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Texas Administrative Code
Title 22 Texas Board of Nursing
Standards Applicable to All Nurses.

Accurately and completely report and document:
Client’s status including signs and symptoms
Nursing care rendered
Administration of medications and treatments
Client’s response(s): and
Contacts with other health care team members concerning 

significant events regarding client’s status



ANA Standards for Documentation
Relevant data accurately and in a manner accessible to the interprofessional 

team.
Diagnoses, problems, and issues in a manner that facilitates the determination 

of the expected outcomes and plan.
Expected outcomes as measurable goals.
The plan using standardized language or recognized terminology
 Implementation and any modifications, including changes or omissions, of the 

identified plan
The coordination of care.
The results of the evaluation.
Nursing practice in a manner that supports quality and performance 

improvement initiatives.



Records Contain
 Patient identification and demographic 

data
 Informed consent for treatment and 

procedures
 Admission data
 Nursing diagnoses or problems
 Care plans
 Record of nursing care treatment and 

evaluation

 Medical history
 Medical diagnosis
 Therapeutic orders
 Progress notes
 Physical assessment findings
 Diagnostic study results
 Patient education
 Summary of operations
 Discharge plan and summary



Purpose of Records
Includes
Communication
Legal document
Reimbursement compliance
Education
Research
Auditing and monitoring



Purpose of Documentation 

Document the care given to the patient
Communication to all members of the health care team
Documents and supports continuity of care form one 
professional to another

Supports compliance with standards of care
Legal document

***The chart is a very persuasive witness 
because it is the description of the facts 
at the time



CommunicationCommunication  
  Multi-Disciplinary
 Critical for Continuity and Risk Reduction          
 current status/ needs
 progress
 therapies
 consultations
 education
 discharge planning 



Documentation

Factual
Accurate
Complete
Current
Organized



Documentation
Factual

Objective 
Descriptive
Subjective (quotes)

NO ASSUMPTIONS OR OPINIONS



No Assumptions!

Example:
Don’t record a patient fell out of bed unless you actually see 
him/her fall.

If you find the patient on the floor.  Record that
If the patient tells you that he fell on the floor.  Record that.
If you heard a thud and went to the room found the patient on 
the floor, record that.



Documentation

Accurate
Exact measurements
Clear 
Understandable
Standard Abbreviations only
Timed, dated with signature and title
Correct spelling



Documentation
Complete

Condition change
Onset, duration, location, description, precipitating factors, 
behaviors ….

Do not leave blanks.  Use N/A
Communication with patient and family



Documentation

Current
As soon as possible
Time of occurrence
Military clock
Never pre-time,
Pre-date, pre-chart.
(this is illegal falsification of the
record)



Documentation
Organized
Chronological order
Concise
Clear
To the Point
Complete sentences not needed



Avoid These Terms

Accidentally
Apparently
Appears
Assume
Confusing
Could be
May be
Miscalculated
Mistake
Somehow
Unintentionally



Documentation “Don’ts”
 Don’t document a symptom without charting what you did about it.
 Don’t alter a patient’s record – this is a crime.
 Don’t write imprecise descriptions, such as bed soaked or large amount.
 Don’t chart what someone else heard, felt or smelled unless information is critical.  

Use quotations and attribute remarks appropriately.
 Don’t chart care ahead of time. It’s fraud.



Common Formats

Narrative – 
written in order of patient experience happens.  
Provides details of patient’s care, status, activities, nursing interventions, 

psychosocial context and response to treatment.

Problem-Intervention-Evaluation (PIE)
Nursing focused instead of medical focused and eliminates need for separate 

care plan

SOAP/SOAPIE/SOAPIER
Subjective data, objective data, assessment, plan, intervention, evaluation, 

revision.
DAR

Data, action, response



Forms
Nursing admission data forms
Discharge summary
Flow sheets and graphic sheets

Check list - assessment
Vital signs
 Intake and Output

Medication Administration Records
Scheduled meds, unscheduled meds, drug allergies, single order medications

Kardex
Not a permanent record.  A summary of patient needs and care.



DocumentationDocumentation

Paper Charts
  Print or Script
  BLUE or BLACK Ink
  NEVER Use White-Out
  NEVER Use Erasable Ink
  NEVER Obliterate 
  NEVER erase – NO Pencils 



Kardex
A summary worksheet reference of basic information 
that traditionally is not part of the record. Usually 
contains:
Patient’s data (name, age, marital status, religious 
preference, physician, family contact).

Medical diagnoses: listed by priority.
Allergies.
Medical orders (diet, IV therapy, etc.).
Activities permitted.





Flow Sheets/Forms
Vertical or horizontal columns for recording 
dates and times and related assessment and 
intervention information:
Vital Signs
Intake and Output
Assessment



Nurse’s Progress Notes

Narrative note:

 Patient’s condition, problems, and complaints.

 Interventions.

 Patient’s response to interventions.

 Achievement of outcomes.

 Additional assessment



As a STUDENT in Clinical

Confidentiality and compliance with 
HIPPA are part of your practice
Do not share information with classmates unless in 
clinical conference

Do not access medical records of other patients 
 Electronic health records are traceable through 
login

 CAN cause disciplinary action by employers and 
dismissal from work or nursing school



Student Clinical (cont’d)
Students paper work in clinical practice should not 
include patient identifiers 
Ex.  Room number, DOB, demographic 
information, name

  NEVER print material from electronic 
medical record for personal use



Legal Guidelines for Recording

• Correct all errors promptly, using the correct method.
• Record all facts; do not enter personal opinions.
• Do not leave blank spaces in nurses’ notes.
• Write legibly in permanent black/blue ink.
• If an order was questioned, record that clarification was sought.
• Chart only for yourself, not for others.
• Avoid generalizations.
• Begin each entry with the date/time and end with your signature and title.
• Keep your computer password secure.



Legal Documentation
Accurate documentation is the best defense for legal claims

Must describe exactly what happened to patient and how 
nurse followed agency standards

Try to chart immediately following care provided
 IN A COURT OF LAW… “ CARE NOT DOCUMENTED 
IS CARE THAT WAS NOT PROVIDED” 



Components of Good Documentation
 Who
 What

 Assessment findings?
 Patient’s complaint
 Care you provided

 When
 The time when you provided care

 Where
 Where did event take place
 Where was the treatment given or medication administered

 How
 How was treatment completed?
 How did the resident tolerate the procedure/treatment

 Outcome
 Outcome of the procedure/treatment



Components (con’t)
 Follow-up

 What type of follow-up needed (retaking BP. Pain level…)

 Accuracy
 Exact measurements (don’t use about or approximately)

 Objective vs. Subjective



Notifying Provider

 Include the full name of the provider. • 
 Note the exact time that you notified the provider. 
 State the specific laboratory result, symptom, or other assessment data that you 

reported. 
 Record the provider’s response, using exact words if possible. • 
 Include any orders which the provider gives. If the provider gives no orders, note 

this - especially if you anticipated an order. For example, “Dr. Sara Jones informed 
of oral temperature of 104o F. No orders received.” 

 In your complete note of the event, include the patient’s other vital signs, relevant 
observations and any nursing interventions you performed. •



 Include the commitment for necessary follow-up by provider, such as, “Will visit 
patient at 0600.” • 

 Include symptoms and parameters such as changes in vital signs, level of 
consciousness, or pain that the provider defines as indicators for nurses to use in 
deciding to call the provider again. • 

 It is essential that you document your own actions to assist the patient in addition 
to documenting your contacts with the provider. •

  If a provider fails to respond to a page, a telephone message, or fails to order an 
intervention and thereby creates a risk for the patient, pursue the chain-of-
command and notify your direct supervisor. 

 Document your actions. 



Incorrect Correct

How to Fix 

1. "Appears confused" 

2. “Medicated for pain” (30 minutes later): 
“Reports relief” 

3. "Voiding qs" 

4.  “Pedal pulses present” 

5. “Taking oral fluids well” 

6. "Nervous" 

1. “Patient found in lobby, stated he thought he was 
at the airport.” 

2. “Patient states incisional pain at a level 7, on a 1-
10 scale. Patient medicated. 1/2 hour later, patient 
states pain at a level 2.”

3.  “Voided 300 mL clear yellow urine”

4. “Peripheral pulses in both legs 2+/4+

5. "(1200) “Drank 1,000 mL since 0700

6. “Asked several times about length of 
hospitalization, expected discomfort, and time off 
work.”



Specific Aspects of Care

 Critical diagnostic results • 
 Fall reduction • 
 Infection prevention • 
 Medications and reconciliation of medications • 
 Non-conforming patient behavior • 
 Pain assessment and management • 
 Patient and family role in safety •
  Restraints • 
 Skin care • 
 Suicide 



Common Mistakes = Legal Action 

1. Failing to record health information/drugs

2. Failing to record nursing actions

3. Failing to record medications that was given

4. Failing to record drug reactions/ or change in patient 
condition

5. Writing illegible or incomplete

6. Failing to document discontinued/refusal medication



Common Mistakes = Legal Action (cont’d)  

7. Failing to notify Dr., nurse, family and recording exact 
conversation

8. Failing to record a late entry correctly

9. Failing to record referrals 

10.Failing to record patient teaching



Correcting Errors

A single line through entry errors and your initials 
( no erasing, “white out”- do not write error or 
mistake)

Make sure you have the right chart!!



Late Entry

Add the entry to the first available line, and label it “late entry” 
to indicate that its out of sequence, according to facility policy 

Record the date and time of the entry and, in the body of the 
entry, record the date and time it should have been made

EMR – change date and time and then document.  However…



When you open the status board 
this is what you will see. The 

patient that is highlighted will be 
the patient you will be viewing.  



The interventions is where you 
will go to chart your vital signs, 

intake and out put, patient care. 



The things that need to 
be address will be 

highlighted in pink. The 
green highlighted 

intervention when you 
click on it will be what 
you are charting on. 



This is patient rounding . The click boxes 
makes it easy to chart and not forget what 

you need to address.



This is the e MAR the drug that is highlighted in green is the drug 
you will be scanning and giving, you must scan your patient first. 

The e MAR  also checks to make sure the right drug and dose are 
being given. 



If you need to narrative chart something 
this is where you would do it. 



This is the e MAR the drug that is highlighted in green is the drug 
you will be scanning and giving, you must scan your patient first. 

The e MAR  also checks to make sure the right drug and dose are 
being given. 



If you need to narrative chart something 
this is where you would do it. 





Documentation ABC

Accurate
Bias-free
Complete
Detailed

Easy to read
Factual
Harmless 
(legally)



Documentation

Never use labels to describe a patient or 
patient’s behavior
Obnoxious, belligerent, rude…

Describe patient’s behavior 
Document patient’s refusal, reason for refusal 
and what you did about it.



Example 
1300, received report and assumed care at 
0700.  Physical assessment attempted, pt 
rudely told me with her thick accent to leave 
and not come back until 0900.  I went to first 
floor to smoke and returned promptly.



Example

10000, administered one hydrocodone. 

1200, ate adequate amount of lunch.

1400, sitting on toilet grunting, exclaiming, I can’t have a bowel 
movement.

1600, report finally given to new nurse. She was late. JMaya



Example
1900 arrived to ER complaining of stomach pain.  Claims to have 
drank 5-6 beers today.  I would dare say more like 25-26 beers a 
day along with some cheap whiskey.  Has wound on right lower 
leg, probably attained it trying to walk in a drunken state.

2000 pt still drunk.  
2100 pt vomited atrocious smelling substance all over my new 
shoes.



Charting Errors
Patient has chest pain if she lies on her left side for a year z 
The patient has no past history of suicides  
She is numb from her toes down 
She has had no chills, but her husband states she was very hot in bed last 

night.
Vaginal packing out, Dr. Lee in.
Patient has two teenage children but no other abnormalities.
A 24-year-old woman oriented to person, space and time.
Pt alive but hope to remedy situation by AM.
Alert and organized x3



Charting Errors

Cough with flame
Patient has left white blood cells at the last hospital.
Patient has hx of pickle cell anemia
The skin was moist and dry
The patient refused autopsy
The lab test indicated abnormal lover function
She was x-rated and sent home.
Large brown stool ambulating in the hall.



Charting Errors
 Husband at bedside, patient easily aroused. 
 The patient lives at home with his parents and pet turtle, who is presently enrolled 

in daycare three days per week. 
 Cat in home wearing med alert pendant. 
 Nonverbal, non-communicative and offers no complaints. 
 Family at bedside attempted to urinate. 
 This is a 981 YO female with a host of medical problems



State Board Nursing Disciplinary Actions

 Documented that she had received a physician’s order and had read back and 
verified the order with the physician, when in actuality, the conversation never 
took place.

 Failed to chart a restraint 
 The patients glucometer levels in the machine did not match what the nurse had 

written in her documentation. 
 Nurse failed to notify the primary care physician that her patient had an elevated 

temp it was documented in her notes, the patient died. 
 Failed to document vital signs.
 Nurse called physician but call was not documented as well as transfer of a 

patient to a higher level of care was not documented



State Board Nursing Disciplinary Actions

Failed to actively and effectively chart. 
Failed to document medication administration.
Nurse pre documented patients vital signs when the record showed the 

patient had passed away 3.5 hours earlier.
Nurse falsified records. 
Documentation was not clear, descriptive, or thorough. 
Nurse used and unapproved abbreviation and the meaning could not 

be ascertained.
Failed to properly or timely document the assessment or interventions 

of her care of her patients. 



Whose responsibility is it ? YOURS!!

Two out of three most frequent allegations against 
nurses in medical liability claims deal with 
documentation.
Absence of documentation
Plaintiffs argue if it wasn’t charted, it wasn’t done.

Timing of documentation (late entries)
Self serving 
Different than would have been charted at the time of treatment.
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