Self-Assessment Tool: Documentation

	Behavioural indicators

Bullet points are examples of how the indicator can be applied in practice.
	Identify whether the behavioural indicator is an area of strength, with an example, or an area you need to improve, with an example of how that area can be improved

	
	Area of strength
	Area of improvement

	· Ensuring that documentation is a complete record of nursing care provided and reflects all aspects of the nursing process, including assessment, planning, intervention (independent and collaborative) and evaluation. 
· Documenting both objective and subjective data.

· Ensuring that the plan of care is clear, current, relevant and individualized to meet the client’s needs and wishes.

· Minimizing duplication of information in the health record.

· Documenting significant communication with family members/significant others, substitute decision-makers and other care providers.

·  Ensuring that relevant client care information kept in temporary hard copy documents is captured in the permanent health record.

· Providing a full signature or initials, and professional designation (RPN, RPN[Temp], RN, RN[Temp] or NP) with all documentation.

· Providing full signature, initials and designation on a master list when initialing documentation.

· Ensuring that hand-written documentation is legible and completed in permanent ink.
	· Document interventions
· Narrative charting and charting by exception
· Document family’s concerns and outcomes
· Writing and signature always legible. Always done on computer or blue/black ink

	· Double charting occurs since its digital 
· Need to refer to chart for updates of plan of care that has been made by RN
· Follow up on documentation regarding wound cares. 
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	· Using abbreviations and symbols appropriately by ensuring that each has a distinct interpretation and appears in a list with full explanations approved by the organization or practice setting.

· Documenting advice, care or services provided to an individual within a group, groups, communities or populations 

· Documenting the nursing care provided when using information and telecommunication technologies.

· Documenting informed consent when the nurse initiates a treatment or intervention authorized in legislation.

· Advocating for clear documentation policies and procedures that are consistent with the College's practice standards.

· Adhering to College standards and organizational policies by not falsifying client records, including not signing or issuing a document that the member knows includes a false or misleading statement.
	· Great knowledge of abbreviations. Only use common abbreviations
· Document conversations with patients and health advice given
· Document consent that is given by patient or POA. Also filled in chart. 
· Documentation is consistent with CNO standards
· Never chart misleading statements or false information. 
	· No master list of abbreviations found at work. 
· Do not use telecommunication technologies at work.
· Do not advocate for CNO standards. 

	Accountability

Nurses are accountable for ensuring their documentation of client care is accurate, timely and complete. You meet the standard by:

· Documenting in a timely manner and completing documentation during, or as soon as possible after, the care or event.

· Documenting the date and time that care was provided and when it was recorded.

· Documenting in chronological order.

· Indicating when an entry is late as defined by organizational policies.

· Documenting at the next available entry space and not leaving empty lines for another person to add documentation

· Correcting errors while ensuring that the original information remains visible/ retrievable.

· Never deleting, altering or modifying anyone else’s documentation.

· Enabling a client to add his or her information to the health record when there is a disagreement regarding care.

· Documenting when information for a specific time frame has been lost or cannot be recalled.

· Indicating clearly when an entry is replacing lost information.

· Ensuring that documentation is completed by the individual who performed the action or observed the event, except in situations when there is a designated recorder, who must sign and indicate the circumstances.

· Clearly identifying the individual performing the assessment and/or intervention when documenting.

· Advocating for clear documentation policies and procedures at the nurse’s facility that are consistent with the College’s standards.
	· Documentation always completed during shift
· Chronological order always used
· Late entry practices followed
· Never falsify documentation
· Documentation always charted by me. I do not allow others to chart for me; even if late submission
· Charting is done electronically so it is always clear

	· Document when I am not busy. Should improve to document ASAP
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	Security

· Ensuring relevant client care information is captured in a permanent record.

· Maintaining confidentiality of client health information, including passwords or information required to access the client health record.

·  Understanding and adhering to policies, standards and legislation related to confidentiality.

· Accessing only information for which the nurse has a professional need to provide care.

· Maintaining the confidentiality of other clients by using initials or codes when referring to another client in a client’s health record (for example, using initials when quoting a client’s roommate).

· Facilitating the rights of the client or substitute decision-maker to access, inspect and obtain a copy of the health records 

· Obtaining informed consent from the client or substitute decision-maker to use and disclose information to others outside the circle of care.

· Using a secure method such as a secure line for fax or e-mail to transmit client health information (for example, making sure the fax machine is not available to the public).

· Retaining health records for the period the organization’s policy and legislation stipulates when required by the nurse’s role (for example, in independent practice).

· Ensuring the secure and confidential destruction of temporary documents that are no longer in use.


	· Client care information always in permanent record
· Confidentiality always maintained
· Allowing patient or POA to be a part of their care plan
· Documents no longer in use are shredded.
	


