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Important Documentation Reminders:

* Electronic charting brings a practice change for clinicians in respect to not only where information is
charted, but also requires the clinician to think about what type of information is being charted, and
who needs to view it (e.g. clinical assessment information vs anecdotal or patient story information).

*  PowerChart documentation requires the use of structured fields (tick boxes and drop down
selections in IVIEW) and narrative (free text typing) documentation, when its required. Clinicians
need to know when each method of electronic documentation is appropriate.

* Inappropriate use of narration may impact safe and appropriate patient centered care. E.g.
narrative documentation of vital signs will not trigger early warning system nor sepsis alerts.

*  Clear documentation promotes: Efficient transfer and flow of relevant information; awareness and
understanding of patient care needs by all members of the health care team; safe and appropriate
patient centered care; and quality patient care outcomes. See Clinical Documentation Policy

Documentation | IntendedUse RelatedPolicy
Section

IView .
(Structured)

Chart Annotations ¢
(Narrative)

Captures structured documentation of patient
assessments and observations. Required for
tracking and trending of important data (e.g.
Behaviour, Appearance, etc...) and ministry
required reporting.

Tied to important alerts in the system (Suicide
Screener, Sepsis, Infection control).

Flows into Workflow pages, dashboards and
Provider View where it is used to inform clinical
decisions.

SupplementdView documentation to add context
or additional information to a point in time
assessment or event.
Title should reflect the symptom, behavior or
event.
»  Title: Client Refusing 0900 Medication
*  Annotation Content: Client refused 0900
medication. Explored with client reason for
refusal using open ended questions. Client
stated “All of these medications are making
me gain weight.” Explored client concerns
about weight and body image through
discussion. Explored previous coping
strategies. Notified Provider of patient
refusal of medication, and encouraged
client to speak with Provider.

Physical Assessment
Guideline 9.1.41G

Narrative Nursing
Documentation in the EHR
9.1.45G



https://intranet.islandhealth.ca/pnp/pnpdocs/clinical-documentation-policy.pdf
https://intranet.islandhealth.ca/pnp/pnpdocs/physical-assessment-guideline.pdf
https://intranet.islandhealth.ca/pnp/pnpdocs/narrative-nursing-documentation-ehr.pdf
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Example of

paper
documentation

Patient admitted to Psychiatric inpatient today at 10am due to an increase in
symptoms of psychosis. Patient is dressed in hospital pajamas, and noted to h
poor attention to hygiene. They make minimal eye contact. They report their
mood is low, their affect is flat and sometimes inappropriate to discussiorhey
are challenging to engage in discussion, often giving monosyllabic responses tt
guestions. Speech is mumbled, thought process is slowed and there is evidenc
thought blocking. Patient appears guarded and fearful they deny any
hallucinations or delusions. Concentration was poor, they appear preoccupied
with internal stimuli. Their insight was limited; unaware of the reasons why the
are in hospital, and they do not understand the need for treatment.

They were given a brief tour of the unit, and shown to their room and introduce
to other staff members. Writer spent time one to one witthem, building
therapeutic rapport and relationship. Focused on acknowledging and validating
LI GASYy G Qa NBOSYild SELISNASYyOSa 6KAOK
some recent trauma; car accident, and assault on July 4th. Reassurance offere

that he was in a place of safety and some very brief education was offered on s
care, daily routine and managing anxiety. Do,e RPN

IView Documentation P
Mot attending to ADL's, Other: dressed in hospital pajamas |

Chart Annotation

Age of Appearance

Eye Contact Avoids eye contact
Dress
Grooming Unkempt, Unshaven
Interaction
Eehaviour Guarded, Other: Fearful
@ Speech
< Speech Amount Monaosyllabic
& Speech Articulation Mumbled
Affect Range
Affect Quality Flat
Affect Congruence Other: Inappropriate to discussion
Moaod Fearful
Hallucinations Present  Mone
Delusions None
Thought Process Slowed, Thought blocking
Insight Denies problem
Cognitive Function Defi... Inattention to conversation
Concentration Preoccupied, Other: with internal stimuli

Mental Status Comments Patient reports that mood is low, affect is flat and sometimes inappropriate

[P Annotations - O x

owe [z el [ )3

Title: | Unit orientation and nurse interactinr‘

Patient was given a brief tour of the unit, and shown his room and introduced to other staff members.
Writer spent time one to one with patient, building therapeutic rapport and relationship. Focused on
acknowledging and validating patient's recent experiences which have been causing him stress, as he
disclosed some recent trauma; car accident, and assault on July 4th. Reassurance offered that he was in a
place of safety and some very brief education was offered on self-care, daily routine and managing
anxiety.

[[]Flag to include in Interdisciplinary Summary I Sign | Cancel
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Results Review | To view the patient story:
Select Clinical Informationtab.
Click List.

Review assessments by date and time.
Double-click on Chart Annotations to read them.

< * M Results Review

Last48 Hours Lab-Recent Lab- Extended Microbiology Diagnostics Vitals - Recent  Vitals - Extended | Clinical Information §Documg

Flowsheet: ‘ Clinical Info v |-

Show more results

(O Table () Group

I = < T S -

Result History

Value Valid From Valid Until

Unit orientation and nurse interaction  08-Jul-2022 13:56 PDT  Current

Event Date Event

Result

Psychosocial Weaknesses
07-Jul-2022 16:30 PDT Chart Annotations
07-Jul-2022 20:00 PDT Temperature Oral

Heart Rate Monitored
Respiratory Rate
Systolic Blood Pressure
Diastolic Blood Pressure
__________________________ po2

Result m Action List

Access t

his room and introduced to other staff members.
Writer spent time one to one with patient, building

90

18 therapeutic rapport and relationship. Focused on

130 acknowledging and validating patient’s recent
experiences which have been causing him stress, as he

70 disclosed some recent trauma; car accident, and

97 assault on July 4th. Reassurance offered that he was

)8-Jul-2022 13:58 PDT [Chart Annotations

Unit orid in a place of safety and some very brief education was
offered on self-care, daily routine and managing

ognitive Function Deficits Observed

Inattent| flanxiety.

Affect Quality Flat

Affect Congruence Other: Iff 2116041630 Forward... | . Print... Close
Behaviour Guardet—orrmerrearro

Appearance BH Not attending to ADL's, Other: dressed in hospital pajamas
Mood Fearful

Concentration Preoccupied, Other: with internal stimuli

Hallucinations Present None

Insight Denies problem

Delusions None

Thought Process Slowed, Thought blocking

Speech Amount Monaosyllabic

Speech Articulation Mumbled

Mental Status Comments Patient reports that mood is low, affect is flat and some...
MSE Eye Contact Avoids eye contact

MSE Grooming Unkempt, Unshaven
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Chart Annotations Best Practices
Using Chart Annotations

ImportantPoints
* |ViewandPowerFormgapture the information previously documentedpaper nursing notes.

+ Documentassessments, interventions, events, or incidents in the appropriate 1View section or
PowerFornof the patient chart.

* Repeating IView d?owerForndocumentation in a Chart Annotation is duplicate documentation,
which is not supported by Island Health or BCCNM documentation standards.

When to use Chart Annotations:

* Annotationsshould be used to provide context, tell the patient story or capture information when
there is no specific location for in IViewRowerForms

« For9ELl YLX SY 2dz KI S R20dzYSyiSR da! g2ARa LyGS$SN
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of your conversation/interaction with the patient.

» Thereis no requirement to add annotations each shift. They should only be added when required t
add additional information that cannot be captured within IView or to add narrative to supplement
structured documentation.

Title your annotation with the focus of Title your annotation with a generic
your documentation description such as “PPR”, “Status”,
“Update”, etc.

Use a Chart Annotation to document Batch chart or use an annotation to
single events/care interactions or summarize a period of time or an entire
observations shift

Use a Chart Annotation to supplement &  Use a Chart Annotation to capture clinical
provide context to your IView assessment assessment information that belongs in
information IView or a PowerForm




