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POLICY:
Nursing Documentation Procedure for EMR
PURPOSE:
To define specific nursing documentation procedures related to electronic health records
PROCEDURE:
A.  Admission Nursing Interview

a. Nursing personnel will interview patients when they are admitted to obtain a history and record basic patient information.

b. Any selection noted with an * in front of it must be addressed by the nurse.

c. The admission nursing interview is to be completed within 4 hours of admit to a unit.

B. Discharge Planner

a. The discharge planner section of the initial interview will be completed by nursing upon the patient’s admission.  Information should be obtained from the patient and/or significant other.  The following areas will be assessed:  support system, primary care giver, emotional concerns, present living situation and home environment, educational needs, high risk assessment, intended destination post-discharge, current medication and compliance, equipment needs post-discharge and referrals needed.

b. The patient’s discharge planning is on going with revisions as needed throughout the patient’s hospital stay.

C. Discharge Summary & Instructions

a. Discharge instructions must be completed prior to discharge.

b. After reviewing the discharge instructions with the patient and/or significant other, the nurse and the patient and//or significant other will sign the discharge instructions

c. A copy of the discharge instructions and drug information sheets will be given to the patient.

d. The original copy of the discharge instructions will be placed on the chart.

D. Real time charting/bedside charting

Although the mobile care station does have the capabilities of “late entries” the general policy is for charting to be done at the bedside at the time care is provided. 

a. The Mobile Care Station shall be unplugged from electrical outlet and rolled to patient room.  If the Mobile Care Station is to be in the room longer than 30 minutes (such as when performing an Initial Interview and Assessment) it should be plugged into an electrical outlet to preserve the battery.

b. Data is entered as care is completed or within the time frame defined by hospital policy.

c. Mobile Care Stations shall then be returned to storage and connected to electrical outlet.

d. Please note:  Mobile Care Station should remain plugged in at all times when not in use at patient bedside.

E. Vital signs, Intake and Output, and Daily Weights

a. Vital signs, I&O’s and daily weights are entered into the Mobile Care Station or PDA by the nursing personnel that gathered the data.

F. Sign off procedure

To sign off

· Option A

1. Exit out of the screen you are working on

2. Exit all the way back to the base screen

3. Touch the employee sign off box

· Option B

1. Type the  word “SIGNOFF” on any patient menu screen, with the exception of the patient’s progress notes and individual review screens.

· Option C

Touch the patient’s room number.  At the patient’s selection menu type the word “SIGNOFF”

· Option D

Press <Home> on the keyboard

By signing off the next person who enters data will be required to identify themselves.  Prior to data entry, make sure no one else is logged into the mobile care station as that person’s name will be documented as doing any task you perform on the permanent record.
