Acetaminophen 1000mg PO given.” instead write “Analgesic administered as per MAR.”)"
3,6,7,9,11

e Document only what was personally assessed or done (see Communication with Other
Healthcare Providers

When communicating an event with another health professional, the nurse must document:

e The name and designation of the person reported to (ie. “Julie Smith, RN”)1-36.7,9,11

e The mode of communication used (ie. verbally, MicroBlog, etc.)367.911

Tip:

Use a communication tool
such as

e [DRAW

e SBAR
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e The time the information was reported1-3,6,7,9,11 e Astandardized

e Any specific instructions or orders that were receivedl- transfer-of care
3,6,7,9,11 document1-3,6,7,9,11

[ J

e Third Party Charting for exceptions)1367.911

Quantity

The frequency and amount of charting are dictated by a number of factors:13611
e Complexity of health condition-3#11

e Degree of risk of treatment or carel3611

e Degree of risk of a person’s changed health status!-31!

Local policies and procedures!3511

Timing
Timing of charting is an important piece of legal documentation. Key principles for timing of
charting include but are not limited to the following: 1-367.9.11

e Document in a timely manner (e.g., as soon after the action/intervention as possible) -
3,6,7,9,11

e Document in chronological order 1367511

e Times are recorded using a 24-hour clock (e.g., 0320, 1655) 1-367911
e Dates are documented according to institution policy (e.g., written using letters or numbers
[January 23, 2022; 01-23-2022]) 1367911

Late Entry

When a chart entry will be out of chronological order, it should be preceded by the phrase “late
entry”, followed by the actual time of the data, action, or response.!3>67.911

Date Time | Focus DAR= Data, Action, Response

Jan13,2024 | 1020h | Nausea | D= Person reports 6/10 nausea, no emesis since start of shift

CM, UBCO SN2

Jan13,2024 | 1030h | Nausea | A= provided emesis basin and antiemetic as per MAR, reported to RN

Lindsay CM, UBCO SN2

Jan13,2024 | nooh | Nausea | R=Person reports nausea now 2/10 CM, UBCO SN2

Jan13, 2024 | 9830h | Pain (Late entry) D= Person reported 7/10 pain in abdomen, A= gave

Analgesic as per MAR, reported to RN, Lindsay-------- CM, UBCO SN2
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Corrections

Documentation errors must be corrected promptly and clearly,

according to institutional policies. Unless prohibited, correct

errors by: 1-367911

e Crossing out the error with a single line

e Writing “error” followed by your initials and designation
above the crossed-out section?367.911

e Document the correct information after the crossed-out

Charting Correction

NEVERS:

e Delete or erase

e Use White Out (or
equivalent)

e Modify (e.g., scratch out
or change a letter)"

1-3,6,7,9,11

367,911
sectionl3679.11
Date Time | Focus DAR= Data, Action, Response
error — CM, UBCO SN2
Jan13, 2024 | 1020h | Nausea | D= Person complains of 6/10 nausea ane-is-di i '

CM, UBCO, SN2

Communication with Other Healthcare Providers
When communicating an event with another health professional, the nurse must document:
e The name and designation of the person reported to (ie. “Julie Smith, RN”)1-36.7,9,11

The mode of communication used (ie. verbally, MicroBlog, etc.)}367:911

[ J
® The time the information was reported*3©72.11 Tip:
® Any specific instructions or orders that were received* 2”21 | jsa 3 communication tool
such as
Third Party Charting e IDRAW
Nurses should only document their own assessments or e SBAR
interventions, except in the following situations: 1-36.7,9,11 e Astandardized
e Emergency scenario (e.g., code blue) — a designated recorder transfer-of care
will be charting the event as well as all members and their document!-367911

roles involved in the situation367.9.11

e Working in dyads - the nurse who performed the assessment or intervention should
document and sign the person’s chart!-367911

e Providing joint care (e.g., bathing or pulling large bore chest tubes), either nurse can
document and sign the person’s chart (double check your facility policy) 3711

Security
All healthcare providers must follow the privacy, confidentiality, and security policies as per
their facility or institution. 1-367,9,11

Common Security Principles
e Ensure appropriate spelling and grammar 1367911

e Only use abbreviations approved by the regulatory body 1-367.%11
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e Do not use ditto (“) marks to indicate repetition of information?367.911

Paper Charting
e Use black pen only (no pencils or gel pens)367.911
e Ensure legibilityl-367911
e Do not leave blank lines between entries!367211
o When part of a line is left blank, draw a single line completely through the blank
space in narrative notes, or blocks in flow sheets!367.9:11
See Appendix B: Blank Spaces for an example.

Signatures and Designates

Documentation must clearly identify the nurse to indicate the responsible and accountable
healthcare provider!-367.911

A student’s designation
is: “UBCO SNX” X
indicates the program

In paper-based documentation, the nurse must provide their full
name, signature, and designation. Some institutions may utilize a
signatory document (e.g., Interior Health Signatory Sheet) where | vear) - (e.g., M.

the nurse’s full name, signature, and designation are recorded. Weninger, UBCO SN4)

After completing the signatory document, nurses may be permitted to sign documentation with
only their signature or initials, and designation as per institution policy. 1-3¢11

Electronic medical records also require the nurse completing the documentation to be clearly

identified. A signature may not be needed if the nurse is identified in another way (e.g., use of a
unigue mnemonic or UserlD).1367.911
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Appendix A: Exclusive Narrative

Faubion, D. (2022) discusses nursing narrative notes. The author gives the following example of
exclusive narrative charting using the scenario of a Head-To-Toe admission assessment on a
person to has been recently admitted with a Cerebrovascular Accident (CVA): s

02/17/22, 1845. 79 y/o white female admitted to Med-Surg bed 4, DX recent Rt CVA. Vital Signs
upon admission: BP 150/84, Pulse 78, Resp 20, Temp. 98.8 (oral). Patient is alert and oriented
X3, responds appropriately to verbal commands and stimuli. Speech is clear with no signs of
slurring. Patient's spouse reports some episodes of dysphagia. Soft mechanical diet ordered r/t
increased risk for injury r/t dysphagia; typically feeds self with little to no assistance. PERRLA, 3
mm bilaterally. Unequal grips noted with obvious right-sided deficiency. Notable weakness in
right leg and foot. Patient is at risk for falls due to limited mobility; side rails up X 4. Negative
Homan's sign; at risk for DVT due to immobility, TEDS applied bilaterally, active ROM right leg,
passive ROM left leg q4 hrs. Pedal pulses present, palpable, and strong bilaterally. Capillary refill
<2 seconds bilateral lower extremities. Lungs clear to auscultation bilaterally. At risk for
pneumostatic pneumonia due to limited mobility; patient will TCDB q hr., up in chair TID with 2
person assist. Bowel sounds active and present x4. Abdomen is soft, nontender to palpation.
Patient reports last BM 2/16/22, soft, brown, well-formed, denies history of constipation or
bowel incontinence. Patient also reports infrequent episodes of urinary incontinence occurring
primarily in the early morning or during the night. Perineal area assessed and found to be clear
and intact, no signs of redness or irritation noted. D. Parker, RN,
BSNs
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Appendix B: Blank Spaces

The following is an example of how to ensure there are no blank spaces in a flowsheet.1o

Care Needs/Activities of Daily Living - Complete for end of shift
If care was not provided as per the PoC, complete the rest of the section using the Legends provided.

MOBILITY DAYS EVENINGS NIGHTS | ORAL NUTRITION DAYS EVENINGS NIGHTS
Independent or as per PoC \/ Independent or as per PoC \/
Legend: Indicate number of times done (.. X2; Q2H) / Level of Assist (LOA): . ? ; ;
SBA = stand by assist 1A = 1 Person Assist 2A = 2 Person Assist :;“i”,f;ﬁi‘;m’fgzﬁ;?w il g’:"ggﬁ‘;’«é I;(:\'/el PINRIESRY
T = Total Assist T = Total assist to eat
ing/LOA
i \ Breakfast (%) /LOA
in Chair/LOA
il dnad Lunch (%)/LOA
Tums/LOA | -
Dinner (%)/LOA
Range of Motion /LOA ] e
n er
HYGIENE DAYS EVENINGS NIGHTS
ELIMINATION DAYS EVENINGS NIGHTS
Independent or as per PoC [
Independent or as per PoC V4
Bath/Shower LOA |
- q Legend: Indicate number of times done (e.g. X2; Q2H) / Level of Assist (LOA):
Basin/LOA X | / ( A Inc = Incontinent T = Toileted C = Commode BU = Bedpan/Urinal
Peri-Care/LOA 1 Void -
Mouth Care /LOA | BM X2
Initials M Initials : %
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