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MINI EXERCISE: CHARTING CHALLENGE -
WHAT’S WRONG HERE?

Patient seems okay. Gave meds late because | was busy. No complaints. BP good. Will
keep watching.

« Identify at least 3 errors or poor practices.

* Rewrite the note correctly.

* Share reasoning with the group.
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The Code of Professional Conduct (NMC, 2002a)
advises that good note-taking is a vital tool of
communication between nurses. It states that nurses
‘must ensure that the health care record for the

RAEISIDOESTHE patient or client is an accurate account of treatment,
ggg&;é}l;grﬁ$%lﬁl; care planning and delivery. It should be written with

the involvement of the patient or client wherever

practicable and completed as soon as possible after
an event has occurred. It should provide clear
evidence of the care planned, the decisions made,
the care delivered, and the information shared'.
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TYPES OF DOCUMENTATION

Recording

Is a brief account of the personal history, medical history, results
of diagnostic tests, findings in physical examination, treatment and
nursing care, progress notes and condition on discharge.

Charting

« Is a permanent, written and complete record of the health history
and sociological information obtained from a person under your
care by listening, looking and treating them.

Good Documentation Examples Bad Documentation Examples

Clear and Spe
Instead of Patient =
atent's B is 120180, HR s 78, RR d % on

Vague and Subjective:
Statements lie “Patient appesr

s comfortable” o
“Patient s seable” without supporting ds are unacceptable.

Incomplete and Missing Det
Faiing to document vitl ation dos:
an lead to mi

Confusing and Ambiguous:
Usingjargon or abbreviatins without explanation can make notes.
dificlt to

Poorly Organized and Diffcult o Reads
Seruffy handwridn o or
unreadsble.

Time-Staked and Signed: Lack of Action Taken and Outcom,
Ensure each entry is dated,timed, and signed with the nurs s S —————
name and credentil dres it and the patients




09/05/2025

M

i R (Y P T T W T e R £ )
T Pt ity 328 Dy amsrrnd o3 s gue” J
N % =)
Loz [rdrs) g Y By Wy o~ Conjrd n oa virtalesd

FUNCTIONS OF
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Patient care continuity

Clinical decision-making

Communication

Legal protection

Quality improvement

Regulatory compliance
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METHOD OF DOCUMENTATION

Narrative documentation — is the traditional method for recording
nursing care provided. It is a story like format to document information
specific to the client’s conditions and nursing care.

Data is recorded in the progress notes without following a framework.
It oftens requires the reader to sort through information to locate the
required data.

METHOD OF DOCUMENTATION

Focus Charting ( sometimes referred to a DAR — Data, Action, Response)
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SOAP - a problem-oriented method of note-taking
that's used to record and review ongoing client car

@  subjective — the client’ observations
METHOD OF
Sk
tests.

Assessment — the health professional’s understanding
of the problem.
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Subjective: Eline i sl fesng very depressed and solated.
he states that she occasionally “hears voices, but | can't make out

e e S
prescribed medication but reports that it helps her symptoms.

PSYCHIATRIC
SOAP NOTE
EXAMPLE

Objective: Elaine’s clothing looks unwashed, and her
appearance is disheveled. She speaks in a rushed fashion.

e lack of progress is concerning. Elaine has
el e

Plan:  Elaines medication is being changed to Olanzapine 10mg.
The next session with Elaine s in three days.
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ADULT NURSING
SOAP NOTE
EXAMPLE

ive: "My right foot has been hurcing for a few days, and s hard o walk on . History

pe 2 disbetes for 15 nirolied with Metformin. Reports that he noticed redness and

tenderness around the by o days ago. No known injury. Denies fever but says the foor f
e, Pan 110, throbing Worse 1 th avenings

IS R M R TS 3 i L8

Pryscl xam: Rght foocmid sweling, erythema around the bi toe. warmih t tauch. No open
wounds or ukcers. Caplary refl < 2 sec. No signs of celluiis spreading above ankle. Mobilty:
Walks with mild fimp. Footwear: Standard issue; shoes appear o fic proper

Assassments sl ety dabec oot complcain
Risk: progression to ulceration o cellults,
e T T

Plan: Clean and dress foot area dally. Monitor for signs of infection (fever,spreading redness) Refer
0 GP for possible oral antbiotic if no improvement in 48 hours. Request urgent podatry review.
Educate patient on foot hygiene and importance of prompt reporting, Continue Metformin, recheck
BGL in 48 hours. Encourage patient to reduce walking/standing as able.
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Subjective: Mr. Doe states that his daughter Sally still stays in
her room on her smartphone and is withdrawn a lot.

participated in family dinners, which “is a positive step.” Sally admits
to feeling isolated but finds it hard to disconnect from her phone.

PAEDIATRIC
SOAP NOTE
EXAMPLE

Objective: Sally has been attending family dinners without
using her phone. This is the first session where Sally and her parents
did not argue about her screen time.

Assessment:  Sally is making progress in her plan, and no
adjustments are recommended at this time.

Plan:  Sally was provided a task to turn off her phone 30 minutes
earlier at night for the next 2 weeks, per her plan.We will be
meeting again next week.
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BENEFITS OF
SOAP
METHOD
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Improves note-taking efficiency

Helps providers formulate treatment strategies

Ensures completeness of progress notes

‘Widely used in the social work & medical communities

Helps providers communicate information with team
members

Organizes patient session documentation

Reduces mi between healthcare
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Sloppy o illegible handwriting

Incomplete or missing
documentation

Not questioning incomprehensible
orders

types of
Nursing
Documentationerrors

g &5 Wolters Kluwer

for omitted

5
medical entry

ck of i
medications and/or treatments.

5 @

Using the wrong abbreviations.

&

Entering information into the
‘wrong chart
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Accessible.

Accurate and relevant.

SIX PRINCIPLES
OF NURSING
DOCUMENTATION

Auditable.

Clear,

Legible/readable.

Timely and sequential.

Aligned with the nursing process.

Retrievable on a permanent basis.
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HOW TO IMPROVE RECORD-KEEPING
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Getintothe  Use your Use quotstion  Ensurethere  Ensurenotes  Wite up Document Do not Write the
habitof using  senses to maris where  isaressoned  aresccurately  notesas soon  any include notes, where
facwal, record what ssary, rati dated,timed,  aspossble  objections fargon, possible, with
consistent,  youdidsuch  suchaswhen (evidence) for  andsined,  ateranevent  youmayhave  meaningess  the
aca 2511 heard', are any decision  with the and, by law, e care involvement.
objectivesnd Tt saw. recording recorded,for  nameprinced  within 24 that has been and
unambiguous  and to on: what has example, alongsdethe  hours, making given: “deptwell),  understanding
patienc beensaid o denying encry inicals clear any irrelevant of the patent
Information; you: access o should be subsequent speculation,
Vit from . raions or and offensive MC,
family addidons; subjective 20029)
member: scatements;

PROFESSIONAL AND
LEGAL RESPONSIBILITY

did not happen and, therefore, nurses have  professional and legal
duy to keep records.

+ The NMC (2002 staes that documenation should demonstrate:

+ Afull account of the nurses assessment and care phnned and
provided for the patient;

care, has taken all reasonable steps to care for the paciencand that
any action or omission has not compromised patient safecy:

+ Arecord of any arrangements the nurse has made for the continuing
care of apatient o client
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SAMPLE FLAWED NOTE:
"PATIENT SEEMS OKAY. GAVE MEDS LATE BECAUSE | WAS BUSY. NO COMPLAINTS. BP
GOOD. WILL KEEP WATCHING."

Common Errors:

Subjective language: "seems okay”

* Unprofessional justification:"l was busy"

* Lack of specifics:WWhat meds? What time? What's “BP good"?

- M

ing objective data.

Improved Version:
"Patient alert and oriented when checked at 0730. Administered 20 mg Lisinopril at 0945 (scheduled for 0900)
due to high patient volume. Blood pressure 132/84 mmHg at 0950. No current complaints. Will continue to
monitor per protocol.”
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* Guidance on record keeping can also be found in The Code, on the Nursing and
Midwifery Council (NMC) website: nmc.org.uk/standards/code




