Harsing Records

& "Rgzports

PRESENTED BY —
JASLEEN KAUVR BRAR.

Arrangement By: Dr Masoumeh Adib, PhD in Nursing
Assistant Professor at Guilan University of Medical Sciences(GUMS)
Shahid Beheshti School of nursing and midwifery, Rasht, Iran.

9










c&.w).ﬁi:mg).:b@ =89 c5W5) ), C,u.uy ()»/)/5 G/Lu.u/.)
s\ Euw) Sga 594l @u» ot 0”/’3 S & (B9
o)w O}m /(M /’ )}.0

~)

W (3890 9) G @ Lo (]




Purpose of record :

Communication :

he primary purpose of the patient record is to help health- care
professionals communicate with one another .it is helpful to
‘ ake judgments about nurses and nurse’s contributions.

tLegal Documentation
fec Ive documentation is one of the best defenses for legal
ims associated for health care.

C

@Kinancial billing(reimbursement)




Education

#Resear

Auditing and Monitoring
ecision analysis

@#Historical Documentation
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Documentation Systems:

Manual Records :

s a collection of various forms and documents and enter
Information by hand in ink at frequent intervals : assessments
data , care plans ,medications and treatments , vital signs,
kreatment outcome , and the client’s daily progress.

Electronic Medical Records ( EMR ):

MIS/(Medical Information System) for storing , processing , and
Itting client data , treatment strategies , and outcomes
er/a computer

CR(Computer - based Patient care Record)or
PQIS(Patient Care Information System)

» GPRI(Computer- based Patient Record Institute).
»PHRSs (Personal Health Records)



Types of nursing record

fdl o o b (o gy M S
Traditional source record(TSR)or Source Oriented =
Narrative Record

(2155 JSio b ylono JSno) slows MS0 olad 9 Sl =
Problem Oriented Medical Record(POMR) =
SOAPIE ¢ =

PIE (b)) — a5 to — JSho s (ol 9
Problem- Intervention- Evaluation System(PIE) =
Focus Charting, g5 syl 35 cud =

83l o i Wl o i) el T




SOR
Source - Oriented Record

The traditional type of patient record .

Record organized according to the source information. And
ontains separate forms on which physicians , nurses , dietitians
hysical thierapists , and so on make written entries about their
wn spegific activities in relation to the patient’ care.

An advantage of SOR is that Each Discipline Can Easily Find
apnd chart pertinent data.

he main disadvantage is that data are fragmentaed , making it
difficult to track problems chronologically with input from
Ifférent groups of professionals.

@ TYNe of forms typically used in SOR




Style of documentation generally used in source — oriented records.
The most familiar method documenting nursing care , is a diary or
story formatused to document patient care events that occur during
the shift.
#The narrative Is a simple paragraph describing the patient’s status,
any ingrventions and treatments , and the patient’s response to the
i tervntions.
oday , few facilities rely on narrative charting system alone. Most
have adopted flowesheets to augment the narrative note in an attempt

to §ave time and avoid duplication and of information.




Is familiar to many nurses and is the documentation format most
urses learned in nursing school.
ly with other documentation methods , for example






A new form of narrative charting , Assessment — Intervention —

Response (AIR )has been introduced that presents a more

efficient and effective method of organizing and simplifying this

type of charting .

~ )“'\;"‘";/ l\\ T

AIR: A fresh narrative format o N e
A charting format called AIR may help you to organize and simplify your narrative charting. A e S S 22;

AIR is an acronym for: Tl i Mo

* Assessment fﬂ’lz -~ *\I =

* Intervention / "{“

* Response.

The AIR format synthesizes major nursing events and avoids repetition of information found elsewhere in the medical record.
Combined with nursing flow sheets and the nursing care plan, the AIR format can be used to document the care you provide clear-
ly and concisely.

Here's how AIR is used to document nursing care.

Assessment

Summarize your physical assessment findings. Begin by specifying each issue that you address, such as nursing diagnosis, admis-
sion note, and discharge planning. Rather than simply describing the patient’s current condition, document trends and record your
impression of the problem.

Intervention

Summarize your actions and those of other caregivers in response to the assessment data. The summary may include a con-
densed nursing care plan or plans for additional patient monitoring.

Response

Summarize the outcome or the patient's response to nursing interventions. Because a response may not be evident for hours or
even days, this documentation may not immediately follow the entries. In fact, it may be recerded by another nurse, which is why
titling each of your assessments and interventions is so important.




I\

The AIR Format

A Respirations 30 and labored. Rales bilateral in the bases;

| Deep breathing and coughing, incentive spirometer with
Mucomyst. Up in chair.

R Respiraion 24, decreased intensity of rales but sl present




POMR :
Problem - Oriented Medical Report

Was introduced in the late 1960s by Lawrence Weed , a physician.

It was initially designed for physicians and later become used for
nursing.

Record organized according to the patient’s health problems .
Data are organized by problem or diagnosis.

e Each of'the health care team contributes to a single list of
Identjfied client problems. And to facilitate communication
amonhg health care professionals.

The advantages of this type of record are that the entire
healthcare team works together in identifying a master list of
atient problems and contributes collaboratively to the plan of
are.

he POMR Is most effective in acute care and long — term care
tings.







1- Database:

The database contain all assessment information pertaining to
the client include:

~ Demographic data

~ Patient’ health history ( chief complaint and reason for
hospitalization , present illness , , medical history, family history ,
personal and psychosocial finding, allergies ).

> R.O.$(Review of system (head to toe )
P.E/Physical Examination)
Dyagnostic test results
elf care abilities
~\\Educational needs
~ \Wischarge planing




2- problem List :

The word problem is used interchangeably with the term
nursing diagnosis.
After analyzing the database , various caregivers list the patient’s

current problems in chronological order according to the date
when each is identified ( not in the order of acuteness or priority)

e Each problem is labeled , numbered , and categorized as active or
Inactpe.
The'list provides an overview of the patient’s health status.

Tl7(e physician documents medical diagnoses and surgical
p,focedures and the nurse documents nursing diagnoses.

e\\INew problems are added as they are identified. After a problem
as been resolved , the date is recorded , and a line is drown
rough the problem and its number.




lems are usually defined as active ( acute or chronic ) or
Inactive ( resolved).

Active problems may also be potential — not yet present but likely
to occur.

Upper Gl bleeding, 3 days’ duration Active
Children, 2 and 5 years old, at home
with father Active
Possible skin breakdown Active—Potential
Appendectomy 1954 Resolved

Asthma since childhood Active—Chronic
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3- initial plan or care plan:

The care plan i1s developed for each problem .

The physician usually documents the initial medical plan in the
progress notes.

But the nurses document the plan of care using a variety of care
formafts , however , Generally these plans of care include nursing
diagnoses , expected outcomes , and interventions.

The nursing plan whether therapeutic , diagnostic , or
educational.
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4- progress note :

Are used to monitor and record the progress of client’s problems.
Several system of data entered at progress note:

> AP or SOAPE or SOAPIE or SOAPIER
APIE

~ PIE

- DAPE

» DARE(Focus Charting)

» CBE(Charting By Exception)

@1\ke content of above format of recording based on nursing




Patient Progress note




TABLE 9-3, SOAPIER Charting Format

Letter Explanation Example of Recording
§ = Subjective information  Information reportedby ~ S—*Idon’t feel well.”
the patient
0=Objective information ~ Observations made bythe O —Temperature 102.4°F
nurse
A = Analysis Problem identification A—Fever
P ="Plan Proposed treatment P—Offer extra fluids and monitor
body temperature,
I = Implementation_ Carenpowided. [ —73mlnf Anidintakein R hauus:,
temperature assessed every 4 hours
E = Evaluation Outcome of treatment E—Temperature reduced to 101°F
R = Revision - Changes in treatment R—Increase fluid intake to 1000 ml

per shift until temperature is
<100°F,




o~ discharge summary:

Remember , a separate SOAPIE note should be written for each
problem that is not fully resolved at the time of discharge.

e All invasive procedures , surgical interventions , and major
diagnostic test should be listed and the results out-lined.

e Braces, equipment, supplies (e.g. , for dressing change ,
cathgterizations).

Referrals to other health care services should be identified with
the name and the contact person listed.




ORGANIZATION OF THE PROBLEM-ORIENTED MEDICAL RECO

The POMR includes a database, problem list, plan of care,
progress notes, flow sheets, and discharge notes.

Database

The database (Figure A) is a compilation of all initial informa-

tion about the patient and includes the following:

* Health state profile prepared by the nurse

¢ Medical history and the physical examination, prepared by
the physician

* Social history

* Initial diagnostic test results

72 year old, white, recently widowed female

brought to hospital after sudden fall caused by temporary
paralysis of left leg; admitting diagnosis: transient ischemic
attack (TIA), R/O cerebrovascular accident

treated for hypertension since 1990, otherwise in good
health; history of headaches—once or twice a week
(increasing in severity)—for last six months

ht 52" wt63.6 kg 98.2 F-88-18 BP —184/120
R—180/120
| strength | movement left lower extremity (LLE)

FIGURE A. Summary of database for patient.

Problem List

The multidisciplinary problem list (Figure B) itemizes major
aspects of the patient's life that require health attention and
includes the following: socioeconomic, demographic,
psychological, and physiologic problems. Each problem is
labeled, numbered, and categorized as active or inactive.

Date No. Problem Identified Resolved

9/2/11 #1 transient
ischemic
attack (TIA)
R/O cerebro-
vascular
accident

#1A impaired
physical
mobility
related to
weakness
in left lower
extremity

9/4/11 #2 impaired

adjustment

related to
major life
stressors
and
decreased
supports

J. Gleer MD

D. Kande RN

D. Kande RN

FIGURE B. Problem list.

(POMR)

Plan of Care

An initial plan is formulated for each specifically numbered
problem on the problem list. The nursing plan (Figure C),
whether therapeutic, diagnostic, or educational, is expressed
through nursing orders. v

Date Problem

9/4/11 #2 impaired adjustment related to major life
1500 stressors (including iliness) and decreased
supporters
Goal: Prior to discharge, patient reports feeling
able to go home and take one day at a
time
Plan: Diagnostic: explore adequacy of patient’s
usual patterns of coping and
motivation to learn new strategies
Therapeutic: 1) explain all tests/
procedures to patient who wants to know
and understand what is happening to her
2) create a restful environment 3) talk with
patient's home minister (daughter will contact)
Educative: Teach patient new coping skills
(e.g., relaxation exercises). Refer to
community support group for widows.
D. Kande RN

FIGURE C. Plan of care.

Progress Notes
Progress notes (Figure D) consist of narrative progress notes,
flow sheets, and discharge notes. ‘

Date Problem-Oriented Progress Notes

9/6/11 Impaired mobility related to weakness left lower
1000 extremity (LLE)

S “My left leg still feels queer, pins and
needles—but | can move it alright.”

O Able to lift left leg off bed, positive flexion,
positive extension; muscle strength in LLE
3/5 (normal movement against gravity)

A recovering mobility as strength returns

P therapeutic: consult with physician about
complete bed rest order; diagnostic:
continue to monitor muscle strength and
movement at least once/shift; be alert for
any signs of recurrent TIA; educative;
instruct not to try to get out of bed without
assistance until diagnostic work-up is
complete; reinforce need for safety
precautions. D. Kande RN

FIGURE D. Progress notes.
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1. Transient ischemic attack

2. cerebrovascular accident
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Focus Charting

loped In 1981 by committee of staff nurses at Eitel Hospital
In Minneapolis. Before adopting Focus Charting the hospital
used the SOAP format.

Modified form of SOAP charting.

e Uses the word focus rather than problem , because some believe
that the word problem carries negative connotations.

e A focus'can be the patient’s sign”’s current or changed behavior ,
significant events in the patient’s care or even a NANDA nursing
diagnosis category.

tead of SOAP format a DAR (Data,Action,Response) model is
ed .

he use of foci to identify areas of concern makes the charting
rocess more flexible , and the nurse is not limited to identifying
ly nursing diagnosis or problems.




Focus

Examples

Current behavior or concern

Signs and symptoms

Acute change in status

Significant patient care event

Nursing diagnosis

Anxiety
Discharge needs

Fever
Nausea

Cardiac arrest
Seizure

Chemotherapy
Surgery

Ineffective coping
High risk for infection



Focus Charting

plement Focus Charting , use a progress sheet with columns
for the date , time , focus and progress notes ( DAR ).

Focus charting is a method of organizing the narrative
documentation to include Data , Action , Response ( DAR ) for
each identified concern.

. subjective or objective data that supports the focus.

0N : nursing interventions .

ESPONSE : patient’s response to interventions.
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Incident , Variance , Or Occurrence Charting

Is used to document the occurrence of anything out of the
ordinary that results in , or has the potential to result in, harm to
patient , employee or visitor.

An Incident Is any event not consistent with the routine operation
of a health care unit or routine care of client . example include

lient falls; needle — stick injuries , a visitor becoming ill, and
edicatyon error.

These/reports are used for quality improvement and should not be

sed for disciplinary action against staff members.

Ingident reports improve the management and treatment of
patients by identifying high — risk patterns and initiating in- service
0 rams to prevent future problem.

II some states , incident reports may be used in court as evidence.




Incident, variance or ocurrence Reports:

In critical pathways , because of the nature of human response ,
here are variance in the client outcomes .when the client
eviates from the critical path plan, it’s should be record.

The variances refer to either positive or negative changes,
depending on the clinical situation.

These rfeports are used for quality improvement and should not
De used for disciplinary action against staff members.

\\ :

Ingident reports improve the management and treatment of
ptints by identifying high — risk patterns and initiating in- service
programs to prevent future problem.

@1 Some states , incident reports may be used in court as evidence.




Most institutions provide specific forms for this purpose.

the complete names of all person involved and the names of all
ithesses

»>A complete factual account of the incident

>The date , time , and place of the incident

>Pertinent characteristics of the person involved ( e.g. alert
ambulatory , asleep )

>Any egdipment or resources being used

pOther/variables believed to be important to the incident.




CONFIDENTIAL INCIDENT REPORT

NOT PART OF MEDICAL RECORD—DO NOT COPY OR RELEASE. This report
is prepared in anticipation of litigation for the purpose of securing legal advice
on potential claims and to facilitate the prompt intervention and management of
such claims by the hospital’s attorneys and risk manager. This report and the
information contained herein is priviliged.

#

Dept. # Incident Date Incident Time Person Involved
a.m. — Patient
p.m. —___ Visitor
Sex Age Condition Prior to Incident
— Male —_ Alert & Oriented
— Female Other:

Use addressograph plate or iist full name, address and date of birth.

BRIEF DESCRIPTION OF INCIDENT & LOCATION:

MEDICATION (] FALL [] OTHER []
— Dosage From Bed With Rails Up Full YES NO
Route From Bed With Rails Down x Out of Bed Privileges
Omission From Bedside Commode Up With Assistance i
____ Duplication — From Chair/Equipment Call Light Within Reach ——— — =
_____ Transcription _____ Going To/From Bathroom Call Light Used s
IV Rate — While Walking or Standing Bed Alarm On
IV Infiltration On Stairs/Ramp Sitter on Duty
_____ Patient Identification __ Assisted/Lowered to Floor Family Notified of Fall
Adverse Reaction to Fainting/Dizziness Protective Device Used ——
Medication/Contrast Media —_ Slip/Twist (Other than fall) (Check Type)
Different Medication/IV Fluid Unknown Posey Wrist
__ Time Administered y & Other
Discontinued/Unordered Fall Risk nent
___ Missing/Stolen . R
Protocol Not Followed Describe Footwear: ?Cr,l’er\::c;lcatlon P,
p— : . lvpes)
__ Equipment Failure/Malfunction A
— Other ___ - ___ Hypnotics
Describe Surface: Narcotics, |1, Il
Medication(s) Involved: —— Diuretic
i Antihypertensive
e Othes: _____ Psycotropic
I . Antianxiety
_____ Antidepressant
NATURE OF INJURY __ no Apparent Injury Puncture _____ Abrasion ____ Property _____ Other (describe)
____ Redness/Edema ____ Contusion/Hematoma __ lLaceration/Skin Tear ____ Burn Damaged/
— Numbness ___ Sprain/Strain/Soreness Fracture/Dislocation — Hives Lost
ASSESSMENT OF CONDITION V.S.: B/P i P. R.
Other
Physician Notified: _____ Yes (Time/Date) ______ No Orders Received: Yes _____ No N/A
To Emergency Department: _____ Yes No ____ Care Refused Assessment
X-Ray Taken: Yes No Results: Performed By:
WITNESSES
(List Names & Addresses,
Unknown or None)
EQUIPMENT INVOLVED ___ YES NO  If Yes, list: Type: Manufacturer:

Serial No.:

Hospital ID No.:

Present Location:

Report Prepared By (Name and Title):

FORM.01

Report Date:

FIGURE

3-3 Confidential Incident Report.







5 Steps in the Nursing Process

1. Assessment

2. Nursing Diagnosis | &

3. Planning
4. Implementing
5. Evaluating

Implement
Perform the
nursing actions |«

identified in

Assess
Gather information
about the client’s
condition
Diagnose
Nursing Identify the
Process client’s problems
Plan
Set goals of
care and desired
outcomes and
identify appropriate
nursing actions

Mosby items and derived items © 2005 by Mosby, Inc.



Assessment

> 1. Collect data
2. Organize data

Evaluation Diagnosis
1. Monitor client 1. Analyze data
outcomes 2. ldentify nursing
2. Resolve, continue, diagnoses and
and revise the collaborative problems
curren/t\ plan for care

Implementation Planning
1. Carry out the 1. Prioritize problems
nursing orders I 2. Identify measurable
2. Document the in outcomes (goals)
nursing care and 3. Select nursing
client responses interventions
4. Document the plan of
care
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B e U Nursmg process review
Nursing process basics

* Problem-solving approach to nursing care

* Emerged in 1960s but its roots began in World War Il (when
the nursing profession began to change)

* Includes six steps: assessment, nursing diagnosis, outcome

identification, planning care, implementation, and evaluation

Assessment
= Guides the nursing process and communicates information
to the health care team about the patient’s condition
» Begins with a health history and physical examination
* Should follovk JCAHO standards:
—physical factors
—psychological, social, and cultural factors
-environmental factors
—self-care capabilities
—learning needs
—~discharge planning needs
input from the patient’s family and friends when appropriate

Nursing diagnosis

» Consists of the human response or problem, related factors,
and signs and symptoms

* Must be formulated, prioritized, and then used to guide the
care plan

Outcome identification
» Consists of four parts: behavior, measure, condition, and time

= Should be concise, specific, realistic, measurable, and pa-
tient focused

Planning care

* May be traditional or standardized

* Consists of nursing diagnoses, expected outcomes, and
nursing interventions :

* Used by all members of the health care team A

* Involves assigning priorities, selecting nursing interventions,
and documenting diagnoses, outcomes, interventions, and
evaluations

* Should be modified if patient’s condition changes

Implementation

= Involves interventions, which help the patient reach his ex-
pected outcomes and should be formulated with the patient’s
input

* Should be documented properly (interventions that clearly
state the action, are individualized, address patient safety, ad-
here to facility policy, consider other heath care activities, and
use available resources)

Evaluation

» Consists of outcomes that include specific details about pa-
tient care and evidence of the patient’s response to this care
* Includes gathering reassessment data, comparing findings,
determining outcome achievement, writing evaluation state-
ments, and revising the care plan, if necessary
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It’s traditional

Here's an example of a traditional care plan. It shows how these forms are typically organized. Remember that a traditional plan is

written from scratch for each patient.

Date Nursing Expected Interventions Outcomes evaluation
diagnosis outcomes g (initials and date)
z/16/06 Ingjjective E’e{p/m/'@{y rate stays

Assess and record m%y
7%0%1/'7 4%4’A

breathing pattern

within 6 &) baseline

AP (evels vemain normal

As5255 for pJ/n ,@/A \\

B/T pain as

evidenced by e/ o

Achicves comjort without

u/w// pain MJJ/&ML 1On as OF e/dlda/\\

pain with deep

JZ/‘IV‘)‘/IH# !%p/!df/’/dfnv

p.r.n.

S

breaths or Demonstrates correct Assist Hhe Mﬁenf 1 a comjprtable g
40:1)/{.4/@;. use 8f incentive ypﬂ-’r’/l‘/&n. { Nursing diagnoses,
' —,-:,cwamef/y ¢+~;~;/-;/ the oaﬁan/' in uging incentive ~ expected outcomes,
s e gy " ervrtions,and outcmes
adventitious breath Tadel ﬁe mr‘/em‘ how o _splint- elements of traditional
sounds ches nw{//a &&/ﬁﬁm¢ \ care plans.
slates um/%r—f&na’m@ &4 Perjprm chest pﬁyv/a/ Ae/u,cy to aid in \
the /m',ow/'énae 24 faé_/nh,} mobill: 4ing a and removing vawef jons,
(J&ei»- breathe Provide 'am/' 2riods
’pe{r/ﬁﬁ'&(///;’ Encourage /‘Ad patient fo use
Zz'pwﬁ; ability ts incentive a,c/m»ua‘
breathe comjortably Provide oxXygen as yac/alea/
Review dates
Date Signature Initials
16/ 05 7/4 %ﬁf/: RN /44
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N \%«s;q ' Why stand on tradition? Use a standardized plan
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The standardized care plan below is for a patient with a nursing diagnosis of Impaired tissue integrity. To customize it to your
patient, complete the diagnosis —including signs and symptoms—and fill in the expected outcomes.

Date 2/

Target date

Date  “~

Date

Standardized
plans require
alotless

Nursing diagnosis
Impaired tissue integrity =/2/z. (o st crial insujjicioncy

Expected outcomes
Attains relief from immediate symptoms: £4/4, “/z¢r%, edena
Voices intent to change aggravating behavior: will stop smoling immediately

7

Maintains collateral c"—culatlon p&//od‘é/é pal/pﬁdlﬂ/ ,0(//‘7’2‘5, J;(%lgmlfl.g‘; Warm ﬁﬂr/
pink with /qy&a/ capillary refill

Voices intent to follow specific management routines after discharge: é””f iced ,91“"0/‘3'
lines, excrcise regimen as —5pe4/5/'ea/ by physical /‘Aemp/ department

Interventions

* Provide foot care. Administer and monitor treatments according to facility protocols.

* Encourage adherence to an exercise regimen as tolerated.

e Educate the patient about risk factors and prevention of injury. Refer the patientto a
stop-smoking program.

* Maintain adequate hydration. Monitor 1/0 47h ,

* To increase arterial blood supply to the extremities, elevate head of bed X

« Additional interventions: /#9p220 £in ”’%‘Zﬁ”%/ 4$7h

Outcomes evaluation

Attained relief of immediate symptoms:
Voiced intent to change aggravating behavior:
Maintained collateral circulation:
Voiced intent to follow specific management routines after discharge:

A B R AN I
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v Care plans review

Five aspects to writing care plans

* Establishing care priorities

* |dentifying expected outcomes

» Developing nursing interventions to attain these outcomes
« Evaluating the patient’s response

* Documenting

Types of plans
Traditional
* Advantages
-Provides a personalized plan for each patient
Allows the health care team and patient to visualize the plan
-Is clearly organized
» Disadvantage
Is time-consuming to read and write
Standardized
* Advantages
Uses preprinted information organized by diagnosis, which
saves documentation time and facilitates adherence to facility
standards
Requires less writing, which makes it easier to read
Is easier to duplicate
Guides care while allowing adaptability
* Disadvantage
May not be individualized properly if the nurse overlooks this
important step

Patient-teaching plan

* Can be traditional or standardized

Functions

* To pinpoint what the patient needs to learn and how he'll be
taught

* To establish criteria for patient-learning evaluation

* To help caregivers coordinate teaching

* To prove that the patient received appropriate instruction

Parts of the teaching plan

* Learning needs

* Expected learning outcomes
* Content

* Methods

* Tools

» Evaluation

Critical pathway -
Basics

¢ Includes a predetermined checklist of tasks you and your pa-
tient must accomplish

* Provides daily care guidelines and expected outcomes

¢ Dictates the length of stay

Goals

* To achieve expected patient and family outcomes

* To promote professional collaborative practice and care
* To ensure continuity of care

* To ensure appropriate use of resources

* To reduce the cost and length of stay

» To establish a framework for instituting and monitoring con-
tinuous quality improvement

« To determine, over time, the most effective treatment
Advantages

¢ Eliminates duplicate charting

» Gives nurses more freedom in making care decisions

* Improves communication between members of the health
care team

 Improves quality of care

* Improves patient teaching and discharge planning
Disadvantage

* |s less effective for patients with multiple diagnoses and
those who experience complications
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Remember!!
“If it is not documented ... it is not done”
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My charting
reflects the quality
of my patient care.




Thank you for attention
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