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 Module 5 – Applying Documentation Knowledge – Part I 

1. Introduction 

1.1 Welcome 

 

 

Narration 
 

No narration, only music. 
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1.2 Topics 

 

 
Narration 
 

JILL: Hi … I’m Jill and with me is Mark. Welcome to Part I of Module 5 – Applying 

documentation knowledge and principles in practice.  

 

MARK: So is this where we learn how to apply what we have learned so far? 

 

JILL:  That’s right. In this module, we will learn how to apply documentation knowledge 

and principles to many common nursing situations. This module shows us how to 

improve our documentation, regardless of the healthcare setting we work in. 

 

MARK:  Looking at the topics for this lesson, it looks like we will focusing on how to 

accurately document … admission … consent or refusal … notifications … physician 

orders … post-operative care and discharge.  

 

JILL: There are probably hundreds of documentation situations that we encounter in our 

practice. We will look at the more common ones.  

 

We need to make a disclaimer before we continue. Your employer’s policies and 

procedures take precedence over the examples and protocols we discuss in this course. 

Our goal is to make your documentation more accurate within the framework of those 

policies and procedures.  
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1.3 Admission 

 

 
Narration 
 

JILL: Let’s start at the beginning. A client is admitted to healthcare services. Mark, care to 

do this one?  

 

MARK: Sure … admission sounds like a logical place to start. The admission form is a 

very important part of the client record. It includes physical and psychological 

assessments and may also include social, spiritual and financial information. If an 

admission form is part of the client’s record, it is best to state if the form was partially or 

fully completed in the progress notes.  

 

The admission form may be a checklist and it usually has narrative areas. Sometimes the 

form has fill-in-the-blanks and closed and opened-ended questions. Close-ended 

questions are the ones with a “yes” or “no” answer while open-ended questions are ones 

where a client gives you a verbal answer. Since open-ended questions may have bias or 

interpretation challenges, remember to use exact quotes from the client, even if the client 

uses slang. On check lists, it is best practice to use your initials, not check marks or “x’s”.  

 

If there is no admission form, you will have write up the client’s admission information in 

a narrative or story-telling manner.  

 

A client history is a very valuable tool for both the physician and care providers because it 

includes a client’s past medical, psychological and social history. It often includes 

previous care provider interventions – what worked well and not so well for the client.  
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1.4 Admission Strategies 

 

 

Narration 
 

JILL: Let’s now look at some specific strategies to improve your documentation at 

admission. Let’s do this one together. I will start.  

 

You do not want to duplicate in the progress or client notes what is already on the 

admission form. The more times the same information is repeated and copied, the 

greater likelihood of mistakes or errors. Also, this is not efficient use of your valuable time. 

You should make a notation on the admission form to “see progress notes” if there is 

significant or extra information about the client that is important to his care that is not 

addressed in the admission form. 

 

MARK:  Remember to include notes on the emotional status of a client – he or she may 

have very real fears of being in care. 

 

JILL:  Most facilities or agencies require that the admission process be completed within a 

specified time. Sometimes more than one care provider is involved. When two or more 

care providers are involved in a client’s admission, you must follow your agency’s policies 

and procedures. You may need to initial or sign parts of the admission form. You will 

then need to make a notation in the client’s progress notes. 
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MARK:  Sometimes a client is too ill to answer your questions. You may need to ask 

family or significant others for information. This is especially important when obtaining 

data from a small child, someone who cannot speak or who has cognitive impairment. 

You need to document who provided the client’s information and their relationship to the 

client. 

 

JILL: A care provider should always complete vital signs when receiving a client into care, 

as the previous care provider may not have done so on discharge from his or her care 

unit. Also, it is important to assess and document the client’s pain level. 
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1.5 Admission Example 

 

 

Narration 
 

MARK: On this slide we have an example of how an admission should be documented. 

Remember to click NEXT to continue.   
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1.6 Consent 

 

 

Narration 
 

JILL: Next, we will discuss obtaining client consent for a treatment or procedure. Mark?  

 

MARK: Consent may be expressed verbally or in writing. Consent may also be implied by 

the client’s actions such as a nod or permitting the healthcare provider to continue on 

with a treatment or procedure. Consent can be given by the client or by a designated 

legal decision maker.   
 

Consent typically involves the following: 

 The medical condition of the client … the diagnosis 

 Purpose and proposed nature of the treatment or procedure 

 Risks and benefits 

 

JILL: The documentation for consent should include … the agreement to the treatment or 

procedure … the refusal of the treatment or procedure … and the withdrawal of consent 

that was previously given.  

 

Although a consent form is used for more major treatments and procedures, 

documentation regarding the consent discussion is highly recommended. There should 

be no abbreviations used on the consent form. 
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MARK: What happens if a client refuses the treatment or procedure?   

 

JILL: If a client refuses treatment or care, this must be documented in the client’s health 

record. You also need to document the reasons for refusal, if known. Your discussion 

should include outcomes of the client not receiving the care or treatments. This discussion 

should be done in a non-threatening and non-coercive way.  

 

MARK: That is all good information about consents and refusals. What’s next?  
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1.7Notifications 

 

 

Narration 
 

JILL: The next situation is professional notifications. Most care providers must notify a 

physician or healthcare professional of changes in a client’s condition, laboratory or test 

results and client or family concerns.  

 

When you are documenting a notification, your documentation must include the 5 W’s – 

what, when, where, why and who and how. The WHAT is the client problem or issue … 

the WHEN is the correct date and time … the WHERE is your location or unit … the WHY 

is the details as to why you called … the WHO is the physician’s or care practitioner’s 

name … and the HOW is method of communications, that is was it by phone, fax, or e-

mail?   
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1.8 Physician Example 

 

 

Narration 
 

MARK: On this slide is an example of documenting a physician notification.  
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1.9 Inaccurate Example 

 

 

Narration 
 

JILL: This is an example of notifying a physician of a change in client’s condition. This 

documentation is inappropriate as it crosses professional boundaries and has several 

deficiencies. 
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1.10 Accurate Example 

 

 

Narration 
 

MARK: This slide is the appropriate way to notify a physician of a change in a client’s 

condition. This example shows you how you may document in a professional way a 

physician’s lack of response. 
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1.11 Telephone Notification 

 

 
Narration 
 

JILL: This is an example of how to contact a physician in regards to a client’s abnormal 

lab test. It is important to state who the call was made to or received from, the time and 

why the call was made or received. If a message was left with someone, that person 

should be named. 
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1.12 Physician Phone Order 

 

 
Narration 
 

JILL: Written physician orders are not always possible in rural settings, after clinic hours 

and in long term or community care when a client may require immediate treatment. 

Although not ideal, telephone orders should be for the client’s well-being and not the 

care provider’s convenience. They should be given directly to you and not through a third 

party.  

 

You should write down the orders immediately on the physician order form while the 

physician is talking on the telephone. Be sure to include the date and the time. Complete 

the orders verbatim, or exactly as told. Be sure to double check what is being ordered – 

this is to minimize errors. Be sure to repeat back to the physician the orders received. It 

may take two to three times to be sure you have heard and documented correctly.   

 

You would write or print the physician’s name and sign your name and designation. If 

another care provider listened to the orders, he or she would also co-sign the orders.  
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1.13 Phone Order Example 

 

 

Narration 
 

MARK: And here is an example of documenting a telephone order. Remember to click 

NEXT to continue to the next slide. 
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1.14 Post-Op Documentation 

 

 

Narration 
 

No narration 
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1.15 Post-Op Example 1 

 

 

Narration 
 

JILL: Many care providers work on surgical units. They are caring for clients who have 

had anesthetics and invasive surgical procedures. A post-operative client carries higher 

risks for complications. Therefore, accurate and comprehensive documentation is 

important.  

 

MARK: This is an example of a post-operative documentation. Study it carefully and see if 

you can locate the deficiencies.   
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1.16 Post-Op Improvement 

 

 

Narration 

JILL: Here are some ways that this documentation can be improved. Mark, do you want 

to talk about improvements shown on this slide? 

 

MARK: Okay. The first deficiency is that the documenting time is 1400, although the client 

returned to the unit at 1030. This is not fulfilling the principle to document as soon as 

possible after the event. The legal system would view this lengthy time frame with suspicion. 

 

The care provider may not be sure if this client was admitted to the surgical unit directly 

from the OR, or if the client spent some time in recovery unit.  

 

Was there a “transfer of care” report from another care provider when received on the unit?  

 

“Tolerated procedure well” is an unacceptable statement, as it not supported by 

assessment data. 

 

When a client is received into your care, vital signs should be documented first in the 

progress notes. 

 

How did the client return to the surgical unit … ambulatory, on a stretcher or by some 

other means? 

 

  



Nursing Documentation 101 – Module 5: Applying Knowledge – Part I  Page 20 of 27  

1.17 Post-Op Example 2  

 

 

Narration 
 

JILL: On this slide is the improved post-operative example documentation. Study it 

carefully and note all the details that have been included. Once done, click the NEXT 

button to continue. 
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1.18 Discharge 

 

 

Narration 
 

JILL: We started this lesson talking about documenting admission of a client into 

healthcare services. We will now take a look at how to appropriately document the 

discharge of a client. Mark, do you want to begin? 

 

MARK: Okay. Care providers may be assigned to handle discharges of clients from 

healthcare services. Accurate documentation is essential when a client leaves care – 

whether it has been a negative or positive outcome for the client. Discharge from care 

services begins when a physician issues an order or when care services no longer benefit 

the client. 

 

Generally there is a checklist or discharge form that covers the follow-up that a client and 

his family will need to do. There usually are instructions on medications, physician 

appointments, dressing care, and warning signs of abnormal findings such as infection.  

 

A prudent care provider will use and document several methods of communication to be 

sure the client and family are clear about follow-up. For example, a care provider will 

verbally instruct the client or his family and use written instructions or teaching materials. 

Be sure to evaluate if the client understands the discharge and follow-up instructions. A 

client may be issued a telephone number in case he or she forgets the instructions.  
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JILL: A care provider should complete a final physical assessment, including vital signs, in 

case there are different clinical findings. The date, location to, time and mode of 

discharge should be documented in the progress notes. It should also be noted if the 

client was accompanied by another person. 

 

MARK: What happens if a client just wants to leave the hospital? I believe that it is within 

his legal rights to do so.  

 

JILL: Yes Mark. It is within a client’s rights to be discharged from care services. We will 

talk a bit more about this in a minute.  
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1.19 Discharge Example 

 

 

Narration 
 

MARK: On this slide that we have an example of discharge documentation. Remember to 

click NEXT to continue when you have finished studying it.  
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1.20 Discharge AMA 

 

 

Narration 
 

JILL: It is within a client’s rights to be discharged from care services. This may be 

considered an adverse event; therefore careful attention is required for documentation. 

He or she signs a “responsibility release form” or “AMA”; discharge against medical 

advice form”.   

 

When a client signs an AMA discharge document, it does not mean that the care provider 

is completely released from care responsibilities. 

 

MARK: I don’t understand. 

 

JILL: The following is a checklist of key points to do when a client is discharging himself 

against medical advice: 

 Follow facility or agency policy exactly. 

 You document the “reasons” that the client is leaving care and quote exactly. 

 When the client signs the responsibility release form, you or the physician explain 

the risks and consequences of leaving. 

 You also document who was notified, date and time, discharge teaching and 

materials that were given to either the client or the individual who accompanies 

the client and how and when the client left the premises or facility. 
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 You should also do a final vital signs check.  

 

MARK:  So you have to show that you did everything possible to look after the client, not 

just let him or her go.  
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1.21 AMA Example 

 

 

Narration 
 

JILL: That is correct. On this slide is an example of the documentation of a client that 

discharges himself. Note that the key points are addressed. 

 

This brings us to the end of Part I of Module 5. Mark and I will see you shortly in Part II. 

Goodbye for now. 
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1.22 The End 

 

 

Narration 
 

No narration … music only.  

 

 

 

 


