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5. Describe barriers to effec�ve communica�on.

6. Explain professional communica�on in nursing.

7. Describe the orienta�on phase of nurse–pa�ent rela�onship.

8. Explain communica�on strategies with elderly pa�ents.

9. Describe communica�on with families in health care.

10. Explain factors influencing communica�on.

 Short Answer Ques�ons – 10

(Answer in 2–3 sentences)

1. Define communica�on.

2. Define therapeu�c communica�on.

3. What is feedback?

4. List any four elements of communica�on.

5. What is non-verbal communica�on?

6. Define professional communica�on.

7. What is nurse–pa�ent rela�onship?

8. Name any four barriers to communica�on.

9. What is SBAR?

10. Men�on two communica�on techniques used for children.

 Long Essay Ques�ons – 10

(Answer in detail with diagrams where necessary)

1. Explain communica�on – defini�on, levels, elements, process, types, modes, and factors 
influencing communica�on.

2. Describe methods of effec�ve communica�on and therapeu�c communica�on techniques 
in detail.

3. Explain barriers to effec�ve communica�on and non-therapeu�c communica�on 
techniques with examples.

4. Discuss professional communica�on in nursing and its importance.

5. Explain helping rela�onship (nurse–pa�ent rela�onship) – defini�on, purposes, and 
phases.

6. Describe process of communica�on with a neat diagram.

7. Explain communica�on with pa�ents, families, and health-care team members.

8. Discuss maintaining effec�ve human rela�ons and communica�on with children.

9. Explain communica�on strategies with physically and mentally challenged individuals.

10. Describe communica�on with vulnerable groups – women and elderly.
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DOCUMENTATION – PURPOSES OF REPORTS AND RECORDS

Introduc�on - A crucial part of nursing prac�ce and the provision of healthcare is documenta�on. It 

func�ons as a wri�en or electronic record of pa�ent care that includes evalua�ons, treatments, 

results, and Correspondence between medical specialists. Clinical decision-making, pa�ent safety, 

legal and Professional accountability and con�nuity of treatment are all supported by �mely and 

accurate documenta�on. Reports and records are crucial for providing high-quality pa�ent care and 

serve as the cornerstone of efficient team communica�on.

Defini�on -

Documenta�on - It guarantees con�nuity, coordina�on, and high-quality pa�ent care while ac�ng 

as a legal, professional, and ethical record. The process of fully, accurately, and promptly 

documen�ng a pa�ent's health state, nursing evalua�ons, care given, interven�ons carried out, and 

the pa�ent's reac�on to care is known as documenta�on. f nursing ac�vity. 

Reports -Reports are wri�en or spoken communica�ons that healthcare providers use to exchange 

Pa�ent-related informa�on. They provide safe responsibility transfer and efficient decision-making, 

par�cularly during shi� changes, referrals, or crises, by providing updates on a pa�ent's status, 

progress, and care requirements. 

Records -Records are long-term wri�en or electronic documents that include detailed informa�on 

regarding a pa�ent's personal informa�on, medical history, and diagnosis, course of treatment, 

nursing care, and results. They are u�lized in clinical, administra�ve, educa�onal, research and legal 

contexts and func�on as legal proof of the care given. 

Nursing Documenta�on - In par�cular, wri�en or electronic records of nursing acts, observa�ons, 

and assessments performed during pa�ent care are referred to as nursing documenta�on. It 

encourages interdisciplinary communica�on within the healthcare team, improves nursing care 

planning, and exhibits professional accountability.

Purposes of reports and records – the purpose of documenta�on includes -

• Con�nuity of Care—Ensures that accurate and up-to-date pa�ent informa�on is Available to 
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all healthcare providers, allowing consistent and coordinated care. 

• Communica�on - Communica�on: Promotes efficient communica�on between members of 

the healthcare team about the condi�on, course of treatment, and advancement of pa�ents. 

• Legal Evidence—Legal Evidence: Protects the pa�ent, nurse, and healthcare facility in legal 

proceedings by serving as a record of care provided. 

• Quality Assurance - Helps evaluate the quality and effec�veness of pa�ent care and nursing 

interven�ons. 

• Planning and Evalua�on of Care—Assists in developing, implemen�ng, and evalua�ng 

individualized pa�ent care plans. ✏ Care Planning and Evalua�on: Helps create, carry out, 

and assess customized pa�ent care plans. 

• Professional Accountability - Demonstrates responsibility and accountability of healthcare 

professionals for the care they provide.✏ Professional Accountability: Exhibits healthcare 

professionals' accountability and responsibility for the care they deliver. 

• Educa�on and Training—Provides learning material for teaching nursing students and training 

healthcare staff.  Educa�on and Training: Offers educa�onal resources for nursing students 

and healthcare personnel. 

• Research - Supplies data for nursing and medical research to improve healthcare prac�ces and 

outcomes. Research: Provides informa�on for medical and nursing studies to enhance 

healthcare procedures and results. 

• Administra�ve and Management Purposes - Assists in hospital management, staffing, 

budge�ng, policy making, and resource u�liza�on.  

• Pa�ent Safety - Reduces errors by ensuring accurate informa�on is available, especially during 

handovers and transfers.

Confiden�ality -The ethical and legal duty of healthcare providers to prevent unauthorized access, 

use, or disclosure of a pa�ent's personal, medical, and social informa�on is known as 

confiden�ality. Only those directly involved in the pa�ent's care may access any pa�ent 

informa�on, and only in cases when treatment, legal requirements, or the pa�ent's consent 

warrants it.

Significance of Confiden�ality -

•  Upholds the pa�ent's right to privacy

• Fosters trust between pa�ents and healthcare professionals

• Encourages open and honest communica�on

• Shields pa�ents from discrimina�on or harm

• Preserves professional and ethical standards

Confiden�ality in Nursing Prac�ce-

• Pa�ent records must be securely stored

• Informa�on should not be shared in public spaces

• Access to records should be restricted to authorized individuals

• Verbal, wri�en, and electronic informa�on must be safeguarded

Legal and Ethical Considera�ons- Maintaining confiden�ality is not only a legal obliga�on but also a 

fundamental ethical principle in nursing. Viola�ng confiden�ality can lead to legal repercussions, 

professional disciplinary ac�ons, and a breakdown of pa�ent trust.

GUIDELINES FOR EFFECTIVES DOCUMENTATION –
Effec�ve documenta�on cons�tutes a vital duty for healthcare professionals, par�cularly nurses. It 

guarantees that pa�ent informa�on is recorded, communicated, and preserved accurately as a 

legal and professional record of care. Adequate documenta�on fosters con�nuity of care, enhances 

pa�ent safety, encourages effec�ve communica�on among members of the healthcare team, and 

reflects the quality of nursing prac�ce. Adhering to established documenta�on guidelines is 

essen�al for maintaining accuracy, clarity, confiden�ality, and accountability in healthcare records.

I.  Accuracy - Ensure that correct, factual, and precise informa�on is recorded based on 

observa�ons and care provided.

II.  Completeness - Document all per�nent pa�ent data, nursing interven�ons, and pa�ent 

responses.

III.  Timeliness - Record informa�on promptly a�er care is administered to guarantee current and 

reliable data.

IV.  Clarity and Legibility - Write in a clear and legible manner; u�lize only approved 

abbrevia�ons.

V.  Objec�vity - Document facts rather than opinions or assump�ons; refrain from personal 

judgments.

VI.  Confiden�ality - Safeguard pa�ent informa�on and adhere to ins�tu�onal and legal privacy 

policies.

VII.  Use of Standard Terminology - Employ accepted medical and nursing terminology for 

consistency and comprehension.

VIII.  Chronological Order - Record events in the appropriate sequence, including date and �me.

IX.  Legal Requirements - Sign each entry with your name, designa�on, date, and �me as 

mandated.

X.  Correc�on of Errors - Rec�fy mistakes appropriately—do not erase or overwrite; comply with 

ins�tu�onal policy.

XI.  Professionalism - Uphold a professional tone; avoid vague or informal language.

Types of client records/common record keeping forms -

Client records and documenta�on are cri�cal elements of nursing and healthcare prac�ce. They 

offer a systema�c approach to collec�ng, organizing, and maintaining informa�on regarding a 

pa�ent's health status, medical history, treatment, and responses to care. Proper documenta�on 

guarantees con�nuity of care and facilitates effec�ve communica�on among healthcare 
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all healthcare providers, allowing consistent and coordinated care. 
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professionals. The following records and reports are essen�al in health care department includes –

1.  Admission/Ini�al Assessment Forms

• Purpose: To gather detailed informa�on regarding the pa�ent upon their ini�al admission.

• Contents: Personal informa�on, medical history, allergies, medica�ons, vital signs, baseline 

assessment, and preliminary nursing diagnosis.

• Importance: Establishes a founda�on for care planning and assists in iden�fying immediate 

pa�ent requirements.

2.  Progress Notes

• Purpose: To record the pa�ent's ongoing condi�on, their response to treatment, and nursing 

interven�ons.

 Formats:

• Narra�ve notes: A descrip�ve, chronological account of pa�ent care

•  SOAP notes: Organized as Subjec�ve data, Objec�ve data, Assessment, Plan

•  PIE notes: Organized as Problem, Interven�on, Evalua�on

•  Importance: Aids in monitoring progress, making clinical decisions, and ensuring con�nuity of 

care.

3.   Flow Sheets / Checklists

 • Purpose: To offer a quick, visual representa�on of recurring observa�ons or procedures.

 • Examples: Vital signs chart, intake and output charts, medica�on administra�on records, 

wound care checklists.

 •  Importance: Facilitates easy tracking of trends and �mely interven�ons.

4.  Nursing Care Plans

 • Purpose: To delineate personalized nursing interven�ons for a pa�ent based on 

assessment and diagnosis.

 • Contents: Nursing diagnoses, goals, planned interven�ons, expected outcomes, and 

evalua�on of results.

 •  Importance: Directs consistent and goal-oriented nursing care.

5.  Medica�on Records

 •  Purpose: To document all medica�ons that have been prescribed, administered, and the 

pa�ent's response.

 •  Examples: Medica�on administra�on record (MAR), controlled substances log.

  • Importance: Guarantees safe medica�on administra�on and legal accountability.

6.  Discharge/Transfer Records

 • Purpose: To encapsulate the pa�ent's hospital stay and provide instruc�ons for ongoing 

care.

 • Contents: Final diagnosis, treatment administered, condi�on at discharge, follow-up 
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instruc�ons, medica�ons, referrals.

 • Importance: Ensures con�nuity of care following discharge or transfer to another facility.

7.  Consent Forms

 •  Purpose: To formally document the informed consent obtained from the pa�ent prior to 

any procedures, treatments, or involvement in research ac�vi�es.

 •  Contents: Details regarding the procedure, associated risks, poten�al benefits, 

alterna�ve op�ons, and the pa�ent's signature.

 •  Importance: Safeguards the rights of the pa�ent and meets legal and ethical 

responsibili�es.

8.  Incident/Occurrence Reports

 • Purpose: To systema�cally document atypical events such as accidents, errors, or adverse 

reac�ons.

 • Contents: A detailed descrip�on of the incident, individuals involved, ac�ons taken, and 

the resul�ng outcome.

 • Importance: Aids in risk management, enhances quality improvement efforts, and serves 

as legal documenta�on.

9.  Laboratory and Diagnos�c Reports

 • Purpose: To record the outcomes of laboratory tests, imaging studies, and other 

diagnos�c procedures.

 • Contents: Type of test, date conducted, results obtained, and their interpreta�on.

 • Importance: Supplies objec�ve data essen�al for diagnosis, treatment decisions, and 

monitoring pa�ent progress.

10.  Specialized Forms

 • Purpose: Designed for specific func�ons or departments.

 • Examples: Surgical checklist ,Obstetric and neonatal records, Mental health assessment 

forms, ICU monitoring charts.

 • Importance: Guarantees that department-specific care is accurately documented and 

monitored.

11.  Observa�on Charts / Monitoring Records

 • Purpose: To systema�cally document pa�ent observa�ons over a designated period.

 • Examples: Vital signs chart (temperature, pulse, respira�on, blood pressure), Cardiac 

monitoring chart, Respiratory observa�on chart.

 • Importance: Facilitates the early detec�on of deteriora�on, guides necessary 

interven�ons, and ensures pa�ent safety.

12.  Pa�ent History Forms

 • Purpose: To gather comprehensive past and present health informa�on.
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instruc�ons, medica�ons, referrals.

 • Importance: Ensures con�nuity of care following discharge or transfer to another facility.

7.  Consent Forms

 •  Purpose: To formally document the informed consent obtained from the pa�ent prior to 

any procedures, treatments, or involvement in research ac�vi�es.

 •  Contents: Details regarding the procedure, associated risks, poten�al benefits, 

alterna�ve op�ons, and the pa�ent's signature.

 •  Importance: Safeguards the rights of the pa�ent and meets legal and ethical 

responsibili�es.

8.  Incident/Occurrence Reports

 • Purpose: To systema�cally document atypical events such as accidents, errors, or adverse 

reac�ons.

 • Contents: A detailed descrip�on of the incident, individuals involved, ac�ons taken, and 

the resul�ng outcome.

 • Importance: Aids in risk management, enhances quality improvement efforts, and serves 

as legal documenta�on.

9.  Laboratory and Diagnos�c Reports

 • Purpose: To record the outcomes of laboratory tests, imaging studies, and other 

diagnos�c procedures.

 • Contents: Type of test, date conducted, results obtained, and their interpreta�on.

 • Importance: Supplies objec�ve data essen�al for diagnosis, treatment decisions, and 

monitoring pa�ent progress.

10.  Specialized Forms

 • Purpose: Designed for specific func�ons or departments.

 • Examples: Surgical checklist ,Obstetric and neonatal records, Mental health assessment 

forms, ICU monitoring charts.

 • Importance: Guarantees that department-specific care is accurately documented and 

monitored.

11.  Observa�on Charts / Monitoring Records

 • Purpose: To systema�cally document pa�ent observa�ons over a designated period.

 • Examples: Vital signs chart (temperature, pulse, respira�on, blood pressure), Cardiac 

monitoring chart, Respiratory observa�on chart.

 • Importance: Facilitates the early detec�on of deteriora�on, guides necessary 

interven�ons, and ensures pa�ent safety.

12.  Pa�ent History Forms

 • Purpose: To gather comprehensive past and present health informa�on.



 • Contents: Personal and family medical history, Previous illnesses and surgical 

procedures, Allergies and immuniza�on status , Lifestyle choices and habits (smoking, 

alcohol consump�on, exercise).

 • Importance: Assists in risk assessment, diagnosis, and the development of personalized 

care plans.

13.  Opera�ve / Procedure Records

  • Purpose: To document surgical or invasive procedures.

 • Contents: Preopera�ve assessment, consent, procedure details, intraopera�ve events, 

post-opera�ve care, complica�ons.

 • Importance: Provides legal documenta�on and ensures con�nuity of care.

14.  Pa�ent Educa�on / Teaching Records

 • Purpose: To record teaching given to pa�ents and families regarding health, disease 

management, or procedures.

 • Contents: Topics taught, pa�ent understanding, methods used, follow-up instruc�ons.

 • Importance: Ensures pa�ents are informed, improves adherence, and serves as legal 

evidence of educa�on.

15.  Care Evalua�on / Outcome Forms

 • Purpose: To document the effec�veness of nursing interven�ons and progress toward 

goals.

 • Contents: Pa�ent response to care, outcomes achieved, recommenda�ons for ongoing 

care.

 • Importance: Evaluates quality of care and guides future nursing interven�ons.

16.  Telehealth / Remote Monitoring Records

 • Purpose: To document pa�ent care provided via phone, video, or electronic monitoring.

 • Contents: Consulta�ons, advice given, vital signs remotely recorded, follow-up plans.

 • Importance: Supports con�nuity of care when pa�ents cannot visit in person and ensures 

legal documenta�on.

17.  Mul�disciplinary / Interdisciplinary Records

 • Purpose: To integrate input from all healthcare professionals involved in pa�ent care.

 • Contents: Notes from doctors, nurses, physiotherapists, die��ans, social workers, and 

pharmacists.

 • Importance: Promotes holis�c care and ensures everyone is updated on pa�ent progress.

18.  Audit / Quality Improvement Records

 • Purpose: To assess compliance with standards and protocols.

 • Contents: Checklists, incident reports, infec�on control audits, safety audits.

 • Importance: Helps in improving hospital policies, pa�ent safety, and overall care quality.
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                                          Figure -12 Types of records 

Summary of record types

· Admission forms, consent, discharge/transfer recordsAdministra�ve / Legal : 
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data.
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advantages, limita�ons, and op�mal usage scenarios.
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 • Format: Date, �me, and comprehensive descrip�on of nursing care, pa�ent reac�ons, 
and any altera�ons in condi�on.

 • Example:"08:00 – Pa�ent reported mild abdominal pain (5/10). Vital signs: T 37.2°C, P 88 
bpm, BP 120/78 mmHg. Administered prescribed analgesic. Pa�ent res�ng comfortably 
a�er interven�on."
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 • Format: Date, �me, and comprehensive descrip�on of nursing care, pa�ent reac�ons, 
and any altera�ons in condi�on.

 • Example:"08:00 – Pa�ent reported mild abdominal pain (5/10). Vital signs: T 37.2°C, P 88 
bpm, BP 120/78 mmHg. Administered prescribed analgesic. Pa�ent res�ng comfortably 
a�er interven�on."



Advantages:

· Provides complete context and thorough explana�on.

· Simple to document atypical events or pa�ent reac�ons.

 Disadvantages:

· Time-intensive for long-term care documenta�on.

· Difficult to swi�ly retrieve specific informa�on.

 Use: Small hospitals, home care, or scenarios requiring detailed narra�ve descrip�ons.

2.  Problem-Oriented Medical Record (POMR)

 • Defini�on: Records are structured around specific pa�ent issues rather than in 

chronological order.

Key Components (SOAP format):

 S –  Subjec�ve: Pa�ent's own expressions (e.g., pain, discomfort, emo�ons)

O –  Objec�ve: Quan�fiable data (vital signs, lab results, physical findings)

 A –  Assessment: Clinical evalua�on and nursing diagnosis

P –  Plan: Proposed interven�ons, treatments, and an�cipated outcomes

Advantages:

· Concentrates on pa�ent-centered issues.

· Enhances team communica�on and care planning.

Disadvantages:

· Requires training to effec�vely compose SOAP notes.

· May become disjointed if not consistently maintained.

 Example:

S    O   A   P

“Pa�ent reports  ”BP 110/70, P 90,  Nausea related to  Administer an�eme�c; 

nausea a�er   mild pallor  postopera�ve status monitor intake/output; 

breakfast.         reassess in 1 hour

3.  Char�ng by Excep�on (CBE)

Defini�on: This method records only the devia�ons from the standard or an�cipated pa�ent 

outcomes, omi�ng rou�ne observa�ons that fall within normal limits.

Example: For instance, if a pa�ent's vital signs are within the normal range, no documenta�on is 

made; however, if a fever occurs, it is recorded along with any interven�ons taken.

Advantages:

· It conserves �me and minimizes redundancy in documenta�on.

· It effec�vely highlights any abnormali�es.

Disadvantages:

· Nurses must possess a thorough understanding of normal standards.

· There is a risk of overlooking subtle issues that could later escalate in significance.
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Use: This method is par�cularly applicable in hospitals that implement standardized care protocols, 

in high-volume wards, or within intensive care units.

4.  Flow Sheet / Checklist Method

Defini�on: This approach employs structured tables or checklists to document recurring 

observa�ons and interven�ons systema�cally.

Examples:

· A flow sheet for vital signs

· An intake and output chart

· A medica�on administra�on record (MAR)

Advantages:

· It provides a quick visual reference for tracking pa�ent trends.

· It is beneficial for repe��ve data collec�on and rou�ne care.

Disadvantages:

· There is limited space available for narra�ve notes.

· This method cannot adequately capture detailed observa�ons or contextual informa�on.

Use: It is commonly u�lized in high-dependency units, long-term care se�ngs, or for rou�ne daily 

monitoring.

5.  Computerized / Electronic Health Record (EHR / EMR)

 Defini�on: This system digitally records all pa�ent informa�on, making it accessible to authorized 

personnel across various departments.

Features: It includes demographics, vital signs, lab results, imaging, medica�ons, nursing notes, and 

discharge summaries. It provides alerts for allergies, abnormal results, or poten�al medica�on 

conflicts.

Advantages:

· It enhances accuracy, legibility, and accessibility of pa�ent informa�on.

· It promotes effec�ve communica�on among the healthcare team.

· It supports audits, research ini�a�ves, and quality improvement efforts.

Disadvantages:

· It necessitates training and access to technology.

· There is a risk of data breaches or technical malfunc�ons.

Use: This system is prevalent in modern hospitals, mul�disciplinary care environments, telehealth 

services, and large healthcare facili�es.

6.  Kardex/Nursing Care Synopsis

Defini�on: At the nurses' sta�on, quick reference sheets that summarize important pa�ent data. 

Highlights of the care plan, medica�ons, allergies, planned care, food, mobility, and precau�ons. 
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Highlights of the care plan, medica�ons, allergies, planned care, food, mobility, and precau�ons. 



Advantage: 

· Staff members have easy access during shi�s.

· Facilitates rapid decision-making and handovers.

Disadvantage: 

· Requires frequent updates.

· Not enough room for thorough notes.

7.  Combined/Integrated Record System

 Defini�on: Integrates flow sheets, POMR, narra�ve, and other documenta�on techniques into a 

unified system.

Advantage: 

· Accessible, organized, and thorough informa�on.

· Encourages interdisciplinary collabora�on.

Disadvantage: 

· More difficult to maintain.

· For op�mal use, staff training is necessary.

8.  Other/Specialized Techniques 

 • Incident/Occurrence Reports: Keep track of mishaps, mistakes, or odd occurrences for 

legal and risk management concerns.

 • Telehealth/Remote Monitoring Records: Documents remote vital sign monitoring and 

virtual pa�ent discussions. 

 • Specialty charts, such as surgical checklists, neonatal records, mental health evalua�on 

forms, and ICU monitoring charts. 

 • Tools for assessing pain: FLACC for children, Wong-Baker FACES, or numerical measures. 

 •  Risk assessment forms, such as the Braden Scale, for pressure ulcer and fall risks. 

Method/System Definition Advantages Disadvantages Best Use

Narrative Chronological 
paragraph-style 
account

Detailed, flexible Time-consuming, 
hard to find info

Small hospitals, 
home care

POMR / SOAP Organized around 
patient problems

Focused, promotes 
care planning

Requires training Hospitals, 
multidisciplinary 
care

Charting by 
Exception

Records only 
abnormal findings

Saves time, 
highlights 
deviations

May miss subtle 
changes

High-volume 
wards, ICUs
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                 Table -9 Summary Tables of Documenta�on Methods

Principles/ Guidelines for documenta�on and repor�ng

Repor�ng and documenta�on are crucial components of nursing prac�ce. They guarantee that 

pa�ent care is appropriately documented, efficiently communicated, and compliant with the law. 

The following guidelines help nurses keep professional, high-quality records.

A.  Precision

• Keep accurate and factual records.

• Steer clear of opinions, presump�ons, and ambiguous terminology.

• Provide exact quotes from pa�ent statements, measurements, and observa�ons.

For instance, write "pa�ent reports pain reduced from 7/10 to 3/10 a�er analgesic administra�on" 
rather than "pa�ent feeling be�er."

B.  Completeness

• Provide all per�nent pa�ent data, including evalua�ons, treatments, reac�ons, and results.

• Never leave out informa�on that is essen�al to pa�ent care.

C.  Promptness

• A�er care is given, document as quickly as you can.

• Refrain from documen�ng occurrences long a�er they happen, as this may result in mistakes 
and legal problems.

Method/System Definition Advantages Disadvantages Best Use

Flow Sheet / 
Checklist

Tables/checklists 
for routine 
observations

Quick trends, 
visual

Limited narrative 
space

Repetitive 
monitoring, daily 
care

EHR / EMR Digital patient 
record

Accurate, 
accessible, 
facilitates 
teamwork

Requires 
technology, risk 
of breaches

Modern hospitals, 
telehealth

Kardex / 
Summary Sheet

Quick reference of 
key patient info

Accessible, aids 
handover

Needs frequent 
updates

Shift handovers, 
bedside reference

Integrated / 
Combined

Combines multiple 
methods

Comprehensive Complex to 
maintain

Multidisciplinary 
settings

Specialized / 
Other

Incident reports, 
ICU charts, risk 
assessments

Focused, supports 
quality care

Requires 
additional forms

Specialty 
departments
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D.  Readability and Legibility

•  Handwri�en documents need to be readable and unambiguous.

• Steer clear of unauthorized abbrevia�ons and scribbles.

• Standardized formats should be used for electronic documenta�on.

E.  Objec�vity

• Document observable phenomena and facts rather than subjec�ve judgments or 
presump�ons.

• Steer clear of subjec�ve or emo�ve wording.

For instance, rather than wri�ng "Pa�ent is difficult and uncoopera�ve," write "Pa�ent grimaced 
when moving le� arm."

F.  Privacy

• Always protect pa�ent privacy.

• Only approved staff members who are directly involved in pa�ent care should receive 
informa�on.

• Adhere to ins�tu�onal and legal data protec�on policies.

G.  Chronological Arrangement

• Keep track of events with precise dates and �mes in the order that they happen.

• Makes it simple to evaluate during audits or handovers and aids in monitoring pa�ent 
progress.

H. Exper�se

 A.  Make use of formal language suitable for medical records.

 B.  Steer clear of slang, unapproved acronyms, and subjec�ve opinions.

I.  Lawfulness

• Every entry needs to be �med, dated, and signed.

• Instead of erasing or using correc�on fluid, errors should be fixed by drawing a single line 
through them, adding the proper informa�on, and signing.

J.  Care Con�nuity

• Other healthcare professionals should be able to comprehend pa�ent status, interven�ons, 

and progress without verbal clarifica�on thanks to documenta�on and repor�ng.

K.  Uniformity

• As advised by the healthcare organiza�on, use established formats, acronyms, and tools (e.g., 

SOAP, PIE, SBAR).

• Enhances communica�on, decreases mistakes, and encourages consistency.

L.  Responsibility

• Professional accountability and responsibility for all care given are reflected in 

documenta�on.

• Nurses are accountable for their documenta�on both legally and morally.

DO'S AND DON'TS OF DOCUMENTATION/LEGAL GUIDELINES FOR DOCUMENTATION/ 

RECORDING

Do's and don'ts of documenta�on - As a professional, legal, and communica�ve tool, 

documenta�on is an essen�al component of nursing and healthcare prac�ce. In addi�on to 

elimina�ng mistakes and misunderstandings, proper documenta�on guarantees pa�ent safety, 

accountability, and con�nuity of care. Nurses must adhere to specific Do's—best prac�ces that 

guarantee accuracy, completeness, and professionalism—and stay away from the Don'ts, which can 

result in false informa�on, confiden�ality viola�ons, or legal problems, in order to maintain high-

quality records.

Comprehending and upholding these values (included in Table 10) enable nurses to deliver 

efficient, moral, and legally compliant care while promo�ng transparent communica�on among 

members of the healthcare team.

Do's Don'ts

Record accurate and factual information 

based on observations.

Do not record assumptions, opinions, or hearsay.

Document all relevant data: assessments, 

interventions, and patient responses.

Do not omit important information, even if minor.

Write legibly and clearly; use approved 

abbreviations.

Do not use illegible handwriting or unauthorized 

abbreviations.

Document timely, immediately after care is 

given.

Do not delay documentation or write entries long 

after the event.

Maintain confidentiality; share information 

only with authorized personnel.

Do not discuss patient information in public 

areas.

Use professional, objective language; avoid 

personal comments.

Do not include subjective or emotional remarks.

Record entries in chronological order with 

date and time.

Do not backdate or falsify entries.

Correct errors by drawing a single line, 

adding correct info, and signing.

Do not erase, use correction fluid, or overwrite 

errors.

Sign each entry with name, designation, and 

time.

Do not leave entries unsigned or anonymous.

Follow institutional policies and standard 

documentation formats (SOAP, PIE, SBAR).

Do not ignore standard procedures or 

documentation guidelines.

                                          Table -10 Do's and don'ts of documenta�on
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Legal guidelines for documenta�on/recording 

In nursing, documenta�on is both a legal necessity and a professional obliga�on. In addi�on to 

protec�ng pa�ents, nurses, and healthcare facili�es, accurate records can be used as proof in court. 

For documenta�on to be legally sound, the following rules must be followed:

1.  Precision and Honesty

 • Every entry needs to be accurate, factual, and true.

· Never embellish or fabricate facts.

 • Errors must be appropriately fixed (single line, accurate informa�on, ini�aled).

 • Legal Relevance: Inaccurate recording may result in professional disciplinary ac�on or 

malprac�ce claims.

2.  Promptness

 •  As quickly as feasible following the event, record pa�ent treatment.

 •  Include the �me and date of every entry.

 • Legal Relevance: In court, backdated or delayed entries could be viewed as fraudulent or 

untrustworthy.

3.  Readability and Legibility

 • Handwri�en entries ought to be readable and unambiguous.

 • Only use authorized acronyms.

 • Legal Relevance: In court, unreadable documents may be deemed insufficient or invalid.

4.  Privacy and Secrecy

 •  Always keep pa�ent informa�on private. 

 • Only authorized personnel should be given access to informa�on.

 • Adhere to local privacy laws and HIPAA (Health Insurance Portability and Accountability 

Act).

 Legal Relevance: Viola�ng confiden�ally may lead to fines, legal ac�on, or license suspension.

5.  Completeness

 • Provide all per�nent pa�ent data, including evalua�ons, treatments, reac�ons, 

prescrip�on drugs, and results.

 • Don't leave out important informa�on.

 Legal Relevance: Negligence may be inferred from incomplete records.

6.  Expert Words

 • Speak in an impar�al, professional, and nonjudgmental manner.

 • Steer clear of slang, subjec�ve descrip�ons, and personal opinions.

 Legal Relevance: Unprofessional entries could damage credibility 

7.  Responsibility

 • A signature, designa�on, date, and �me should be included with every entry.

 • All documenta�on created by nurses is subject to legal liability.

 Legal Relevance: Anonymous or unsigned entries might not be accepted as proof.

8.  Modifica�ons and Amendments

· One way to fix errors is to draw a single line through them.

· Wri�ng accurate informa�on

· Se�ng the correc�on's ini�als and date

· Never delete records, use correc�on fluid, or wipe them.

 Legal Relevance: Inaccurate repairs could be seen as fraud or tampering.

9.  Uniformity

 • Adhere to specified documenta�on formats (SOAP, PIE, SBAR) and ins�tu�onal policies.

 • Make use of electronic systems and authorized forms.

 • Legal Relevance: Standardized paperwork makes legal defense and verifica�on simpler.

10.  Storage and Reten�on

 • Keep records up to date in accordance with legal reten�on periods, which are typically 
5–10 years for adults and longer for minors.

 •  To avoid loss, damage, or unwanted access, store records securely.

Legal Relevance: Records that are lost or improperly stored may have major legal repercussions.

Guideline Key Point Legal Relevance

Accuracy & Truthfulness Record facts, no falsifica�on Protects against malprac�ce

Timeliness Document immediately with date & 

�me

Prevents disputes over �ming

Legibility / Readability Clear handwri�ng or digital entry Ensures reliability as legal evidence

Confiden�ality Share only with authorized personnel Avoids breaches of pa�ent privacy

Completeness Include all relevant pa�ent info Prevents claims of negligence

Professional Language Objec�ve, non-judgmental Maintains credibility

Accountability Sign, date, and designate Shows responsibility

Correc�ons / Amendments Single line, ini�al, date Avoids allega�ons of tampering

Standardiza�on Use approved formats Supports verifica�on in audits/legal 

cases

Reten�on & Storage Store securely for required period Ensures legal compliance

Table 11: Legal Guidelines for Documenta�on
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1.  Precision and Honesty

 • Every entry needs to be accurate, factual, and true.

· Never embellish or fabricate facts.

 • Errors must be appropriately fixed (single line, accurate informa�on, ini�aled).

 • Legal Relevance: Inaccurate recording may result in professional disciplinary ac�on or 

malprac�ce claims.

2.  Promptness

 •  As quickly as feasible following the event, record pa�ent treatment.

 •  Include the �me and date of every entry.

 • Legal Relevance: In court, backdated or delayed entries could be viewed as fraudulent or 

untrustworthy.

3.  Readability and Legibility

 • Handwri�en entries ought to be readable and unambiguous.

 • Only use authorized acronyms.

 • Legal Relevance: In court, unreadable documents may be deemed insufficient or invalid.

4.  Privacy and Secrecy

 •  Always keep pa�ent informa�on private. 

 • Only authorized personnel should be given access to informa�on.

 • Adhere to local privacy laws and HIPAA (Health Insurance Portability and Accountability 

Act).

 Legal Relevance: Viola�ng confiden�ally may lead to fines, legal ac�on, or license suspension.

5.  Completeness

 • Provide all per�nent pa�ent data, including evalua�ons, treatments, reac�ons, 

prescrip�on drugs, and results.

 • Don't leave out important informa�on.

 Legal Relevance: Negligence may be inferred from incomplete records.

6.  Expert Words

 • Speak in an impar�al, professional, and nonjudgmental manner.

 • Steer clear of slang, subjec�ve descrip�ons, and personal opinions.

 Legal Relevance: Unprofessional entries could damage credibility 

7.  Responsibility

 • A signature, designa�on, date, and �me should be included with every entry.

 • All documenta�on created by nurses is subject to legal liability.

 Legal Relevance: Anonymous or unsigned entries might not be accepted as proof.

8.  Modifica�ons and Amendments

· One way to fix errors is to draw a single line through them.

· Wri�ng accurate informa�on

· Se�ng the correc�on's ini�als and date

· Never delete records, use correc�on fluid, or wipe them.

 Legal Relevance: Inaccurate repairs could be seen as fraud or tampering.

9.  Uniformity

 • Adhere to specified documenta�on formats (SOAP, PIE, SBAR) and ins�tu�onal policies.

 • Make use of electronic systems and authorized forms.

 • Legal Relevance: Standardized paperwork makes legal defense and verifica�on simpler.

10.  Storage and Reten�on

 • Keep records up to date in accordance with legal reten�on periods, which are typically 
5–10 years for adults and longer for minors.

 •  To avoid loss, damage, or unwanted access, store records securely.

Legal Relevance: Records that are lost or improperly stored may have major legal repercussions.

Guideline Key Point Legal Relevance

Accuracy & Truthfulness Record facts, no falsifica�on Protects against malprac�ce

Timeliness Document immediately with date & 

�me

Prevents disputes over �ming

Legibility / Readability Clear handwri�ng or digital entry Ensures reliability as legal evidence

Confiden�ality Share only with authorized personnel Avoids breaches of pa�ent privacy

Completeness Include all relevant pa�ent info Prevents claims of negligence

Professional Language Objec�ve, non-judgmental Maintains credibility

Accountability Sign, date, and designate Shows responsibility

Correc�ons / Amendments Single line, ini�al, date Avoids allega�ons of tampering

Standardiza�on Use approved formats Supports verifica�on in audits/legal 

cases

Reten�on & Storage Store securely for required period Ensures legal compliance

Table 11: Legal Guidelines for Documenta�on
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Common errors to legal implica�on of documenta�on - Errors in documenta�on can breach legal 

requirements, jeopardize pa�ent treatment, and put healthcare professionals at risk of liability. For 

safe and legally acceptable prac�ce, it is crucial to comprehend these mistakes and their 

repercussions. The common error are discuss in figure -13 below-

Figure -13 Common errors to legal implica�on of documenta�on

REPORTING – CHANGE OF SHIFT REPORTS, TRANSFER REPORTS, AND INCIDENT REPORTS

Defini�on of Report: A report is a wri�en or spoken descrip�on of events, health status, or pa�ent 

care given by a healthcare provider to another. It conveys crucial informa�on required for pa�ent 

care con�nuity, safety, and quality.

Purposes - Reports serve a crucial role in healthcare communica�on. Among their objec�ves are:

1.  Con�nuity of Care: Guarantees that the following shi� or team is aware of the pa�ent's 

present state, course of treatment, and requirements.

2.  Pa�ent safety: Assists in avoiding mistakes or omissions in medical treatment.

3.  Communica�on: Encourages effec�ve communica�on between physicians, nurses, and other 

members of the healthcare team.

4.  Legal Documenta�on: Serves as proof in legal inves�ga�ons, audits, and malprac�ce lawsuits.

5.  Evalua�on: Assists in determining the efficacy of therapies and pa�ent progress.

6.  Planning: Based on the needs of the pa�ent, it helps plan future treatment.

7.  Research and Audit: Offers informa�on for hospital audits, research, and quality 

enhancement.

Types of reports used in hospitals – In hospitals, effec�ve communica�on is essen�al for providing 

safe, coordinated, and high-quality pa�ent care. Reports are formal or informal accounts that 

convey pa�ent informa�on, care provided, and cri�cal events to other healthcare professionals. 

There are various types of reports, each serving a specific purpose:

1.  Reports on shi� changes 

 At the conclusion of a shi�, the depar�ng nurse provides the arriving nurse with a Defini�on: 

change of shi� report that summarizes the pa�ent's condi�on, the care provided, and any 

remaining requirements. 

Goal: 

• Make sure that care is maintained during shi�s. 

• Avoid mistakes or omissions when providing pa�ent care. 

• Draw a�en�on to important details that need to be monitored or followed up on. 

Methods:

• Oral (in person at the nurse sta�on or at the pa�ent's bed) 

• Wri�en (checklists or nursing notes) 

• Electronic (via hospital informa�on systems) 

Contents:

• Iden�fica�on of the pa�ent (name, age, and bed number)

• Medical history and diagnosis

• Present state (vital signs, symptoms, degree of pain)

• Nursing interven�ons carried out

• Unfinished research or therapies

• Extra safety measures (infec�on control, fall risk)

• Family issues or psychosocial requirements

Example: Using SBAR format:

• Situa�on: Pa�ent postopera�ve day 1, vitals stable

• Background: No allergies, underwent appendectomy

• Assessment: Pain level 4/10, wound clean

• Recommenda�on: Con�nue IV fluids, monitor vitals every 4 hours

2.  Transfer reports

 Defini�on:When a pa�ent is transferred from one unit, department, or hospital to another, a 

transfer report is provided to make sure the receiving team is aware of the pa�ent's present 

condi�on and care requirements.

Goal:

• When transferring pa�ents, maintain con�nuity of care.

• Avoid mistakes when transferring pa�ents between facili�es or departments.

• Describe the diagnosis, treatments, and con�nuing care to the receiving team.

Methods:

• Verbal (handover to the receiving nurse or doctor at the bedside)
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Example: Using SBAR format:

• Situa�on: Pa�ent postopera�ve day 1, vitals stable

• Background: No allergies, underwent appendectomy

• Assessment: Pain level 4/10, wound clean

• Recommenda�on: Con�nue IV fluids, monitor vitals every 4 hours

2.  Transfer reports
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• Wri�en (transfer form in the chart of the pa�ent)

• Electronic (via EHR systems)

Contents:

• Iden�fica�on of the pa�ent

• The diagnosis and the cause of the transfer

• Present state (symptoms, vital signs)

• Drugs and therapies administered

• Allergies

• Extra safety measures (infec�on control, fall risk)

• Ongoing research

• Any addi�onal important details, such as psychosocial requirements or family contact

Example: Transfer from intensive care unit to general ward: "Ven�lator-dependent, stable vitals, on 

IV an�bio�cs, no known drug allergies, requires hourly monitoring, follow-up labs pending"

3.  Incident / occurrence reports

 Defini�on: Any odd or unexpected event that occurred during pa�ent care and had the 

poten�al to cause injury to a pa�ent, visitor, or staff member is formally documented in an 

incident report.

Goal:

• Make a record available for administra�ve and legal reasons.

• Determine the reasons behind incidents and stop them from happening again.

• Assist with risk management and quality enhancement.

Methods:

• Wri�en form (standardized form for repor�ng hospital incidents)

• Electronic repor�ng via hospital security systems

Contents:

• The incident's date, �me, and place  • Par�cipants (pa�ent, staff, witnesses)

• A thorough account of the incident  • Quick ac�on was done

• The result or harm    • Sugges�ons for further inves�ga�on

Examples:

• Falls by pa�ents    • Errors with medica�ons

• Injuries from needle s�cks   • Equipment failure

4.  Health Report

 Defini�on: A report made for doctors or specialists that describe a pa�ent's diagnosis, course 

of therapy, and clinical development.

Goal:

• Aids physicians in making treatment decisions.

• Offers a clinical and legal record of care.

 In the pa�ent's medical records, either electronically or in wri�ng.Method: 

Contents: 

• History of the pa�ent

• Diagnosis and research

• Procedures, drugs, and treatments

• Notes on progress and treatment reac�on

  consider a doctor's daily progress notes on a pneumonia pa�ent.Example -

5.   Progress report 

 Defini�on: A regular report that details a pa�ent's clinical development, reac�on to therapy, 

and results.

Goal:

• Assess the care's efficacy.

• Monitor condi�on changes throughout �me.

 Method: Recorded electronically or in a chart.

Contents: 

• Assessment and current vital signs  • Interven�ons carried out

• The reac�on of the pa�ent and any issues • Sugges�ons for con�nued care

 For example, a post-opera�ve pa�ent's daily nursing progress notes.

6.  Discharge Report / Discharge Summary

 Defini�on: A report that summarizes a pa�ent's full hospital stay and includes guidelines for 

a�er release.

Goal:

• Gives the pa�ent and poten�al healthcare providers a comprehensive record.

• Makes sure the pa�ent understands how to con�nue receiving care at home.

 Method: Electronic or wri�en.

Contents: 

• Date of admission, diagnosis, and course of treatment

• Procedures or surgeries carried out

• Prescrip�on drugs given upon discharge

• Instruc�ons for at-home care and follow-up appointments

 Example, a pa�ent recupera�ng from an appendectomy is given a summary that includes 

direc�ons for wound care and the date of their next clinic appointment.

7.  Immediate / Emergency Report

 When a pa�ent's condi�on significantly changes, a report is provided Defini�on: 

immediately.

 Goal: No�fy the medical staff to stop the condi�on from ge�ng worse or to take quick ac�on.

  Wri�en documenta�on may be provided a�er an oral or electronic alert.Method: 

Contents: 

• Loca�on and iden�fica�on of the pa�ent • The type of emergency
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• Current observa�ons and vital signs • Previous interven�ons

 For example, the nurse no�fies the doctor of a sharp decline in blood pressure and oxygen 

satura�on.

8.  Regular or Planned Report

 Periodically updated pa�ent status reports.Defini�on: 

 Con�nually monitor and record pa�ent care.Goal: 

  Electronic, spoken, or wri�en.Method:

 Contents: 

• Frequent reports on response, treatment, and vital signs

• An overview of nursing interven�ons

 An example would be a long-term care facility's weekly pa�ent progress report.

9.  Birth report 

  An official document that documents a newborn's details and the birth event is Defini�on:

called a birth report. The hospital staff (nurses, midwives, or doctors) typically prepare it right 

away upon delivery.

Goal:

• The birth cer�ficate's legal record, which is used for registra�on.

• Gives the mother and child's medical and demographic details.

• Acts as a conduit for informa�on about newborn care between medical professionals.

• Assists in gathering sta�s�cs and data related to public health.

Birth Report Contents:

• Informa�on about the mother: name, age, address, and hospital ID

• Informa�on on the newborn: name (if provided), sex, length, weight, and APGAR score

• The �me and date of birth

• Delivery methods include cesarean, normal, and aided (forceps/vacuum).

• The a�ending physician, midwife, and nurse

• Any issues that arise during delivery

• Newborn care and ini�al interven�ons (vaccina�ons,medica�on)

Example:

“Baby boy born to Mrs. X at 10:35 am, 3.2 kg, 50 cm, APGAR 8/9, normal vaginal delivery, no 

complica�ons, under observa�on in postnatal ward.”

10.  Death report

 Defini�on: A death report, also known as a mortality report, is an official document that 

details the circumstances and reason of a pa�ent's death in a hospital.

Goal:

• Acts as a legal document for the issuance of death cer�ficates.

• Offers data for sta�s�cal, administra�ve, and medical uses.

• Aids in tracking mortality rates and causes, among other aspects of public health surveillance.

• Ensures that hospital processes are completed and that deceased pa�ents are properly 

turned over.

Contents of the Death Report:

• Informa�on about the pa�ent: name, age, sex, and hospital ID

• The �me and date of death

• The loca�on of death (opera�ve room, intensive care unit, or ward)

• The major and secondary causes of death

• The a�ending physician and nurses

• Death-causing circumstances (if applicable)

• Post-mortem or legal needs

Example:

 “Pa�ent Mr. Y, 65 years, admi�ed with myocardial infarc�on, died on 07/02/2026 at 03:45 am 

in ICU. Cause of death: cardiac arrest. A�ending physician: Dr. Z.”

Characteris�cs of good report -

• Be Accurate – Document facts rather than assump�ons or personal opinions.

• Be Clear and Concise – Employ straigh�orward and precise language.

• Use Standard Formats – Adhere to SOAP, SBAR, or ins�tu�onal templates.Include Relevant 

Details Only – Refrain from including unnecessary or irrelevant informa�on.

• Chronological Order – Record events and care in the sequence they occurred.

• Timely Documenta�on – Compose reports immediately following pa�ent care or 

events.Legible Wri�ng – Ensure that handwri�ng is clear; u�lize approved abbrevia�ons.

• Confiden�ality – Safeguard pa�ent informa�on; disclose only to authorized individuals.

• Objec�ve Language – Steer clear of personal opinions or emo�onal remarks.

• Sign and Date – Provide your name, �tle, date, and �me.

• Proper Correc�on of Errors – Draw a single line through the error, write the correct 

informa�on, and ini�al and date it.

• Consistency – Adhere to ins�tu�onal policies and standardized repor�ng prac�ces.

Role and responsibility of nurses in keeping records -

In the field of healthcare, me�culous and comprehensive record keeping cons�tutes a fundamental 

aspect of nursing prac�ce. Nurses, as primary caregivers, engage directly with pa�ents and allocate 

the majority of their �me to them, thereby bearing the responsibility for documen�ng 

observa�ons, the care administered, and the responses of pa�ents. The maintenance of accurate 

records is crucial for ensuring con�nuity of care, facilita�ng effec�ve communica�on within the 

healthcare team, providing legal safeguards, and delivering high-quality pa�ent care. Furthermore, 

it aids in planning, monitoring, research, and conduc�ng hospital audits. Ul�mately, the 

involvement of nurses in record keeping is essen�al for ensuring pa�ent safety, upholding 

professional accountability, and enhancing the overall efficiency of healthcare services.
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Role / Responsibility Purpose / Example

Accurate Documentation Record facts; prevent errors

Continuity of Care Handover between shifts

Legal Protection Serve as legal evidence

Communication Inform healthcare team

Monitoring & Evaluation Track patient progress

Planning Patient Care Guide care plans

Research & Audit Provide data for studies

Confidentiality Protect patient privacy

Timeliness Ensure records are current

Professionalism Maintain ethical, objective records

Table -13     roles and responsibility of nurses                  

Mul�ple Choice Ques�ons (MCQs)

1. The primary purpose of nursing documenta�on is to:

 a)  Monitor staff performance
b)  Ensure con�nuity of pa�ent care 
c)  Reduce paperwork
d)  Train new nurses

 Answar : b

2. Confiden�ality in nursing records means:
a)  Sharing pa�ent info with family only
b)  Protec�ng pa�ent informa�on from unauthorized access 
c)  Pos�ng pa�ent info on no�ce boards
d)  None of the above

 Answar : b

3. Which of the following is a common client record form?
a)  Nursing care plan �
b)  Financial ledger
c)  Staff a�endance sheet
d)  Inventory record

 Answar : a

4. SBAR is used for:

a)  Pa�ent iden�fica�on

b)  Structured communica�on/repor�ng 

c)  Medica�on calcula�on

d)  Billing documenta�on

 Answar : b

5. Which is not a guideline for effec�ve documenta�on?

a)  Be accurate

b)  Include all relevant info

c)  Use subjec�ve opinions 

d)  Maintain confiden�ality

 Answar : c 

6. Do's of documenta�on include:

a)  Wri�ng legibly 

b)  Erasing mistakes with correc�on fluid

c)  Leaving blanks

d)  Using unapproved abbrevia�ons

 Answar : a

7. A change of shi� report is given:

a)  At pa�ent admission

b)  At pa�ent discharge

c)  At the start or end of a nurse's shi� 

d)  During an emergency

 Answar : c

8. Incident reports are used for:

a)  Billing pa�ents

b)  Recording unusual events 

c)  Planning diet charts

d)  Assigning staff du�es

 Answar : b

9. Which of the following is a method of documenta�on?

a)  Wri�en 

b)  Oral

c)  Electronic

d)  All of the above 

 Answar : d
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10. Transfer reports are important because they:

a)  Ensure pa�ent con�nuity during transfers 

b)  Monitor staff performance

c)  Track hospital inventory

d)  Provide legal immunity to staff

 Answar : a

11. Which is an example of a common error in documenta�on?

a)  Accurate recording

b)  Omi�ng vital info 

c)  Timely notes

d)  Using standard abbrevia�ons

 Answar : b

12. Nursing documenta�on should be:

a)  Late and corrected later

b)  Objec�ve and factual 

c)  Personal opinion-based

d)  Confiden�al but inaccurate

 Answar : b

13. Which of the following is a legal guideline for documenta�on?

a)  Alter records a�er the fact

b)  Record promptly and accurately 

c)  Record only posi�ve outcomes

d)  Avoid signatures

 Answar : b

14. Confiden�ality applies to:

a)  Only doctors

b)  All healthcare team members 

c)  Pa�ents only

d)  Administra�ve staff only

 Answar : b

15. A birth report is prepared to:

a)  Record a pa�ent's death

b)  Record the details of a newborn 

c)  Monitor staff a�endance

d)  None of the above

 Answar : b

16. A death report must include:

a)  Pa�ent name and age 

b)  Cause of death

c)  Date and �me of death

d)  All of the above 

 Answar : d

17. Which documenta�on system is problem-oriented?

a)  Narra�ve

b)  PIE 

c)  Flow sheet

d)  Kardex

 Answar : b

18. Do's in documenta�on include:

 a)  Using only approved abbrevia�ons 

b)  Using personal shorthand

c)  Leaving gaps in notes

d)  Wri�ng subjec�ve statements

 Answar : a

19. Confiden�ality breach can lead to:

a)  Legal ac�on 

b)  Be�er pa�ent care

c)  Increased hospital efficiency

d)  None of the above

 Answar : a

20. The main benefit of electronic documenta�on is:

a)  Reduced pa�ent safety

b)  Quick access and legibility 

c)  Increased paperwork

d)  Decreased accuracy

 Answar : b 

 

Short Answer Ques�ons

1. Define nursing documenta�on.

2. List three purposes of maintaining pa�ent records.

3. What is confiden�ality in nursing documenta�on?

4. Name two common recordkeeping forms used in hospitals.
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5. Men�on two methods of documenta�on.

6. Give three guidelines for effec�ve documenta�on.

7. What is a change of shi� report?

8. Define an incident report.

9. State two do's and two don'ts of documenta�on.

10. Why is legal compliance important in nursing documenta�on?

Short Essay Ques�ons

1. Explain the purposes of nursing reports and records.

2. Describe the types of client records commonly used in hospitals.

3. Explain the methods/systems of documenta�on in detail.

4. Discuss the guidelines for effec�ve documenta�on.

5. Explain the do's and don'ts of documenta�on.

6. Describe the legal guidelines for documenta�on and recording.

7. Explain the role of nurses in maintaining accurate pa�ent records.

8. Discuss confiden�ality and its importance in nursing prac�ce.

9. Describe the purpose and contents of birth and death reports.

10. Explain the importance of �mely documenta�on in pa�ent care.

Long Essay Ques�ons

1. Discuss in detail the purposes of reports and records in nursing prac�ce and hospital 

se�ngs.

2. Explain confiden�ality in healthcare and discuss how nurses maintain it.

3. Describe types of client records and common recordkeeping forms with examples.

4. Discuss in detail the various methods/systems of documenta�on and their 

advantages.

5. Explain the guidelines for effec�ve documenta�on and provide examples.

6. Describe the do's and don'ts of documenta�on with legal considera�ons.

7. Explain repor�ng in hospitals, including change of shi� reports, transfer reports, and 

incident reports.

8. Discuss the nurse's role and responsibili�es in keeping accurate and confiden�al 

pa�ent records.

9. Explain the significance, contents, and process of birth and death repor�ng.

10. Analyze common documenta�on errors, their implica�ons, and strategies to prevent 

them. 
™™
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Chapter Writers: 

1 Dr. P. Vanaja, Nursing Tutor at the College of Nursing, Madras Medical College, Chennai, 
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prac�ce.

2
 Pankaj Soni, Nursing Tutor , Faculty of Nursing Banasthali Vidhyapith

3 Mrs. Neelam Sahu, Lecturer, Faculty of Nursing, Rama University, Kanpur, (U.P)

Vital signs are fundamental clinical indicators that reflect the cri�cal func�ons of the human body. 

They assist healthcare professionals in evalua�ng an individual's overall health condi�on, 

iden�fying early symptoms of illness, tracking the progression of diseases, and assessing a pa�ent's 

reac�on to treatment. Vital signs are commonly recorded in hospitals, clinics, and community 

health environments. Any notable devia�on from standard values may indicate a medical issue that 

necessitates further examina�on.

Main Vital Signs

1. Body Temperature – indicates the equilibrium between heat generated and dissipated by the 

body

2. Pulse (Heart Rate) – signifies cardiac func�on and blood circula�on

3. Respiratory Rate – gauges the efficiency of breathing

4. Blood Pressure – represents the pressure of blood against the walls of arteries

5. Oxygen Satura�on (SpO₂) – indicates the levels of oxygen in the bloodstream (o�en regarded 

as a fi�h vital sign)

Guidelines for Taking Vital Signs - To guarantee precision, safety, and dependability, the following 

guidelines should be adhered to:

 General Guidelines

•  Explain the procedure to the pa�ent to ensure their coopera�on.

•  Confirm that the pa�ent is comfortable and relaxed prior to taking measurements.

• U�lize clean and properly calibrated equipment.

• Prac�ce hand hygiene before and a�er the procedure.

• Measure vital signs in a quiet environment whenever feasible.

• Record readings immediately and with precision.

6 CHAPTER
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