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Tired Of Being Hassled for Documentation as a Nurse in a LTC/SNF?A Straight-To-The-Point
Guide From MDS Coordinators: What Exactly It Is We Need From Your Medicare
Documentation.An easy to use reference made for Nurses in the long term care setting.We have
gathered that in Nursing school we're taught to document or "it didn't happen" and on the job
tells you to document but you're never given the specifics of what exactly is needed. This is why
this reference guide was created by MDS Coordinators for LTC/SNF Nurses. Who better to hear
it from than MDS Nurses themselves?Bridging the knowledge gap 1 Nurse at a time! Enter the
world of nursing care planning with confidence! This informative guide is the perfect way to build
your care planning and documentation skills. Practical and easy-to-read material covers each
phase of care plan development and record-keeping for both surgical and non-surgical
interventions. Charting: An Incredibly Easy! Pocket Guide provides time-starved nurses with
essential documentation guidelines in a streamlined, bulleted format, with illustrations, logos, and
other Incredibly Easy! features. The book is conveniently pocket sized for quick reference anytime
and anywhere. The first section reviews the basics of charting, including types of records, dos and
dont's, and current HIPAA and JCAHO regulations. The second section, alphabetically organized,
presents hundreds of examples and guidelines for accurately charting everyday occurrences.
Logos include Help Desk best practices tips; Form Fitting completed forms that exemplify top-
notch documentation; Making a Case documentation-related court cases; and Memory Jogger
mnemonics. The independent, complex role of a school nurse requires accurate documentation of
assessments, interventions, and outcomes. Consistent documentation by all school nurses is crucial
to study the impact of nursing interventions on children's health and success in school. While
standardized nursing languages are available, the actual use of these languages is in the infancy
stages of implementation. This national survey of school nurses reveals diverse practices in school



nursing documentation. Using Everett Rogers' (2003) Diffusion of Innovation (DOI) theory, a web-
based survey allowed respondents to identify their knowledge and attitude towards the use of
standardized languages, including NANDA International (NANDA-I), Nursing Interventions
Classification (NIC), and Nursing Outcomes Classification (NOC). Respondents also rated
barriers to adopting the use of NANDA-I, NIC, and NOC (NNN). The results of this survey serve
as a foundation for moving the practice of school nursing towards consistent documentation.
Ultimately, the implementation of NNN will allow school nurses to document more consistently,
base practice decisions on evidence, and improve the health and academic success of children in
schools. This is the student version for ordering purposes. The comp edition does not include the
SpringCharts Access Card, since instructors will be downloading from the Instructor OLC. The
Future of Nursing explores how nurses' roles, responsibilities, and education should change
significantly to meet the increased demand for care that will be created by health care reform and
to advance improvements in America's increasingly complex health system. At more than 3
million in number, nurses make up the single largest segment of the health care work force. They
also spend the greatest amount of time in delivering patient care as a profession. Nurses therefore
have valuable insights and unique abilities to contribute as partners with other health care
professionals in improving the quality and safety of care as envisioned in the Affordable Care Act
(ACA) enacted this year. Nurses should be fully engaged with other health professionals and
assume leadership roles in redesigning care in the United States. To ensure its members are well-
prepared, the profession should institute residency training for nurses, increase the percentage of
nurses who attain a bachelor's degree to 80 percent by 2020, and double the number who pursue
doctorates. Furthermore, regulatory and institutional obstacles -- including limits on nurses' scope
of practice -- should be removed so that the health system can reap the full benefit of nurses'
training, skills, and knowledge in patient care. In this book, the Institute of Medicine makes
recommendations for an action-oriented blueprint for the future of nursing. Provides information
on documentation issues, including electronic medical records, legal and ethical implications, and
documentation in acute cases, along with a variety of charting examples. Armed with this portable
handbook, nurses in any practice setting will know exactly what to document in any situation.
Featuring an A-to-Z organization that makes finding information easy, this reference offers a
new learn-by-example approach to charting and delivers clear examples for documenting more
than 270 patient-care situations, from common diseases to legal and ethical issues. "Legal
casebook" spotlights real-life court cases to help you avoid perilous charting. Completed
"AccuChart" sample forms--such as OASIS, incident reports, and fall prevention reports--give
readers the confidence to chart accurately at all times. This is the student version for ordering
purposes. The comp edition does not include the SpringCharts Access Card, since instructors will
be downloading from the Instructor OLC. "This resource will help you: Align with MDS 3.0
documentation requirements. Coordinate documentation between nurses and therapists to
improve resident care. Gain the perspective of nursing or therapy to appreciate their specific
approach to skilled services. Reduce your audit risk and strengthen reimbursement claims with
comprehensive documentation. Prove medical necessity and need for skilled care by practicing
accurate documentation"--Page 4 of cover Chart Smart: the A-to-Z Guide to Better Nursing
Documentation tells nurses exactly what to document in virtually every type of situation they may
encounter on the job, no matter where they practice--hospital, medical office, outpatient,
rehabilitation facility, long-term care facility, or home. This portable handbook has nearly 300
entries that cover documentation required for common diseases, major emergencies, complex
procedures, and difficult situations involving patients, families, other health care team members,



and supervisors. In addition to patient care, this book also covers documenta Nursing can be nuts.
On a twelve-hour shift, the last thing most nurses want to do is sit down and draft a lengthy note
describing the craziness that occurred. Written by a nurse, for nurses, this book is chock full of
narrative note examples describing hypothetical situations to help you describe the, well, the
indescribable. Some shifts are just like that! This classic resource offers complete coverage of
nursing case management - from theoretical background and historical perspective to practical
applications and how the field is changing to meet the challenges of today's health care
environment. It focuses on the implementation of various case management models used
throughout the United States and abroad. Key topics include the impact of public policy on health
care; understanding the effects of health care reimbursement and its application at the patient
level; throughput and capacity management; the impact of the revenue cycle; compliance and
regulatory issues; and principles needed to improve case manager-client interaction. This helpful
resource is designed to help nurse case managers assess their organization's readiness for case
management, prepare and implement a plan to achieve necessary improvements and evaluate the
plan's success. Includes numerous proven case management models currently being used in
institutions across the country Organized to take the nursing case manager on a journey from the
historical development of nursing case management to the successful implementation of a case
management program Offers detailed guidance for planning, implementing, and evaluating a case
management program Outlines the planning process with information on key topics such as
analysis of the organization, the role of the organization's members, selection criteria for new case
managers, case management education, credentialing, and partnerships Features guidelines for
implementing a case management program with information on ethical issues, technology,
compliance, and regulatory issues Addresses the evaluation component of developing and
implementing a case management program by presenting information on outcomes, research,
documentation, continuous quality improvement, measuring cost effectiveness, care continuum,
and evidence-based practice Presents acute care and community based models of case
management Highlights the evolution of collaborative models of case management, addressing key
elements of joint decision-making, shared accountability, and interdisciplinary systems of care
Addresses health care delivery through case management and public policy by presenting current
legislative issues and their affect on both health care reimbursement and the application of care at
the patient level Presents the insights, experiences, and advice of nursing administrators who have
researched and successfully implemented nursing case management programs in various facilities
A new chapter, Telehealth Applications for Case Management, introduces the concept of
telehealth; provides examples of telehealth usage in women's health, chronic disease management,
and mental health; and summarizes the evidence that supports telehealth and identifies existing
issues and challenges. Case Management: Life at the Intersection of Margin and Mission, is a new
chapter that highlights strategies case managers and others can use to optimize their
organizations' financial outcomes while simultaneously improving clinical outcomes for their
patients. It emphasizes the work of case managers in the financial arena of health care, including
revenue cycle management. A new chapter, Maximizing Reimbursement through Accurate
Documentation and Coding, provides tips and strategies on maximizing reimbursement by
designing and implementing programs focused on improving the physician's documentation.
Effective Management Tools for Case Management Leaders: Strategy Maps and Balanced
Scorecards, A Case Study is a new chapter that discusses strategy maps and balanced scorecards
and their role in transforming an organization's mission and strategy into a management system
and a comprehensive set of performance measures. Features updated information on HIPPA



regulation (Health Insurance Portability and Accountability Act), patient safety and
confidentiality issues, case management for Medicare patients, Medicare legislation, and
utilization management. "Nurses play a vital role in improving the safety and quality of patient
car -- not only in the hospital or ambulatory treatment facility, but also of community-based care
and the care performed by family members. Nurses need know what proven techniques and
interventions they can use to enhance patient outcomes. To address this need, the Agency for
Healthcare Research and Quality (AHRQ), with additional funding from the Robert Wood
Johnson Foundation, has prepared this comprehensive, 1,400-page, handbook for nurses on
patient safety and quality -- Patient Safety and Quality: An Evidence-Based Handbook for
Nurses. (AHRQ Publication No. 08-0043)." - online AHRQ blurb,
http://www.ahrq.gov/qual/nurseshdbk/ Designated a Doody's Core Title!/span The Preeminent
Nursing Terminology Classification System The Clinical Care Classification (CCC) System
described in this manual is the only standard coded nursing terminology that is based on sound
research using the nursing process model framework and that meets the Patient Medical Record
Information (PMRI) comparability requirement. The CCC System allows patient care data
generated by nurses to be incorporated into the PMRI database, and enables nurses' contributions
to patient outcomes to be studied and acknowledged. -- From the Foreword by Sheryl L. Taylor,
BSN, RN, Senior Consultant, Farrell Associates TESTIMONIES: ABC Coding Solutions-
Alternative Link developed ABC codes for nursing in collaboration with Dr. Virginia Saba,
developer of the CCC system. Approximately two hundred ABC codes were developed from the
CCC System of Nursing Interventions to accurately document nursing and integrative health care
processes, classify and track clinical care, and develop evidence-based practice models, thus filling
significant gaps in older medical code sets." --Connie Koshewa, Practitioner Relations Director,
ABC Coding Solutions-Alternative Link The International Classification for Nursing Practice
(ICNPÆ) is a program of the International Council of Nurses (ICN). One of the first steps in the
development of the ICNPÆ was to collect and compare all the nursing concepts in existing
nursing terminologies, including the CCC. To facilitate the goal of ICNPÆ as a unified nursing
language system, a project is under way to map the CCC to the ICNPÆ Version 1.0. This work
will facilitate evaluation and ongoing development of both terminologies and allow ICN to
compare data using CCC codes with data from other standard nursing terminologies." --Amy
Coenen, PhD, RN, FAAN, Director, ICNPÆ Program, International Council of Nurses
Thoroughly updated for its Second Edition, this comprehensive reference provides clear, practical
guidelines on documenting patient care in all nursing practice settings, the leading clinical
specialties, and current documentation systems. This edition features greatly expanded coverage
of computerized charting and electronic medical records (EMRs), complete guidelines for
documenting JCAHO safety goals, and new information on charting pain management. Hundreds
of filled-in sample forms show specific content and wording. Icons highlight tips and timesavers,
critical case law and legal safeguards, and advice for special situations. Appendices include
NANDA taxonomy, JCAHO documentation standards, and documenting outcomes and
interventions for key nursing diagnoses. Ever wonder what to put in a nursing note? This pocket
sized guide provides you with over a hundred templates for written and verbal comminication in
nursing to help you. Focuses on the communicatiion skills that are the key to good documentation.
"Handbook detailing exactly what to document in any situation for nurses in all practice settings.
Over 300 alphabetically organized topics cover diseases, emergencies, procedures, legal and ethical
problems, and difficult situations involving patients, families and other health care professionals.
Legal casebook"-- As another volume in Ausmed's 'Guide to Practice' series of textbooks and



audiobooks, this is an essential text for all aged-care nurses who wish to enhance their
documentation skills and deliver higher quality care to the elderly. AudioBooks are ideal teaching
tools. This pocket-size guide saves nurses precious time while ensuring that a complete patient
record is created and that legal, quality assurance, and reimbursement requirements are met. This
handbook provides specific verbiage for charting patient progress, change or tasks accomplished
for approximately 50 common problems. The new third edition has been completely updated to
include Critical Assessment Findings, Subjective Findings for Documentation, Resources for
Care and Practice, Legal Considerations, Time Saving Tips, and new Managed Care information.
Plus, roughly 15 additional common problems and diagnoses have been added making this
practical resource more valuable than ever. Diagnoses are in alphabetical order allowing for fast
and easy access. Each patient problem or diagnosis found in this handbook includes specific
documentation guidelines for the following aspects of nursing care: *Assessment of patient
problem *Associated nursing diagnosis *Examples of objective findings for documentation
*Examples of subjective findings for documentation *Examples of assessment of the data
*Examples of potential medical problems for this patient *Examples of the documentation of
potential nursing interventions/actions *Examples of the evaluations of the interventions/actions
*Other services that may be indicated and their associated interventions and goals/outcomes
*Nursing goals and outcomes *Potential discharge plans for this patient *Patient, family,
caregiver educational needs *Resources for care and practice *Legal considerations for
documentation, as appropriate Introductory chapters describe documentation, the medical record
systems of nursing documentation, and current JCAHO and ANA standards related to
documentation. Specialty sections provide important and specific guidelines for hospice care and
maternal-child care. Appendices provide the latest NANDA-approved nursing diagnoses,
descriptions of services provided by other disciplines, abbreviations, and a listing of resources
(i.e., directory of resources, clinical newsletters and journals, Internet resources, further reading).
Includes Time Saving Tips boxes to help minimize the time needed for documentation
responsibilities. Each diagnosis includes a Critical Assessment Components/Findings section to
help nurses with their critical decision making and determine whether an assessment finding
indicates immediate attention or patient follow up. The Goals/Outcomes section of each diagnosis
now appears at the beginning so that nurses know the intended goals and outcomes up front
before beginning the assessment. All documentation guidelines now include sections on Examples
of Subjective Findings for Documentation and Resources for Care and Practice. Includes Legal
Considerations for Documentation as appropriate to highlight important legal issues. Part One
has been updated to reflect the current managed care environment, including new information
required by the National Community of Quality Assurance [NCQA], so that nurses can
incorporate and focus on these changes as they document Nurses often document in open nurses’
stations exposed to frequent interruptions. Much has been written on the need to limit
distractions while collecting and administering medications but little has been published on the
effects interruptions have on nursing documentation. The purpose of this study was to examine
the environment in which nurses chart and to gather their perceptions of the documentation
environment. Marilyn Ray’s Theory of Bureaucratic Caring was the guiding framework for this
study. A review of the literature revealed the effects open work spaces, noise, and interruptions
can have on work performance. This study, a focus group discussion, involved seven nurses who
worked, or have worked, in medical-surgical nursing. Results of the discussion revealed nurses
are displeased with the noise and interruptions in their charting environments. Additionally, they
feel that nursing leadership should provide a charting environment that is more compatible to



timely and accurate documentation. Publisher's Note: Products purchased from 3rd Party sellers
are not guaranteed by the Publisher for quality, authenticity, or access to any online entitlements
included with the product. Feeling unsure about the ins and outs of charting? Grasp the essential
basics, with the irreplaceable Nursing Documentation Made Incredibly Easy!®, 5th Edition.
Packed with colorful images and clear-as-day guidance, this friendly reference guides you through
meeting documentation requirements, working with electronic medical records systems,
complying with legal requirements, following care planning guidelines, and more. Whether you
are a nursing student or a new or experienced nurse, this on-the-spot study and clinical guide is
your ticket to ensuring your charting is timely, accurate, and watertight. Let the experts walk you
through up-to-date best practices for nursing documentation, with: NEW and updated, fully
illustrated content in quick-read, bulleted format NEWdiscussion of the necessary documentation
process outside of charting—informed consent, advanced directives, medication reconciliation
Easy-to-retain guidance on using the electronic medical records / electronic health records
(EMR/EHR) documentation systems, and required charting and documentation practices Easy-to-
read, easy-to-remember content that provides helpful charting examples demonstrating what to
document in different patient situations, while addressing the different styles of charting Outlines
the Do's and Don’ts of charting – a common sense approach that addresses a wide range of topics,
including: Documentation and the nursing process—assessment, nursing diagnosis, planning
care/outcomes, implementation, evaluation Documenting the patient’s health history and physical
examination The Joint Commission standards for assessment Patient rights and safety Care plan
guidelines Enhancing documentation Avoiding legal problems Documenting procedures
Documentation practices in a variety of settings—acute care, home healthcare, and long-term care
Documenting special situations—release of patient information after death, nonreleasable
information, searching for contraband, documenting inappropriate behavior Special features
include: Just the facts – a quick summary of each chapter’s content Advice from the experts –
seasoned input on vital charting skills, such as interviewing the patient, writing outcome
standards, creating top-notch care plans “Nurse Joy” and “Jake” – expert insights on the nursing
process and problem-solving That’s a wrap! – a review of the topics covered in that chapter About
the Clinical Editor Kate Stout, RN, MSN, is a Post Anesthesia Care Staff Nurse at Dosher
Memorial Hospital in Southport, North Carolina. Print+CourseSmart With all the training and
education nurses receive, there is little true explanation about the importance of documentation.
Even in today's litigious culture and the backlash of services no longer reimbursable -- it is crucial
we as nurses understand the rationale for our documentation practices. By creating specific
systems to ensure license protection, we in turn provide more effective hand- off communication.
Every nurse knows it's the law and that you don't want to lose your license, but do we really know
why the methods of documentation are so vital to our livelihood? Has the electronic medical
record made this approach additionally arduous? Do the questions on the EMR provide an
accurate picture of the actual care provided? Often times, these reports are not clear or complete.
Through fictional and non-fictional stories, Rosale Lobo reveals proper nursing documentation
techniques providing clarity and important best practice concepts that can be applied
immediately. Extraneous situations will arise in nursing, making it imperative to develop
intentional methods of documentation. By putting together an effective system you will decrease
your chances of being sued. For the future of nursing documentation, the EMR is not the answer,
a personal system of accountability is. University of Wisconsin-Milwaukee School of Nursing's
comprehensive charting and documentation manual for students and practitioners. The Fifth
Edition of Nursing Care Plans and Documentation provides nurses with a comprehensive guide to



creating care plans and effectively documenting care. This user-friendly resource presents the
most likely diagnoses and collaborative problems with step-by-step guidance on nursing action,
and rationales for interventions. New chapters cover moral distress in nursing, improving
hospitalized patient outcomes, and nursing diagnosis risk for compromised human dignity. The
book includes over 70 care plans that translate theory into clinical practice.Online Tutoring
powered by Smarthinking--Free online tutoring, powered by Smarthinking, gives students access
to expert nursing and allied health science educators whose mission, like yours, is to achieve
success. Students can access live tutoring support, critiques of written work, and other valuable
tools. Focusing on the legal implications in the US, this book is designed to meet the needs of
professional and student nurses in determining how they should be recording their practice. This
manual offers a quality documentation system using nursing diagnosis developed specifically for
long-term care. it provides practical quality tools to guide professional nurses and
interdisciplinary staff members in meeting documentation requirements under OBRA '87. The
perfect guide to charting! The popular Davis’s Notes format makes sure that you always have the
information you need close at hand to ensure your documentation is not only complete and
thorough, but also meets the highest ethical and legal standards. You’ll even find coverage of the
nuances that are relevant to various specialties, including pediatric, OB/GYN, psychiatric, and
outpatient nursing. Offering clear, practical guidelines for how, what, and when to document for
more than 100 of the most common and most important situations nurses face, this essential
resource details exactly what information to consider and document, to ensure quality patient
care, continuity of care, and legal protection for the nurse and the institution where the nurse
works. This pocket-size guide saves nurses precious time while ensuring that a complete patient
record is created and that legal, quality assurance, and reimbursement requirements are met. This
handbook provides specific verbiage for charting patient progress, change or tasks accomplished
for approximately 50 common problems. The new third edition has been completely updated to
include Critical Assessment Findings, Subjective Findings for Documentation, Resources for
Care and Practice, Legal Considerations, Time Saving Tips, and new Managed Care information.
Plus, roughly 15 additional common problems and diagnoses have been added making this
practical resource more valuable than ever. Diagnoses are in alphabetical order allowing for fast
and easy access. Each patient problem or diagnosis found in this handbook includes specific
documentation guidelines for the following aspects of nursing care: *Assessment of patient
problem *Associated nursing diagnosis *Examples of objective findings for documentation
*Examples of subjective findings for documentation *Examples of assessment of the data
*Examples of potential medical problems for this patient *Examples of the documentation of
potential nursing interventions/actions *Examples of the evaluations of the interventions/actions
*Other services that may be indicated and their associated interventions and goals/outcomes
*Nursing goals and outcomes *Potential discharge plans for this patient *Patient, family,
caregiver educational needs *Resources for care and practice *Legal considerations for
documentation, as appropriate Introductory chapters describe documentation, the medical record
systems of nursing documentation, and current JCAHO and ANA standards related to
documentation. Specialty sections provide important and specific guidelines for hospice care and
maternal-child care. Appendices provide the latest NANDA-approved nursing diagnoses,
descriptions of services provided by other disciplines, abbreviations, and a listing of resources
(i.e., directory of resources, clinical newsletters and journals, Internet resources, further reading).
Includes Time Saving Tips boxes to help minimize the time needed for documentation
responsibilities. Each diagnosis includes a Critical Assessment Components/Findings section to



help nurses with their critical decision making and determine whether an assessment finding
indicates immediate attention or patient follow up. The Goals/Outcomes section of each diagnosis
now appears at the beginning so that nurses know the intended goals and outcomes up front
before beginning the assessment. All documentation guidelines now include sections on Examples
of Subjective Findings for Documentation and Resources for Care and Practice. Includes Legal
Considerations for Documentation as appropriate to highlight important legal issues. Part One
has been updated to reflect the current managed care environment, including new information
required by the National Community of Quality Assurance [NCQA], so that nurses can
incorporate and focus on these changes as they document Improving Nursing Documentation and
Reducing Risk helps nurse managers create policies, processes, and ongoing auditing practices to
ensure that complete and accurate documentation is implemented by their staff, without creating
additional time burdens. This conference main theme is "Overcoming Global Health Challenges
through Nursing Education, Research and Technology". Topics of interests cover all theoretical
and practical aspects of nursing and health sciences in broad spectrum. This will provide an
excellent knowledge and information across academicians, professionals, and government to
optimize healthcare quality and safety around the globe. Ensure that no condition or symptom is
overlooked and documentation is as accurate as possible with Home Health Assessment Criteria:
75 Checklists for Skilled Nursing Documentation. Pamphlet is a succinct statement of the ethical
obligations and duties of individuals who enter the nursing profession, the profession's
nonnegotiable ethical standard, and an expression of nursing's own understanding of its
commitment to society. Provides a framework for nurses to use in ethical analysis and decision-
making. 
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