HED Guidelines


HED Charting Guidelines

1. Entries to the EMR can be completed for up to 14 hours. A discharged patient can be charted on for up to 6 hours after discharge. You can chart ahead 15 minutes.

2. End of shift for charting is 0700 & 1900. End of shift for I&O is 0600 & 1800.

3. “Addendum Form” is used for a late entry or when the computer system is down.

4. Documentation should reflect actual patient behaviors and/or responses to nursing interventions.

5. Reassessment of the patient is completed at least once a shift.

6. Documentation is required to support ongoing reassessment to include evaluation of the patient response to interventions.

7. If data is repeated/copied from the last entry or any other entry, review the information in all classes before saving. Annotations are NOT copied so you will need to enter your own data if annotation is needed.  If you copy someone else's error, the error becomes legally yours.

8. If "other” is selected, an annotation in the box provided is required. 

*Annotations may be used to describe any pertinent events, patient comments, changes in condition, patient complaint, nursing observations or responses, or to explain something in greater detail. 

*Annotations should NOT be substituted for using the choices available nor should they repeat data already documented using selection of items listed. 

*When documenting care provided to the patient’s family &/or SO, the name of the person should be annotated.

9. Any intradepartmental consults initiated, will be annotated with a name of the point of contact.

10. Not all sections of the patient record need to be completed. If some sections do not apply to the patient you may omit charting in that section if it is not required by the minimal data set.  Leaving a section blank is NOT an indication that you did not obtain the information. 

11. Protect your password, it is your legal signature. The individual making an entry is accountable for all documentation. 

12. When charting I&O, make sure this information is charted throughout the shift, not just at the end of the shift. Make sure snacks and tube feeding supplements are charted under I&O and Nutrition.

 

~ Minimal data set ~

Baseline shift assessment must include the minimal data set.                                                                  Initial assessment must include minimal data set, Initial assessment, Clinical History & PAM 

	Vital Signs

Temp

Heart Rate/Pulse

Respirations

Blood Pressure

Pain

Height/Weight

	Environment of Care

Patient Identification

Allergies

Safety/Security Assessment

Fall Risk
	Nutrition

Diet/Feeding

Type
	ADL’s

Hygiene

  Activity
	Infusion Therapy (if applicable)

Site/line status
	Wound (if applicable)

Wound Status
	Systems review

See below


Systems Review Tab

	Neurological

Arousal/LOC/Stim

Speech

Pupils (ERL)

Movement

~Upper Extremity

~Lower Extremity

Sensation
	EENT & M 

Observation
	Cardiovascular

Heart Rate/Sounds

Pulses /Edema

Color/Cap refill

Skin Temp

No cardiac symptoms
	Pulmonary

Breath Sounds

Respirations / Effort
	Gastrointestinal

Abdomen

Bowel Sounds 

Stool 

	Renal-Urinary

Bladder

Urine

	Reproductive

Genitalia

Discharge
	Musculoskeletal

Movement / Mobility

Tone/Strength
	Skin/Integument

Color / Condition

Temperature

Texture

Moisture

Turgor

Mucous Membranes

Odor

Integrity

Braden Score for all adults
	Psychosocial

Behavior

Affect 

General Appearance

Interaction 




~ Systems Review ~

WNL (within normal limits) can be selected only when all qualifiers are met. If WNL is checked, it is not necessary to complete any additional information or to check additional boxes within that system, you may proceed to the next body system.   

If "WNL except" is checked, only abnormal finding should be charted under that body system. 

	Minimal Data Set
	WNL Definitions
	Charting Tips/Reminders

	Neurological

Arousal/LOC/Stim

Speech

Pupils (ERL)

Movement

~Upper Extremity

~Lower Extremity

Sensation 
	Responds spontaneously and appropriately for age; oriented X3; pupils equal, round, & reactive to light; speech clear; follows commands & moves all extremities equally; sensation normal

Neonate/infant = Awake, opens eyes spontaneously, strong cry. Reflexes present, fontanels soft and flat. Developmentally appropriate for age
	Peripheral neurovascular checks have a separate tab that organizes all the necessary components for a complete check

	EENT & M 

Observation
	Without symptoms and no obvious deformity or problem
	Select appropriates labels as needed –it is necessary to document for each class; there is no overall assessment

	Cardiovascular

Heart Rate/Sounds

Pulses /Edema

Color/Cap refill

Skin Temp

No cardiac symptoms 
	Heart sounds regular & strong; peripheral pulses palpable & equal bilaterally; no peripheral edema; nail beds and mucous membranes pink; brisk capillary refill, extremities warm to touch; free of cardiac symptoms
	To use WNL peripheral pulses must have been palpated to determine that they are "equal bilaterally" A pulse obtained by Doppler is not equivalent to palpation – use one method or the other for consistency.

Refer to policy Nursing 3.040/Telemetry Monitoring – “nurse documents cardiac rhythm… on admission, EACH SHIFT, and with each rhythm change” Education for telemetry provided by the nurse for patient & family AND documented on Interdisciplinary Patient/Family Education Record. 

	Pulmonary

Breath Sounds

Respirations / Effort 
	Respirations regular, even and unlabored; A/P breath sounds clear and equal bilaterally 
	Standards of Care provide criteria for pulse oximetry i.e. first 12 hours post-op receiving sedatives or opiates, patients receiving oxygen,

changes in activity (exertional dyspnea), etc and states “minimum oxygen saturation shall be done on admission, Q12 hours and at discharge for patients meeting above criteria.


	Minimal Data Set
	WNL Definitions
	Charting Tips/Reminders

	Gastrointestinal

Abdomen

Bowel Sounds 

Stool  
	Abdomen soft, nondistended, nontender; active bowel sounds in all 4 quadrants; bowel function within patient’s normal baseline
	Nurse must confirm that last BM is documented in I/O screen and COCA is documented; date must be entered mm/dd/yyyy or will not be accepted by system

	Renal-Urinary

Bladder

Urine 
	Bladder nondistended, voids spontaneously (documented within last 8 hours with quantity sufficient for age & status); urine clear & yellow
	Nurse must confirm that last void has been documented in I/O screen and quantity is sufficient for age & status

	Reproductive

Genitalia

Discharge
	No vaginal or penile discharge; if menses, flow is within patient’s usual pattern. Normal genitalia (on visual inspection). 


	May use “Defer” if patient is a reliable informant & nurse’s judgment supports that there are no factors that may contribute to acute problems. Developmental factors also may support using “defer” for pediatric patients.

	Musculoskeletal

Movement / Mobility

Tone/Strength 
	Active full ROM in all extremities; strength equal bilaterally. Ambulatory with steady gait

Neonate/Infant/Toddler:

Full ROM all extremities. Tone appropriate for developmental age
	The nurse must document activity duration and tolerance; if there is an order for activity and patient is not OOB as ordered, the nurse should notify the MD and document the reason why order was not followed. If this responsibility is delegated, the nurse must follow up to document patient response.

	Skin/Integument

Color / Condition

Temperature

Texture

Moisture

Turgor

Mucous Membranes

Odor

Integrity

Braden Score for all adults 

	Skin color consistent with ethnic background; warm, dry and intact. Mucous membranes moist. Skin turgor appropriate for age. 

If simple surgical incision present, document as “normal except” and note status of incision in appropriate result.
	NOTE: If surgical incision is not healing as expected, has discharge that is purulent, or requires packing or wet-to-dry dressings, use  Wound/Ostomy tab.

Braden Score for all patients daily. “Braden Tool” provides necessary descriptors to determine Braden score.  If Braden score less than 18, document as “normal except” and note interventions per policy

	Psychosocial

Behavior

Affect 

General Appearance

Interaction 


	Behavior and appearance appropriate. Mood, affect and family/significant other involvement appropriate to situation
	


Vital Signs 


 Minimal Data Set
Temp

Heart Rate/Pulse

Respirations

Blood Pressure

Pain 

Height/Weight

When to take Vital Signs:

1. On admission to the unit

2. On a routine schedule, per HCP order or per unit-specific Standard of Care.

3. Before and after any surgical or invasive procedure.

4. Before and after the administration of medications or therapies that affect the patient’s VS

5. Before, during or after nursing interventions influencing the patient’s VS

6. When the patient reports specific symptoms of physical distress

7. When the patient’s condition changes.

Parameters of Vital Signs:

1. Frequency will be determined by medical order, patient status and unit standards.

2. Initial weight is done per protocol/order or taken as stated by patient.

3. If weighing the patient daily, it is important, when possible, to use the same scale and for the weight to be done at the same time of day.

4. Weight should be documented per unit’s standard of measure. 

5. Nurse will confirm each shift that height has been documented on admission and weight is current per unit standard or disease-specific guidelines.

6. Document under “Monitored heart rate” only if heart rate is taken off a monitor; this does NOT include pulse obtained with Dynamap. Use “pulse”” if palpated or auscultated. 

Nutrition (Nursing)

 Minimal Data Set
Diet/feeding

Type

Tolerance



1.         Remember to document tube-feeding (TF) supplements.
Environment of Care
 Minimal Data Set
Patient Identification (armband)

Allergies

Safety/Security Assessment

Fall Risk Assessment
Nurse will:

1. Document correct ID each shift and PRN

2. Review allergy tab to ensure all allergies are noted

3. Confirm all appropriate safety measures, if any per unit standards

4. Each shift (&/or with any change in pt status) assess the patient’s Fall Risk 

5. If the Fall Risk score is greater than 49, the patient is considered to be AT RISK and the Fall Protocol must be initiated.

a. If the patient falls, a Post-Fall and a Variance Report must be completed.

6. Restraint charting

a. Pre-restraint assessment 

i. assessment the behavior the patient is exhibiting

b. Pre-restraint intervention

i. document interventions/alternatives attempted & pt response

c. Restraint types

d. Restraint category

i. Documentation on medical surgical restraints must occur every 2 hours 

ii. Documentation on chemical restraints must occur every hour 

iii. Behavioral management restraints require continuous monitoring with q 15 minute documentation

e. Restraint application

f. Application date & time

g. Applied by:

h. Pt/Fam Instructions

i. Restraint education documentation flows to the POC>EducIntervention. 

ADLs
 Minimal Data Set   
Hygiene

Current Activity

Nurse or NA will:

1. Chart per unit standards at least every shift.

2. Document on hygiene, which includes bath, linen change, mouth care and/or pericare. 

3. The individual providing care should chart interventions when given. 

4. ADL’s are “delegated” activities so the nurse should ensure that expected care has been provided.

IV/Infusion Therapy
 Minimal Data Set 

Site/Line status 

1. Date of insertion must be documented on all IV & Invasive lines per policy.

2. Transfusion screens are also found under this tab.

Pain

1. Pain is to be assessed/reassessed at regular intervals as per policy, with a minimum assessment of every 8 hours. If there is NO pain, document 0 pain under the Vitals tab.  This information will flow to the Pain flowsheet; therefore, it is not necessary to go to the Pain tab. 
2. Education regarding the use of the 0-10 pain scale and methods for managing pain are required. You may chart this directly under the Pain Tab or go to POC > EducIntervention. 

3. Any intervention for pain requires an entry AFTER the intervention indicating patient response. 

4. Pain medications may be noted in electronic charting under the pain section; however, all medications also must still be charted on the paper MAR.

5. Post op pain is assessed every 2 hours for the first 24 hours, PCA and continuous pain medication are assessed every 4 hours. 

6. Standards of Care require that the patient’s pain relief goal be documented on Initial Assessment.   “Pain that persists above the pain goal or is above 4 on the pain scale initiates a review of the interdisciplinary plan of care and modification of treatment”.

Patient Events

No minimal data set for this chartable review. 

The nurse will document as needed. 

1. HCP Communication

2. Transfer/DC

3. Other Events (Code Blue, RRT, AMA, Death, etc)

4. Additional Notes (use of this section should be minimized. Most annotations will occur in the Chartable Review where the information is documented.)

5. Medication Administration

Plan of Care 

1. Plan of Care charting is captured on the POC as part of the daily assessment process. The POC items have been placed in the SystemsRvw and other pertinent places in order to allow clinicians to develop POC as a bi-product of their daily care. When problems are identified in the SystemsRvw, they can be clarified by using the problem related statement under each section. Expected outcomes/goals are set to address the identified problem. As care is provided and interventions are performed  they are recorded on the SystemsRvw and flow to the POC. Once outcomes are achieved they are charted as outcomes met. When the problem has resolved it can be charted.

2. The POC must be documented and reviewed every 24 hours.

3. The POC must be revised with any change in the patient’s condition.  

Education

1. The RN is responsible to review this section every shift to ensure that all teaching or reinforcement of teaching is documented for that shift.

Discharge Plan

      1.   Discharge planning begins with the initial assessment

2. Document after all patient care conferences and informal discussions any specific discharge plans that are appropriate for the patient. 

3. The RN is responsible to review the information for the patient under Discharge Plan but it is not required that the entire discharge plan be documented every 24 hours.

4. There must be a discharge plan for every patient, even if it is “Home-no needs”.

5. The discharge instructions will reflect the discharge plan as determined by the physician, RN, and other ancillary departments involved in the patients care. 

Temp & BP will be per unit standard.  


Pulse will be peripheral unless unit standards designate other. 


Respirations are by observation unless stated otherwise. 


It is NOT necessary to use descriptors when method/site used conform to unit standards.


If pain is present additional documentation by the nurse will be entered on the Pain Tab.





Note:  Units of measure will need to be selected BEFORE entering height or weight.
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