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19. (CONT.)
FINDINGS: PHASE 1. Perceived problem areas of documentation included issues related
to directions for clinical record use and specific DA nursing forms; the necessity of
transcribing orders from one paper to another; the lack of a standardized discharge
format; the lack of standardized specialty area flowsheets; the overall reduncancy
and fragmentation of patient progress in the medical record. PHASE 2. Priorities
set by working and advisory groups were directed toward revising rather thap completely
overhauling the current system. Efforts centered around physician order transcription;

documentation redundancy and fragmentation; revision of nursing history, assessment
and care plans; development of a standardized nursing discharge format; development
of standardized educational program or guidelines to implement changes. Form
development was completed; guidelines were written; test sites were selected; site
project officers were identified. PHASE 3. Site specific implementation activities
are chronicled in the report. With implementation, common issues to each site were
discovered: misprinted forms, lack of forms; overprints; inability to use a yellow
highlighter to discontinue orders. These issues are discussed in detail. PHASE 4.
Assessment of implemented changes occurred in three ways: POC debriefings; JCAH and
IG surveys of patient records; site personnel surveys. Findings are reported in detail,
in aggregate and POC debriefings centered around suggested form and guideline revision.

JCAH and IG surveys were conducted at three sites; in general, for all sites, while nursing
histories and assessments received praise for those records corpleted during testing,
issues surrounding identification and prioritizing nursing care problems and related
nursing interventions were noted for all facilities. Site personnel survey results

suggested revisions to forms and guidelines, identified major problems with separated
physician order forms, favored integrated progress notes, approved revised history,
assessment, and care plan formats, approved tested discharge summary, approved the
opportunity to expand the use of therapeutic documentation care plans (TDs) to record

patient response. The authors discuss relevant issues surrounding simultaneous
implementation of multiple complex changes, and resulting impact of tested elements.
Recommendations include: revision of Lzsted nursing history, assessment, care plan and
discharge summary forms; adoption of the use of TDs to record patient responses;

adoption of the use of integrated progress notes for all disciplines; adoption of
changes for physician order recopy; continued use of yellow highlighter to discontinue
order on TDs; use of only one form for all physician orders; plans for world-wide

dissemination of documentation changes.
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SUMMARY

In recent years general dissatisfaction had been verbalized within the Army
Nurse Corps regarding the inpatient nursing documentation system introduced in
1977. Numerous operational difficulties were encountered when forms were
released to facilities with minimal guidance. The entire system was perceived
to substantially increase the amount of "paperwork" nursing staffs were required
to complete to adequately document nursing care. A 1981 ad hoc committee for
clinical nursing records proposed revisions and recommended testing of revised
forms. The study, assigned to Health Care Studies and Clinical Investigation
Activity as part of the FY 1988 Army Medical Department (AMEDD) Study Program,
expanded the emphasis to include all inpatient forms currently used in Army
medical facilities. It evaluated system problems, developed, implemented and
assessed tested changes based upon the initial needs assessment. The study was
conducted over a four year period; implementation was conducted at four AMEDD
hospitals within the continental United States (CONUS): Fitzsimons Army Medical
Center, and the Medical Department Activities at Forts Campbell, Jackson and
Polk.

The literature supports the necessity for nursing documentation. Medical,
legal, and financial systems further support the need for concise, but detailed
notation of the course of inpatient treatment and the patient's responses.
Nursing documentation reflects nursing practice patterns based on planned
nursing care, which, in turn, is predicated on identifiel problems and written
goals. However, there is no universally accepted format for information.

This study was conducted in four phases. Phase One's evaluation of the
present system was followed by the formation of working and advisory groups in
Phase Two to address those issues identified in the first phase, set priorities
and develop strategies for testing. Phase Three involved the intricacies of
site testing. Phase Four evaluated tested elements and forms in several ways.

Content analysis of responses solicited by query letter from Army nursing
personnel world-wide resulted in the following perceived documentation problem
areas: issues related to directions for clinical record use and specific DA
Forms (Nursing History/Nursing Assessment/Nursing Care Plans); the necessity of
transcribing all orders appearing on physician order sheets to allow for
annotation of required actions; the lack of a standardized discharge format and
specialty area flowsheets; and the overall redundancy and fragmentation of
patient progress documentation. Suggestions for change to address problem areas
included revision of regulations governing documentation; form redesign;
expansion of the use of therapeutic documentation care plans (TDs) to allow for
the recording of patient responses; and the use of the Standard Form (SF) 509,
Progress Notes, by all nursing personnel, in lieu of nursing notes, to
facilitate multidisciplinary documentation. Suggestions for change were
frequently accompanied by examples.

Working arid advisory groups formed in Phase Two placed priorities on
revision, rather than total overhaul, of the documentation system. Efforts
centered around solving physician order transcription problems, decreasing
redundancy and fragmentation, revising specific forms and developing a
standardized educational program and guidelines to accompany implementation.
Five revised and three new forms were tested. In addition to revised history,
assessment and care plan formats, the use of a coding system on revised
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therapeutic documentation care plans (TDs) to indicate efficacy of intervention
was also tested. Testing further included separation of medication and
nonmedication orders on physician order sheets. Transcription of certain orders
to revised TDs was eliminated because of the order sheet format. A standardized
format was defined for a nursing discharge summary form; and the group chose to
test the integrated note for all disciplines.

Phase Three's activities began in the summer of 1985. Project officers at
the sites were identified; logistics were coordinated for form and educational
material distribution; and testing was implemented. Forms were phased in at all
sites*over a one month period. Problems common to all sites were identified and
resolved during the test period, but the greatest difficulty occurred when
several forms arrived misprinted, leading to supply shortages and confusion for
the users.

Phase Four's primary purpose was to assess all implemented changes. This
was done in three ways: project officer debriefs; independent inspections by
surveyors from the Joint Commission on Accreditation of Hospitals, the Health
Services Command Inspector General's Office, and user questionnaires. Project
officer comments centered around suggested form and guideline revision. JCAH
and IG surveys reported that in general, while nursing histories and assessments
received praise for those records completed during testing, issues surrounding
identification and prioritizing nursing care problems and related nursing
interventions were noted for all facilities. Site personnel survey results:
suggested revisions to forms and guidelines; identified major problems with
tested separate physician order sheets; favored integrated progress notes;
approved of the revised history, assessment and care plan forms, in addition to
the newly designed nursing discharge form; and approved the opportunity to
record patient responses on the therapeutic documentation care plans (TDs).

The study demonstrated the enormity of instituting complex change within an
equally complex system. Although integrated progress notes have been used by
mental health providers for a number of years, this study also provided the
first opportunity for its use by ANEDD providers of all disciplines and
specialties. Although problems were encountered, the overwhelming majority
(85.1%) of all users, including 63% of nonnursing respondents, were in favor of
continuing use of the integrated note concept and expanding it to all providers.

Recommendations included revisions, with subsequent adoption, of tested
nursing history, assessment, care plan and discharge summary forms; adoption of
recording patient response on the therapeutic documentation forms; adoption of
integrated progress use for all disciplines; adoption of changes for physician
order recopy; continued use of yellow highlighter to discontinue orders on TDs;
use of only one form for all physician orders; plans for world-wide
dissemination of documentation changes.

NOTE: References will be made throughout the following report to standards set
by the Joint Commission on Accreditation of Hospitals. Although the title of
the organization has subsequently been changed to the Joint Commission on
Accreditation of Health Care Organization (JCAHO), the study was conducted
during the period when the organization was referred to by its former title.
Hence, the reference within this report to "JCAH" rather than "JCAHO."
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STUDY REPORT
CLINICAL NURSING RECORDS STUDY

1. INTRODUCTION

a. Background. Documentation of patient care by nurses finds its roots
early in nursing history. In 1859, Florence Nightingale (1957) advocated a
system which fostered shared information among care givers to ensure that "all
will go on as usual" in the absence of one specific party (p. 25).
Neiderbaumer (1984) emphasized that documentation of nursing care should be
integrated, patient centered and problem solving in focus. Today, nursing
documentation serves multiple purposes, including: a communication tool
regarding the patient's clinical condition for all care providers; a basis for
planning, facilitating continuity and evaluating care; a legal document; a
record of quantifiable nursing activities for workload considerations; and a
tool to calculate levels of patient illness, i.e., patient acuity
(Neiderbaumer, 1984).

Nursing documentation reflects current nursing practice patterns based on
planned nursing care. Planned care, in turn, is predicated on identified
patient problems and written goals, more formally referred to as the nursing
process: "an orderly, systematic manner of determining the.. .problems, making
plans to solve them, initiating the plan or assigning others to implement it,
and evaluating the extent to which the plan was effective in resolving the
problems identified...." (Yura & Walsh, 1978, p. 20).

While the nursing profession moves toward common definitions and
standards for documentation, there are no universally accepted formats for
information. Standards of nursing practice specify some criteria, but there is
no easily reached agreement as to what is needed, when, in what format, and by
whom. Documentation requirements differ with the patient type, acuity, age,
hospital status (inpatient or ambulatory care), and by a facility's
organization of nursing, e.g., team approach, primary care, case management, etc.

Nursing documentation in the Army Medical Department (AMEDD) has been
controversial. In recent years, general dissatisfaction with methods of
nursing documentation in AMEDD facilities had been expressed by Army Nurse
Corps (ANC) officers. The volume of requests for "exception to policy" and for
the use of locally developed overprints and flowsheets suggested the magnitude
of the problem. Further emphasizing the problem, in 1981 an Ad Hoc Committee
for Clinical Nursing Records at the Office of the Army Surgeon General (OTSG)
proposed revisions and recommended testing of revised forms. The study was
assigned to the U.S. Army Health Care Studies and Clinical Investigation
Activity (HOSCIA) as part of the Fiscal Year 1984 AMEDD Study Program.
Emphasis was expanded to examine all inpatient forms used by nursing personnel
and to revise and test new forms as necessary.

b. Problem Statement Elements of the current AMEDD nursing documentation
system (Appendix A) were introduced in 1977 changing a system in effect since
World War II. (For clarity in this text, these forms will be referred to as
the "1977 Forms.") The 1977 changes were prompted primarily by revisions in
Joint Commission on Accreditation of Hospitals (JCAH) standards which required
documenting elements of the nursing process; pharmacist review of physician
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orders; and authenticating, with date, time and initials, the performance of
"ordered" activities. Because of advancing technology, AMEDD pharmacies were
able to nffer "unit dose" services which meant that pharmacy, rather than
nursing personnel were responsible for individual patient drug preparations.
Consequently, pharmacy personnel required direct access to a copy of the
physician orders. A brief summary of the major 1977 changes follows.

Department of the Army (DA) Forms 3888, Nursing Assessment and Care Plan
Appendix A-2) and 3888-1, Nursing Assessment and Care Plan, Continuation
Appendix A-4) were to provide structure for documenting the assessment and

planning elements of the nursing process. DA Form 4256, Doctor's Orders
(Appendix A-6), a three copy form, was to provide copies of the original order
for pharmacy review; it did not, however, provide space for nursing personnel
to account for order completion. Hence, DA Forms 4677, Therapeutic
Documentation Care Plan, Nonmedication (Appendix A-7) and 4678, Therapeutic
Documentation Care Plan, Medication (Appendix A-9) ("TDs") were initiated to
ensure dating of medication administration and performance of other nursing
interventions and health care provider orders. Because the original order and
subsequent notation of its completion appeared on separate sheets, every order
written by the physician had to be transcribed to other forms to complete the
documentation process.

Although written policy and procedures on nursing records were outlined in
Army Regulation (AR) 40-407, Nursing Records and Reports (DA, 1979), and DA
Pamphlet 40-5, AMEDD Standards of Nursing Practice (DA, 1981), the documents
were published several years after form implementation. Consequently,
personnel were required to integrate the 1977 system without benefit of written
guidelines, leading to personal interpretation with a loss in system-wide
standardization.

Through formal and informil communication channels, problems generic to
the new system were identified by nursing, administrative and medical staff.
Since forms were developed independently of each other, they appeared to lack
integration. Implementation difficulties, particularly for specialty areas,
were repeatedly cited by chief nurses. The entire system was perceived to
substantially increase the amount of "paperwork" nursing staffs were required to
complete to adequately document nursing care. Other complaints emphasized that
forms were too lengthy, took too long to complete, and were redundant.
Information was fragmented. Prompt and easy access to patient information was
difficult. The burden of transcribing all orders added to the lengthy process
and compounded practice errors. Finally, in many instances, hospital personnel
were unaware of JCAH standards revisions, which meant that reasons behind the
documentation changes were unknown. This further added to implementing
difficulties for the 1977 system.

Dissatisfaction was widespread. To modify the forms, and facilitate the
documentation process, requests for exceptions to policy and approval of
overprint data on the new forms were submitted to OTSG. Overprints were
requested for "standing orders" (thus decreasing transcription requirements),
and nursing assessments, to make the assessment and care plan forms more
applicable to areas dealing with specialty patients. Additionally, the
overprinted requests included "flowsheet" formats, such as those relating to
frequently measured physiologic parameters or patient instructions, which
simplified documentation necessary to meet the JCAH order accountability
requirement.
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In summary, the system of AMEDD nursing documentation was perceived to
contain inadequacies and ambiguities and lacked integration. The general
dissatisfaction served as an impetus for the creation of multiple local
systems of documentation which lacked uniformity, continuity, and
interrelatedness.

c. Purpose. The purpose of the current study was to assess the AMEDD
nursing documentation system to identify specific problem areas and develop
forms and guidelines to address the problems. The study findings were believed
critical for revision of Army regulations governing inpatient documentation,
and to facilitate documentation of patient care providers.

d. ObJectives. The objectives of the current study were to:

1) Conduct an in-depth assessment of the current AMEDD nursing
documentation system used in fixed facilities to:

a) identify system problems;

b) identify potential solutions to problems;

c) set priorities fc problem resolution;

d) develop and field-test documentation changes based on
identified system problems.

e) recommend regulation and form changes based on study
results.

2. Assess the attitude of AMEDD personnel toward tested
documentation changes.

3. Examine the impact of the changes on the quality of records as
assessed by JCAH and U. S. Army Health Services Command (HSC)
Inspector General (IG) nurse surveyors.

4. Assess the tested changes for practicality in daily
use, effectiveness in facilitating the nursing process, and
feasibility for worldwide implementation.

e. Study Questions, The current study was designed around the following
questiQns:

1) What do Army nursing personnel, regardless of specialty,
identify as problems with the current AMEDD inpatient system of
documentation?

2) What do AMEDD nursing personnel suggest as solutions to
identified documentation system problems?

3) What are study priorities, based upon identified system
problems?

4) What documentation changes can be made to address priority
problems?
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5) What methods are to be used to test documentation changes?

6) In the opinion of test site personnel, how do the tested
elements compare with previously used documentation methods?

7) In the opinion of nurse surveyors from offices of the JCAH and
HSC IG how do the tested elements compare with previously used
documentation methods?

8) How satisfied are test site personnel with documentation
changes?

9) In the opinion of test site personnel, what changes should be

made to tested elements prior to worldwide implementation?

10) How practical are the tested elements for daily use?

11) How feasible are the tested elements for worldwide
implementation?

f. Issumptions. The following assumptions were made:

1) JCAH and AMED nursing practice standards would not appreciably
alter during the study period; therefore, proposed documentation
changes would comply with current standard-.

2) When users are more satisfied with a tested system, perceiving
it to better meet their needs than previously used forms, they are
more willing to comply with documentation requirements.

g. Limition., Study limitations were:

1) While independent medical record reviews were conducted by JCAH
and IG nurse surveyors using their respective standards, the issue
of "quality" of the patient record was addressed from the user
perspective.

2) Assessment of the "quality" of documentdtion, unless defined in
an auditable, objective manner (e.g., "were all the blocks
completed?"; "did the nurse sign the care plan?"; "were the
guidelines followed?") was, to a large extent dependent on the
user's clinical background and experience.

3) Medical record "quality" is affected by numerous intervening
variables (e.g., staffing patterns, command emphasis, schedulud
outside surveys, individual facility quality assurance/risk
management programs, staff education classes) which were not
controllable for the study purpose.

4) Responses to the request for study input were unstructured.
Local facilities determined the process by which comments were
solicited from nursing personnel and subsequently forwarded to
investigators at HCSCIA.
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2. LITERATURE REVIEW

Documentation issues and the theoretical framework used during study
phases is described in this section.

a. Documentation Issues. Use of the nursing process is advocated by
professional nursing organizations, e.g., the American Nurses Association and
the National League for Nursing. Documentation of the process in the AMEDD is
governed by AR 40-407, Nursing Records and Reports and DA Pamphlet 40-5, The
AMEDD Standards of Nursing Practice. In addition, The Army Surgeon General
mandated that Army medical treatment facilities would comply with standards for
hospitals specified by JCAH which dictated documentation of the nursing process
in the patient record.

Documentation is one of the first skills learned by nursing personnel at
all levels, regardless of civilian or military perspective. Yet it is also one
which, in the current environment of advancing technology, increased
requirements from regulatory agencies, and staffing shortages, often receives a
low priority on nursing units (Barbiasz, Hunt, Lowenstein, 1981; Costello and
Summers, 1985). Nursing documentation problems are not new; however, the
increase in their scope and variety are evidenced by the numerous discussions
in the literature regarding the nursing process, nursing care plans and the
audit of nursing records (McClosky, 1980; Huckaby and Neal, 1979; Creighton,
1980; Barbiasz et al, 1981; Weeks and Darrah, 1985; Bartos and Knight, 1978;
Roeder, 1980; Lampe, 1985; Costello and Summers, 1985). Over the past ten
years, JCAH had steadily increased documentation standards. With recent third
party reimbursement for Medicare and Medicaid patient care via Diagnosis
Related Groups (DRGs) sufficient nursing documentation has taken on new
perspectives. The old adage of "if it's not written down, it hasn't been done"
is applied not only to quality of care issues, but also to revenue concerns.

b. Innovation Theory. Early in proposal development it became evident
that study activity would involve introducing new documentation concepts to
study site personnel. Investigators sought to minimize difficulties previously
encountered with other documentation changes through an understanding of the
change process. Innovation theory was determined to be highly relevant to study
methods.

Barnett (1953) distinguished an "innovation" from many forms of "change."
Often, a change had no resemblance to its predecessor. It frequently could be
an entirely different concept, direction, etc.; used by, or created for, an
entirely different group. An innovation, on the other hand, closely resembled
its antecedent, with only some modification, and could subsequently be used
either by the same group, or a totally different group. Barnett (p. 10)
maintained that it was this "reorganization," or substitution of parts, which
thus created the innovation.

Innovation theory has its roots in the social sciences and anthropological
literature. While containing elements of change theory models as proposed by
Lewin (1953), and of planned change advocated by Bennis, Benne, and Chin
(1961), the perspectives of innovation theory (Barnett, 1953; Kushner, 1962;
Rogers & Shoemaker, 1971; and Spicer, 1952) identify that all innovations
"...follow a predictable evolutionary course. An innovation may be accepted or
rejected; it may find only gradual support from potential adopters during its
early phases of development and be adopted only after the passing of time.
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(Lundsgaarde, Fisher and Steele, 1981, p. 4). Situational or contextual
features figure prominently in its subsequent acceptance or rejection by
users:

the reception given to a new idea is not so
fortuitous and unpredictable as it sometimes appears to be.
The character of the idea is itself an important determinant...
Also, when an innovation . . .makes its appearance, it does not
do so in a vacuum. There are certain situational features
connected with it which predispose those to whom it is
introduced either to accept or reject it . . . the values placed
upon these features may either reinforce or nullify each
other . . . (Barnett, 1953, p. 313 )

The processes of innovation acceptance or rejection are complex, often a
function of time (Lundsgaarde, et al., 1981, p. 4). Lundsgaarde and his
associates (1981) used innovation theory as a guide while investigating factors
which influenced user reaction to an automated documentation system. They
identified variables postulated to affect the acceptance of an innovation.
While not axiomatic, their propositions helped to focus their study on the
numerous human and organizational problems which arose during implementation of
the system (Lundsgaarde, et al., p. 5). They proposed, that to be accepted, an
"innovation" must:

- be assnciated with some previous experience on the
part of persons who accept it;

- prove rewarding to those who will use it;

- show a clear and unambiguous improvement over its
antecedent ideology and technology;

- prove to be workable in the environment into which

it is introduced (Lundsgaarde, et al., p. 5).

The innovation is more/most likely to be accepted/adopted/viewed favorably:

- if it enables users to link the innovation with
desirable changes in attitudes, values, and operational
procedures;

- if it can be adapted to existing practices without
any loss of prestige or authority on the part of
those who adopt it;

- if its acceptance increases the relative prestige of
the person who adopts it;

- by those who may have less to lose and more to gain
by adoption;

- by persons whose social status and tra ;itional positions

in the social or professional hierarchy are not
threatened by the introduction of a new system or procedure.

by person 
whose 
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- if it does not conflict with individual or group values;

- if people who experience the change are involved in the
implementation of the innovation;

(and diffused rapidly) if high prestige individuals
actively use and promote the acceptance of the
innovation itself (Lundsgaarde, et al. p. 5).

They continued: an innovation:

- is accepted or rejected on the basis of how its
perceived or actual utility compared to previous
practice;

- which may be more efficient than its predecessor,
may not necessarily be adopted if a former
practice or technology continues to have intrinsic
value for its users;

- adoption may depend on the origin or direction of
the innovation from one group to another;

- may be opposed, directly or indirectly, by individuals
and groups who perceive that it will detract from their
present authority and prestige within the social system;

- is invariably modified to accommodate existing or
traditional practices (Lundsgaarde, et al., p. 5).

In summary, Lundsgaarde and colleagues' propositions were based on user
perspectives. Innovations emanating from the user levels, couched in familiar
terms, with more perceived positive than negative effects, and which were found
to be helpful to the user's situation and environment enhanced acceptance. The
theory and aforementioned Lundsgaarde "propositions" influenced all methods of
the current study.

3. OVERALL METHODOLOGY AND REPORT CONTENT

The study was conducted in four phases over a four-year period. In Phase
I investigators assessed specifics regarding perceived documentation problem
areas. Study priorities and strategies were identified in Phase II. Proposed
documentation changes were implemented in Phase III; their affect was assessed
in Phase IV. The study phases had few distinct start and end points. Some
overlapped into time designated for subsequent phases.

Findings from one phase influenced the methodology of subsequent phases.
Phase I findings reflected responses received from AMEDD nursing personnel
regarding documentation issues. Phase II findings included the priorities
established by working group members, forms, guidelines and programmed text
developed for test. In Phase III, implementation issues common to each site
were identified. By survey, Phase IV collected IG and JCAH results.

Because of the complexity of the study methodology, and the influence of
each phase's results on subsequent study activities, for clarity, the methods
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and findings for each phase are reported in the same chapter. Discussion and

general recommendations follow in separate segments.

4. PHASE I

a. Methodology, A letter (Appendix B-2) was sent from the Chief, ANC to
AMEDD nursing personnel worldwide soliciting comments regarding perceived
problem areas with the AMEDD inpatient nursing documentation system and
potential problem solutions. Chief nurses were also asked to indicate interest
in having their facility serve as study test site.

Responses were not structured. Subsequently, common issues of concern
were identified by content analysis. Responses were received from 51 out of 52
AMEDD hospitals worldwide. Local methods used to gather input from nursing
personnel varied: formation of committees to articulate concerns; the
appointment of one officer to collect and collate comments prior to forwarding
responses to the investigators; questionnaires; and the forwarding of
individual suggestions directly from nursing staff members. Suggestions for
change often arrived as sample copies of forms described in an accompanying
letter. Because of the varied response formats, data were collated to identify
commonalties of problem areas specific to each form and AR 40-407 (the
regulation governing nursing records), and remarks regarding the documentation
system as a whole.

While awaiting responses, investigators gathered information regarding
documentation systems in use at other federal hospitals. Civilian institutions
across the United States identified as having exceptional documentation systems
by the Magnet Hospital Study (American Academy of Nursing, 1984), and by JCAH
nurse surveyors were also queried and shared documentation forms and policies
with investigators.

b. Findings. Using content analysis, responses were grouped by
commonalties of problem areas specific to each form and AR 40-407, and remarks
regarding the documentation system as a whole (Appendix C).

In summary, perceived problem areas of documentation included:

issues related to directions for clinical record use. For
example, the numerous policies and regulations governing
records were not perceived as clear, specific or as concise as
was required for consistent implementation. Respondents
identified the need to have one set of regulations which
addressed the clinical record as a whole rather than having
regulations which fragmented documentation information by
provider, e.g., physician or nurse, or provided service, e.g.,
pharmacy.

issues related to the DA Forms 3888 and 3888-1 (nursing history,
assessment and care plan formats) such as the awkward wording
of questions, inadequate space for patient responses and
nursing problems, and recording care problems and subsequent
nursing actions on separate sheets. Respondents also
identified that much of the information appearing on these
forms was data found elsewhere in the patient record. The
history and assessment form was perceived as not applicable to
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specialty areas such as pediatrics, obstetrics, psychiatry, but
reflective of information from an adult medical or surgical area.

- the necessity of transcribing all orders appearing on DA Form
4256 to another form. This was perceived by respondents as
time consuming, cumbersome, and creating increased chances for
error.

- information appearing on DA Forms 4677 and 4678 (the Therapeutic
Documentation Care Plans, Nonmedication and Medication,
respectively) was perceived as serving only the purpose of
indicating performance or nonperformance of an order.
Respondents identified that repeated documentation of the same
order often resulted when an order was transcribed to the
forms, then initialed when carried out, and subsequently
recorded in narrative nursing notes.

- the lack of a standardized discharge format for documentation of
nursing care.

- the lack of standardized specialty area flowsheets (e.g.,
critical care, newborn nursery).

- the overall redundancy in the medical record.

- fragmentation of patient progress documentation.

Suggestions for change included:

- revision of regulations governing documentation.

- restructure of DA Forms 3888 and 3888-1 (e.g., include
overprinted assessment guidelines; expand the nursing care
plan, eliminate the requirement to collect data contained
elsewhere in the medical record).

- redesign DA Form 4256 to eliminate the need to recopy physician's
orders.

- expand DA Forms 4677 and 4678 to allow use of a a coding system
to indicate the efficacy of nursing actions directly on the
forms.

- utilization of the Standard Form (SF) 509, Progress Notes,
by all nursing personnel, in lieu of SF 510 (Nursing Notes),
for multidisciplinary documentation.

5. PHASE II.

a. Methodology. A working group composed of ANC officers (Appendix D-2)
was convened to review responses and identify study priorities, necessary
strategies and tools for evaluation. Group members were primarily assigned to
hospital inpatient units and included clinical staff and head nurses, a staff
development instructor, and quality assurance officer. They represented varied
clinical specialties: medicine, surgery, psychiatry, pediatrics, obstetrics,

9



gynecology, and critical care. Operating room and anesthesia representatives
were excluded because their subspecialties had forms "n test at the same time
as the current study. Additional ANC officers in staff positions, e.g., the
HSC IG, and Nursing Science Branch of the U.S. Army Academy of Health Sciences
(whose personnel were responsible for teaching AMEDD documentation elements to
newly commissioned officers and enlisted personnel), were also included in the
group. Members provided a diverse group which could recognize common needs
across all specialties, yet reflect on the applicability of devised strategies
within a specialty.

Advisors to the working group included representatives from various
divisions at HSC (Appendix D-3). The working group sought consultation on
matters dealing with form development/revision, regulation changes, medical
records, and medical-legal documentation considerations.

In preparation for the group work, members received copies of the content
analysis prepared from Phase I, and attended briefings regarding documentation
issues. The investigators provided a historical perspective on documentation
systems in the AMEDD, development of the system under discussion, and examples
of civilian documentation systems which had been explored prior to group
formation. The Study Director addressed the perspective of documentation from
the major command and local facility level. Members of the HSC IG office
discussed recent survey findings, and documentation requirements. A
representative from the Tri-Service Medical Information System (TRIMIS) Project
Office addressed planned automation changes and considerations to enhance
compatibility between any "hard copy" forms the group might develop and
automation requirements. Discussions were also held with personnel from
medical records, pharmacy, and quality assurance services at HSC and Brooke
Army Medical Center (BAMC), and JCAH nurse surveyors. Finally, group members
spent three sessions reviewing all comments, discussing identified
difficulties, and establishing the group process.

Members were divided (based upon their areas of interest) into subgroups
tasked to redesign forms and draft guidelines governing form use. A third
subgroup developed an educational program to be used by test site personnel
during implementation. Subgroups met as necessary to complete tasks. The main
group reconvened approximately every four to five weeks to review subgroup
work. All group work was accomplished over a nine month period.

Group members chose to direct their work towards revision of the system
rather than creation of a new documentation scheme. AMEDD nursing
documentation, even with its flaws, contained several positive elements. The
concepts and philosophy of the AMEDD Standards of Nursing Practice and required
nursing documentation reflected "state-of-the-art" nursing practice.
Eliminating the requirements for a nursing history, assessment, and care plan
was neither possible nor desirable. Members also reaffirmed the necessity of
having a mechanism for the writing of nursing orders which reflected nursing
actions. The TDs provided that mechanism. An AMEDD developed patient
classification system was to be introduced to all Army facilities within a year
of completed group work, and members recognized the necessity of providing a
form for nursing orders which could also be used for that purpose. Finally, the
separation of medication from nonmedication activities on the TDs was
considered a valuable aide to identifying tasks with a minimum of confusion.
Separating medication orders for accountability also facilitated the
administration of medication for each patient.
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Propositions of innovation theory (Lundsgaarde, et al., 1981) also
influenced the decision to revise rather than totally change. The desire to
preserve the positive aspects of the system was linked to the knowledge that
innovations were more likely to be accepted, for example, when associated with
a previous experience or adapted to existing practices without any loss of
prestige or authority. Acceptance was also associated with innovations that
were not in conflict with values and which could be viewed as an alternative to
traditional usage. In addition, knowing that the "innovations" developed by
the working group would be measured against how their perceived or actual
utility compared to previous practices by users, group members were further
convinced that while revisions were essential, total change of the system was
not a requirement.

Other parameters influenced the group's decision to revise rather than
create. A costly chartback system had been purchased by Army MTFs to
accommodate the inpatient medical record forms. A total revision of forms
necessitating a new chart container was not economically feasible. It was
also recognized that an automated record was an eventuality for the AMEDD.
"Hard copy" charts would be replaced by computerized data files. Nursing
personnel would be required to adjust to another complete documentation change.
Rather than introduce two totally new systems within the space of a few years,
group members decided that revisions made to the current system, with the
introduction of as few "new" forms as possible, might prove more acceptable.
However, members recognized that regardless of proposed changes, a "hard copy"
record would still have a degree of redundancy and fragmentation. While
automation would be the best answer, any simplification of documentation
requirements, and integration of information in a manually written form, would
begin to address some of the issues raised by nursing personnel.

While group members were completing their work, investigators contacted
the 18 chief nurses within HSC who had indicated interest in having their
medical treatment facilities (MTF) further involved with the study. Following
discussions with their commanders, 15 chief nurses informally notified the
investigators that their commanders were willing to invite study personnel to
their respective facilities. A letter (Appendix D-4) was sent from the
Commander, HCSCIA to the facility commanders formally requesting access to the
MTFs. Additionally, specific information was requested (Appendix D-6) for use
by study personnel to coordinate required logistics and select study sites.
Information included facility demographics (bed size, catchment area, patient
population, services provided, etc.), educational and typing resources within
the Department of Nursing, form use estimates, and unique facility
characteristics which, in the opinion of local personnel, might enhance or
impede study logistics.

Testing was originally planned for eight sites. Because of budgetary
constraints the study was limited to four MTFs representative of HSC
facilities. Criteria to ensure representativeness were based on previously
described demographics, and also included case mix indices identified by HCSCIA
researchers conducting case mix analyses of Army inpatient data. Additionally,
three of the test sites were involved with another HCSCIA study (i.e.,
ambulatory care data base study). It was felt that site visits by
investigators to these MTFs could accomplish multiple purposes. Test sites for
the current study were: Fitzsimons Army Medical Center, Aurora, Colorado;
Bayne-Jones US Army Community Hospital, Fort Polk, Louisiana; Blanchfield U.S.
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Army Community Hospital, Fort Campbell, Kentucky; and Moncrief U.S. Army
Community Hospital, Fort Jackson, South Carolina.

At the completion of form and guideline development, prior to printing and
implementation, the Study Director and Investigator consulted with two JCAH
nurse representatives: one from the central office who was responsible for
answering questions regarding standard interpretation, and another who trained
the nurse surveyors. Forms and guidelines were reviewed in the context of
meeting JCAH requirements for nursing documentation. While the JCAH, as a
matter of policy, does not endorse any specific form used by an individual
facility or organization to document patient care, the representatives
indicated that, as drafted, the guidelines and purposes of proposed forms
appeared to be in concert with quality assurance and medical record
requirements. They encouraged the study's focus on the problems of redundancy
and fragmentation in the clinical record.

A two day pretest of forms was completed by nursing personnel on three
nursing units at an Army medical center in Texas. Their comments and
suggestions regarding clarity of questions on the nursing history form, and
portions of the guidelines were incorporated prior to printing.

Additional chart dividers were required to separate physician order sheets
within the record. Ordering of the dividers was coordinated by the
investigators directly with the Carstens Medical Products company, whose charts
were in use at AMEDD facilities worldwide.

Printing and distribution of forms, guidelines, and instructional material
were coordinated through OTSG and DA levels. Printing was accomplished via the
Government Printing Office (GPO). Appendix D-8 graphically portrays the
numerous levels through which the materials were required to pass prior to
distribution to test sites. The printing and distribution process took eleven
months.

b. Findings,

1) Priorities, The working group chose to address priorities having
the broadest scope for all AMEDD nursing personnel. Based upon data contained
in content analysis summaries, the Phase II priorities were: physician order
transcription; documentation redundancy and fragmentation; revision of the
nursing history, assessment and care plans; development of a standardized
nursing discharge format; and development of a standardized educational program
or guidelines to implement any form changes.

2) Group Work., The working group was divided into two sections.
One focused on changes for the nursing history, assessment and care plan
formats, and nursing discharge summary; the other, order transcription and
revision of the TDs. Each section's results addressed the redundancy and
fragmentation issue. The entire group discussed the concept of having all
nursing notes integrated with the progress notes of other disciplines on the SF
509. Group activities are reported by priority or specific form. Significant
test form or regulation changes are detailed. Test forms and guidelines are
contained in Appendix E.

a) Nursing History. Assessment and Care Plan. Test forms, and
accompanying guidelines discussed in this section are: DA Form 3888-2 (Test),
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Nursing History and Assessment (Appendix E-2); DA Form 3888-3 (Test), Nursing
History and Assessment, continued (Appendix E-4); DA Form 3888-4 (Test),
Nursing Care Plan (Appendix E-6). These forms replaced DA Forms 3888 (Nursing
Assessment and Care Plan) and 3888-1 (Nursing Assessment and Care Plan,
continuation).

Group members concluded that the admission nursing history and assessment
should be contained on one sheet of paper, with pertinent, but general, history
questions on the front side, and admission assessment data on the reverse.
Minimal data required to begin planning nursing care included information about
the patient's knowledge of reasons for hospitalization, and usual health and
daily living activity patterns. However, instead of 29 questions related to
such areas, as appeared on the 1977 edition, DA 3888-2 (Test) contained eight
questions which were thought applicable to all patient specialties. Questions
soliciting information found elsewhere in the patient's record (e.g., religion,
date of birth, alcohol and tobacco use, prior hospitalizations) were
eliminated. Data concerning "known allergies" was of such critical importance
it was included although asked and recorded by other health care providers.
Blank areas were provided for patient response. An area was designated for a
local contact, not necessarily a "next of kin" listed on the data card supplied
by the hospital administration section.

A section for noting personal articles and valuables kept at the hospital
by the patient also appeared on the front of DA 3888-2 (Test). Group members
were divided regarding inclusion of such a segment; those in opposition
identified that, by regulation, such items were required to be deposited with
the hospital treasurer, or if after duty hours, with the appropriate hospital
administrative representative, e.g., staff duty officer or noncommissioned
officer of the day. Those arguing for inclusion cited that such activities
often fell to nursing personnel to accomplish, and it was for patient
convenience that dentures, glasses, small amounts of money, etc., were left on
the nursing unit. It was decided to test the segment. The accompanying
guidelines specified that initialing the disposition of personal articles by
the interviewer attested only to where such items were consigned, and would not
be interpreted to mean that the interviewer was the person who placed the
articles in the designated area.

Finally, there was a section for interviewer's signature. Group members
recognized that, while the RN was ultimately responsible for the assessment and
care planning, several different levels of AMEDD nursing personnel, including
the 91C (licensed practical nurse) were trained to obtain patient information.
Additionally, the AMEDD Standards of Practice identified that the nursing
history was obtained by "nursing personnel" (DA, 1981, p. 2-2). As such, it
was decided nursing personnel other than the RN would also be authorized to
complete the history portion of the DA 3888-2 (Test). The form's reverse
side contained sections for nursing assessment data, including admission vital
signs. Date and time of assessment performance was designed to appear at the
page top, followed by the written nursing assessment and the RN signature
block. Categories from the AMEDD Standards of Nursing Practice were
overprinted on the bottom of the form to serve as an optional guide for the RN.
If completed at admission, the history and assessment served as the admitting
nursing note; a duplicate note in the narrative progress notes was not required.

A few words are necessary about the overprint issue. Group members were
aware that the amount of collected history and assessment data varied by
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specialty patient, and often, within the specialty. For example, data obtained
on a pediatric patient admitted to a specialty unit at a medical
center/teaching facility could be more extensive than that obtained on a
pediatric patient admitted to a pediatric unit at a small community hospital.
Each Army facility had unique characteristics (e.g., level of provided
services, teaching requirements) which often influenced the amount of
information to be collected. Consequently, nursing staffs of many AMEDD
facilities had designed, and received approval for the use of overprinted
material on DA forms. Because such overprints met certain perceived needs at
the local facility, it was decided to allow the use of approved overprinted
material on the test forms. The DA Form 3888-3 (Test) was designed to provide
room for additional history and assessment data, or overprinted material. Its
use was optional. Major changes to the nursing care plan (DA Form 3888-4
[Test]) were its expansion to both sides of one form, thus allowing more room
for nursing care problems and the overprinting of nursing diagnosis categories
to facilitate their use by RNs when describing patient problems. Use of the
categories was optional. Permission to use the copyrighted material was
obtained from the McGraw Hill Publishing Company. Discharge considerations
remained a section on the reverse side of the form.

b) Nursing Discharge Summary. The DA Form 3888-5 (Test),
Nursing Discharge Summary (Appendix E-8) was developed for the test period. It
had no preceding DA form.

After reviewing local facility developed discharge "overprints", the
working group concluded that, regardless of what data was collected when the
patient was admitted, there were commonalties among discharge notes. These
included: introductory material, such as date, time and mode of discharge;
activity levels or restrictions; dietary regimens; medications; treatments or
specialty teaching, such as wound care; instructions for follow-up
appointments; and general comments regarding the patient's overall condition.

All segments were combined on the DA 3888-4 (Test). Additional space was
provided for the RN's signature and other pertinent discharge information. The
form was designed to supply three copies: one each for the inpatient and
outpatient records; and one for the patient's use.

c) Physician Order Sheets/Order Transcription, Test forms
discussed in this section are: DA Form 4256-1 (Test), Doctor's Orders Form for
Medications (Appendix E-9); and DA Form 4256-2 (Test), Doctor's Orders Form for
Nonmedications (Appendix E-1O). These forms replaced DA Form 4256, Doctor's
Orders.

The order transcription priority was very complex. Initial revision
attempts dealt with developing an order form which would eliminate the need to
recopy orders The "ideal order form" would continue to meet all JCAH
requirements; be easy to read and use; contain an area for the order and
adjacent grids for noting specific dates and times of order completion; require
no transcription; and provide a mechanism for medication administration within
the unit dose system.

Following lengthy discussions, it became obvious that until the automated
medical record was a reality, the "ideal" form in hard copy was not feasible.
Space on such a form would allow only four or five orders per page (as opposed
to 24 orders/page on the 1977 edition), thus generating a greater mass of
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paper. In order to decrease confusion, an "ideal" form would require a minimum
of three sections: medication, nonmedication and intravenous solution orders.
This concept, while having some merits, was also recognized to be a potential
irritant for the physician. Finally, members realized that eliminating the
transcription requirement would also eliminate the forms to which orders were
transcribed, i.e., the TDs. However, while one problem would be solved, others
would be created. Another strategy would be required for the administration of
medication in the unit dose system. Even if the form design included multiple
copies, from past experience it was known that copies available for the nurses'
use were often illegible or unusable for safe medication administration.
Therefore, an alternative, e.g., medication card, would eventually involve
rewriting of the order. Additionally, the TDs were also used as a mechanism to
convey information to other nursing personnel responsible for patient care.
Eliminating the forms would effectively remove the tool used by nursing staffs
during "end of shift" report. The alternative required review of each
patient's chart during shift change, a time consuming and cumbersome process,
and one which would limit the record availability to nonnursing care providers
during the shift report time.

Short of au .omation, order transcription could not be totally eliminated.
Yet, some orders, because of either their purpose (orders written to cover
actions previously accomplished prior to admission or during an emergency) or
single action/one time nature (e.g., orders accomplished almost immediately or
within the tour of duty when written) were the least necessary to recopy. Such
orders would be completed by the time of arrival of the following shift
personnel, and therefore not their responsibility. Revised order sheets allowed the
performance of "single action orders" to be directly noted or the forms.
Single action orders were defined as one-time order-s which were completed
within the responsible RN's tour of duty and which, once completed, required no
further nursing activity. If a single action order was no. completed within
the prescribed time, it became a "delayed order" and required transcription to
the appropriate TD.

Although transcription requirements were reduced, group members remained
concerned about the possibility of missed orders and chose to pursue the option
of separating medication from nonmedication orders. Such separation was felt
to have advantages: enhanced quality assurance procedures; facilitated
monitoring and evaluation of drug/drug, drug/food interactions, the use of
antibiotics and controlled substances; the identification of "stat/emergent"
orders and completed actions by nursing personnel; and provision of a
consolidated record for drug profiles. Finally, it was recognized that
medication and nonmedication orders would be separated once the medical record
was automated. Because of these factors, two triple-copy sheets, which allowed
for single action order accountability were developed by the working group.
The two forms were color coded: white for medications; green for
nonmedications. These colors corr.sponded to the white (medication) and green
(nonmedication) TDs used to account for order performance.

d) Therapeutic Documentation Care Plans. Relevant forms
discussed in this section are DA Form 4677-1 (Test), Therapeutic Documentation
Care Plan, Nonmedication (Appendix E-11); and DA Form 4678-1 (Test), Therapeutic
Documentation Care Plan, Medication (Appendix E-15). The test forms were
revisions of DA Forms 4077 (Therapeutic Documentation Care Plan, Nonmedication)
and 4678 (Therapeutic Documentation Care Plan, Medication). Revision of
the TDs was accomplished by the group members for two reasons: to address the
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redundancy and fragmentation priority; and to provide a form to reflect the
recopied "delayed orders" on the revised physician order sheets.

A frequently cited complaint about the TDs was the repeated requirement
for documentation: transcribing the original order to the sheets; accounting
for performance of the ordered activity with nursing personnel's initials; and,
as necessary, subsequently noting order results (e.g., effectiveness of
analgesic; appearance of wound following dressing change) in a narrative
nursing note. As a major change of the current study, the TDs were revised to
allow direct recording (with either a coding system or brief description) of
order results on the appropriate form. Because of the grid design, it became
possible to record up to 14 days of results.

Four codes were used on the medication TD sheet. When only the care
provider initials (Code: "Initials Only") appeared in the designated block, the
medication/order had been administered/completed. Initials and "E" indicated
that the administered medication had achieved the desired effect. Such
documentation required no further explanation in the progress notes. Initials
appearing with an "I" indicated that the administered medication failed to
achieve desired results as specified in the original order. Such a notation
required further discussion in the progress notes. Finally, the initials and
"0" indicated that the medication had not been administered as ordered. This
also required a progress note regarding the reason for omission and subsequent
follow-up. Three codes were used on the nonmedication sheet: initials only
indicated the completion of the order; initials and "+" indicated that the
results of the nursing intervention and/or observation were satisfactory or
within normal limits; initials and "0" indicated either the results of the
intervention were unsatisfactory, the intervention was omitted, or the
scheduled observation went unobserved. Again, use of the "0" code required
further documentation.

Nursing personnel were also authorized to record pertinent results data in
lieu of code use. For example, if a nonmedication order required head
circumference measurements on an infant, the measurement could be recorded in
the appropriate date/time grid square.

Color coding of the two sheets was maintained to facilitate order
transcription and identification. Recurring, "PRN" (as necessary), and single
action orders sections were also retained; however, unlike the original TDs,
each section was printed on a separate page. The TDs were redesigned to
resemble a folder, which, when closed identified the single orders on the front
page, when opened contained the "PRN" orders on the right side and recurring
orders on the left, and, when closed and reversed, continued recurring orders.
This provided larger grid squares for order notations, increased the numbers of
orders which could be transcribed to each section, and increased room for all
types of orders.

Each form was similar in structure and purpose: to document order
completion and results. Informational content, however, differed for each
form. For example, the medication TD referred to "Single Actions, Delayed
Orders, Preoperatives" on its single order sect on, versus the nonmedication TD
which simply specified "Single Actions, Delayed Orders." Medication PRN section
required the order to specify the PRN medication, dose, route, frequency, and
reason; the nonmedication PRN section required the PRN action and frequency.
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A final major TD revision was the printing on card stock paper. Because
of expanded use, it was projected that the forms would be handled more than in
the past, and would thus require sturdier paper stock.

e) Redundancy-and Fragmentation of Documentation. Several
strategies were developed in the course of test form design which addressed
this priority. Elimination of certain questions on the history form and the
use of the admission assessment and discharge nursing summary in lieu of
admission and discharge nursing progress notes decreased repeated
documentation. The ability to record results of nursing interventions directly
on the sheet listing the orders provided immediate feedback, keeping similar
data in one area, yet not limiting the nursing staff's ability to expand on the
activity in the progress notes as necessary for continuity of care. However,
the overarching concept which addressed the issue was the use of integrated
progress notes.

Integrated progress notes involved having all care providers
chronologically document patient progress in one record area, rather than
separating nursing notes from progress notes of other disciplines. The
integration had been cited as promoting reading of other's notations and
reducing redundant documentation in the patient record (Niederbaumer, 1984).
Such combined notes had been successfully used by AMEDD psychiatry service
personnel in various Army hospital facilities. Nurses in extended care roles
such as anesthesia, midwifery, and community health had also integrated their
notes with those of other disciplines. However, because of Army regulations,
prior to the current study, other Department of Nursing personnel (e.g., head
and staff nurses and paraprofessionals) were precluded from recording
information on the SF 509 (Progress Notes) and required to record narrative
notations on the SF 510 (Nursing Notes). This provided a "source-oriented"
record which resulted in duplication of information and required searching of
the chart to obtain the entire "picture" of the patient's hospital course.

Several elements were necessary to facilitate the use of the integrated
notes by nursing personnel, most importantly, the provision of a "flowsheet" to
subsume the bulk of daily routine activity documentation. The TD revisions
were projected to provide such a documentation sheet, and thus allow nursing
notations in the progress record to reflect deviations from normal responses,
summative statements covering multiple activities, daily physical assessment
data, etc. Identification of the note's source was accomplished by having
nursing personnel precede each notation with the nursing care plan ("NCP")
problem number to which the note referred, or the statement "Nursing Note."
Nursing personnel were encouraged to read the previous entries written by other
disciplines to avoid duplicating information and to remain informed.

Guidelines (Appendix E-21) governing the use of the integrated progress
note included segments on the format, frequency and content of notations. The
guidelines also specified that all nursing personnel were authorized to chart
on the SF 509 and specifically addressed review of progress notes by the charge
nurse and student documentation.

f) Test Form Guidelir's and Programmed Text. To provide for
minimal personal interpretation, guidulines for all test forms used were
prepared and distributed with the DA implementing directive authorizing the
study implementation. Guideline- were written by the same group members
responsible for specific form design. Final edit was completed by the
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investigators. In addition, a linear programmed text (Appendix E-65) was
adapted from the guidelines to further enhance a standard implementation effort
at all facilities.

6. PHASE III

a. Methodology, Significant components of this phase included: project
officer training; site preparation; site implementation; investigator follow-
up; and on-going site activity (Appendix F). Details are chronicled by
respective project officers in Appendix G. General methods are outlined in
this segment.

1) Project Officer Iraining. While awaiting the completion of
study materials' printing and distribution, chief nurses at each test site were
requested to appoint a project officer who would serve as the point of contact
for the local facility, through whom all site logistics, local implementation
plans, questions, and other issues germane to the study operation were
coordinated. Chief nurses were guided only by the request that the appointed
person have access to all areas of the hospital's operations and not likely be
reassigned on a permanent change of station to another AMEDD facility during
the study's course. Appointed ANC officers' positions differed; however, each
officer was one whose position and abilities facilitated positive interaction
between clinical, administrative and support services required by the study
methods. Project officers included: Quality Assurance/Risk Manager (FAMC);
Chief, Clinical Nursing Service (Ft Polk) and Nurse Methods Analysts (Fort
Campbell and Fort Jackson). Chief nurses were also requested to appoint two
additional personnel to assist the project officers with training requirements
and implementation issues.

In preparation for site implementation, project officers and their staffs
attended a week-long training session at Fort Sam Houston, Texas, in June
1985. They received briefings similar to those given to working group members
in Phase II. The study's historical perspective, and priorities were reviewed;
Inspector General and JCAH documentation issues were discussed, etc. Attendees
learned of each stage of form development, why some options were rejected by
working group members, and others further expanded. Each form, and its
applicable guideline was reviewed in detail. This training provided project
officers with answers to questions likely to arise during site training and
implementation.

Project officers returned to their facilities to plan implementation, and
reconvened with investigators in October 1985, immediately prior to site
preparation to review implementation plans. This also provided an opportunity
for final questions and issue clarification.

2) Sii._reparation. Project officers were responsible for
coordinating all training at each site. They were provided with educational
material, including a programmed text, transparencies f"r classes, and
information papers describing the study, prepared by the investigators, for
various groups of hospital personnel (Appendix F). However, to facilitate
training, except for forms, guidelines and programmed text review, the ,aching
program was structured by the site project officer and trainers who were in the
best position to identify facility needs and appropriate types of inservice
education. Test forms and guideline use affected numerous levels within the
facility; therefore, classes and briefings were conducted for other
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professional and administrative staffs, as well as nursing personnel.
Scheduling of classes was under the purview of the individual project officer.

Prior to implementation of the forms, distribution logistics were
coordinated between the project officers, local forms managers and wardmasters
to ensure adequate supplies of forms on nursing units. Chart dividers were
also distributed to wardmasters for inclusion in patient charts on the first
day of form implementation.

3) Site Implementation. Minimal delay was experienced between
scheduled classes and forms implementation. Actual use of the forms began
within two weeks of all class completion. Test forms and guidelines were used
on all inpatient units for a period of four months. Days one through 30 were
designated as a phase-in period: all patients admitted to the facility had new
form- placed in their records; patients admitted prior to Day One had their
charts gradually converted to new forms, unless they were to be discharged
within the first two weeks. It was originally planned to have records of any
remaining patients converted by the end of the 30 day phase; however, all
patient records at each site were converted to test forms within two weeks of
the start date which kept dual records system to a minimum. Thus, by the end
of the first month, all inpatient records reflected the new test forms. Copies
of test forms, guidelines and the DA implementing directive authorizing test
material were kept on file in each facility's medical records section.

FAMC and Ft Jackson completed training in November and implemented test
forms in December 1985. Forts Campbell and Polk completed training in December
and January, implementing forms in January 1986.

4) Investigator Visits. Two investigators visited each site during
the first test month to meet with staff members and answer questions about the
entire study. In addition to meeting with nursing and administrative
personnel, meetings were held with facility commanders. Investigators spent
from three to five days at each site and visited all nursing units at least
once during the day, evening and night shifts to avail themselves to hospital
personnel working alternate shifts. Investigator's activities were planned by
project officers to allow maximum exposure to facility personnel. Trip reports
were written and distributed to all test sites to identify common issues for
clarification, as well as communicating various strategies which appeared to be
successful with implementation problems.

5) On-going Site Activity. Project officers and trainers repeated
training programs for newly assigned personnel. Additionally, training was
required on a recurring basis for reserve component, contract and student
personnel. Most training was conducted in large groups. One facility
developed a video tape for use during subsequent training sessions.

At the end of the four-month trial period, all sites elected to continue
use of test forms for the remainder of the authorized two year period. The
decision to continue was made jointly by nursing, command and clinical services
staff. Form use estimates were revised; additional forms were ordered, printed
and distributed via the same process outlined in Phase II. Guideline and pro-
grammed texts were locally reproduced by each facility on an "as needed" basis.

b. Findings. Details of site-specific implementation activities are
found in Appendix G, Project Officer Reports. However, several issues common

19



to all sites: mizrF;!ted forms; lack of forms; overprints; inability to use a
yellow highlightel t( disco- inue orders; questions regarding form use, are
discussed in this segment.

1) Misprinted Forms, Following the 11 month printing process, forms
were shipped directly from the GPO contracted printers to the test sites, OTSG
and HCSCIA offices. Upon arrival it was discovered that the TDs and physician
order sheets had been misprinted. Both TDs were printed in green color and the
TD medication sheet (DA Form 4678-1 Test) was missing the slash through the "0"
code. Physician order sheets were both printed in white.

Misprinted forms arrived within one month of the scheduled training period
for all test sites. Following discussions, project officers and investigators
decided to proceed with implementation plans in spite of the errors. Project
officers felt the errors could be dealt with during training while awaiting
corrected copies. It was the consensus that site staffs were ready to begin
the ',tudy, all log.stics had been managed well, and that further delay would
prompt disinterest. Study investigators believed that reprinted forms would
arrive during the test period, and as such it was decided that local staff
members could be told of the errors during training.

Local nursing staffs used creative means of providing quick identification
of the different misprinted forms. In most instances, the titles of the TDs
were highlighted in yellow to distinguish one from the other. Although the
doctor's order sheets were separated by chart dividers which identified the
medication from nonmedication order sections, confusion reigned during the
first several weeks of implementation. Color coding of medication and
nonmedication order sheets and TDs had been planned to preclude exactly the
confusion the misprinting had created, yet, there were no unusual occurrences
generated as a result of the printing errors.

Reprinting of forms was :ompleted following extensive coordination between
investigators, the OTSG Nursing Consultant and DA forms and publications
personnel. The reprint and distribution process consumed five m onths, with
forms arriving at the end of the study period, rather than beginning, leading to
another problem experienced by all sites during implementation: a lack of forms.

2) Form Supply.. During the Planning Phase, test site personnel
had been asked to estimate monthly form usage. The estimate included the number
of paticnt discharges (to calculate the quantity of discharge summaries); and
numbers of overprints used by the facilities (since many of those overprints
would be using the revised TD and order sheets). The investigators increased
all estimates by ten percent; yet, form estimates were approximately 40% less
than actually used during the test period. The underestimation was believed
related to the misprinting, an increased use of forms for training, and an
increased "throw away" factor as staff members began to experiment with
overprinting the new forms with approved material.

Because of their construction, some forms, i.e., DA Forms 3888-2, -3, -4
(Test), could be locally reproduced. FAMC was the only facility with the
capahility .nd moneys to reproduce the TD folders as levels became low.
Emergency supplies were shipped between facilities to "get by" until reordered
shipments arrived.
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3) Overprints. As previously stated, local facilities had modified
the 1977 forms through the use of overprinted material. The approved
overprints were authorized for use on the test forms. Difficulties were
encountered with overprinting the material onto the TDs, order sheets and
discharge summary because of their structure. This became one of the more
significant problems during testing and was overcome by several innovative
methods at each site.

Because of its on-site printing capability, FAMC was the only facility
able to reconfigure printing equipment to allow hand-feeding of order sheets
and TDs which produced the required overprinted material. While waiting for
overprinted documents to be produced from modified printing equipment, several
computerized typewriters were used to generate overprinted documents. However,
the first dilemma faced by forms management personnel at this facility was the
volume of requested overprinted material. Once the "presses" were rolling,
stock leels were maititained to preclude similar problems at FAMC.

The three other test sites, smaller in size than FAMC, and tenant
facilities on their respective military posts, did not have the capability to
reconfigure their own printing equipment, and were dependent upon support from
the post-wide printing service to assist in addressing the overprint issue.
None of the printing machines available at the test sites or in respective
local communities had the capability of overprinting forms in either a bifold
design (as the TDs were configured) or heavier weight paper. The three sites
accomplished the overprint tasks through the use of local word-processing
equipment, which allowed forms to be hand-fed into a computer (a labor-
intensive, time consuming feat), or through the use of rubber stamps to imprint
necessary material directly onto the form at the unit level.

Overprinting of the multiple-copy forms (doctor's orders and discharge
summary) was also handled most often by word processing equipment at Forts
Campbell and Polk. Because of limited word processing capabilities, personnel
at Ft Jackson chose to copy the front page of an overprinted doctor's order
sheet, type on that single sheet any standing orders and then reproduce those
orders as single sheets. Pharmacy personnel were given copies of the standing
orders to maintain on file.

Eventually, all sites were able to come to terms with the overprint
issues. However, this was perceived by all site personnel as a major
stumbling-block to implementation. The eventual resolution and positive
outcomes were often displaced by the initial frustration felt by care providers
as they attempted to test the forms.

4) Yellow Highlighter . A yellow highlighter had been authorized
for use in easily identifying discontinued orders on the 1977 forms. The study
group had been advised by medical records personnel at the Headquarters, Health
Services Command, that serious consideration was beinq given to discon.inuing
use of the highlighter because of reports of misuse, specifically use of a
darker highlighting colors when the light yellow was not obtainable. This
often led to obliteration of the orders on the TD sheets. Thinking that
highlighter use was "on the way out", the study group decided tc test
highlighter discontinuation. A mechanism was devised to indicate discontinued
orders by penning a line through the remaining dates appearing on -he pertinent
TD sheet. This mechanism was fully explained, with pictured example, in the
test form guidelines.
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The inability to use the highlighter to discontinue orders was cited by
personnel at all facilities as another significant problem because of the ease
with which such orders could be identified. In spite of the fact that another
process was in place to discontinue an order, during a busy shift, such lines
drawn by a pen could be overlooked by nursing personnel and current orders
could be easily missed when buried among discontinued orders. Test site
personnel attempted to overcome this problem by skipping additional lines
between orders on the TDs or drawing heavier lines to denote discontinued
orders. However, once it became apparent that the entire highlighter issue was
not going to be discontinued at the headquarters level, the principal
investigator made the decision to allow sites to resume the use of the
highlighter, and thus, ignore one element of the test form guidelines. This
completely resolved this issue among site personnel.

5) Ouestions Regarding Form Use. Guidelines for the use of each
test form and the integrated progress notes were distributed to all test sites
and incorporated into implementation teaching. A programmed text was also
provided for site personnel to familiarize them with form structure and use
changes. However, questions regarding form use and documentation changes
continually arose during testing periods. Project officers at each site were
advised to ask themselves two initial questions whenever issues were raised by
personnel: "What do the guidelines say about the issue?"; and, "If not covered
in the guidelines, what was the process in place prior to the test period?"
For example, if questions were raised about the frequency with which narrative
notations were required to be made in progress notes, the investigators
referred inquiries to the guidelines. However, if a question was asked such
as: "Where are forms filed in the medical record?" the response by
investigators was apt to be "What did you do before the test period? How were
forms fled then?" Once site personnel became more comfortable with the test
forms and familiar with guidelines, most questions were easily resolved. The
general "rule of thumb" became "business as usual if not specifically addressed
in the guidelines."

7. PHASE IV.

a, &tbodology. Significant activities in this phase included site
debriefing of project officers (POCs), JCAH and IG surveys of patient records,
and personnel surveys regarding documentation changes.

1) Proiect Officer Debriefing. In May, 1986, following the use of
test forms at each site for approximately five to six months, project officers
reconvened at Fort Sam Houston, Texas. Two POCs were scheduled for
reassignment prior to distribution of participant questionnaires in July, 1986.
Although each POC would submit a written summary of activities at their
facility, their perceptions of the implementation phase and its intricacies
were critical. Prior to arrival, officers had independently requested staff
input regarding each form, the guidelines, programmed text.

During the two day session, each form was discussed in detail, suggestions
for revisions were noted and accompanying guideline directives were also reviewed
for appropriate changes. Additionally, officers and investigators discussed
recommendations for worldwide implementation of forms and regulation changes.

2) J-CAH and IG Surveys. Medical records at three test sites were
reviewed by nurse surveyors of the HSC IG team during regularly scheduled
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inspections. One site was surveyed by the JCAH nurse representative during a
regularly scheduled tri-annual facility survey. IG members had served on the
study working group and were thus familiar with test forms and guidelines. The
principal investigator met with the JCAH nurse surveyor prior to the survey to
describe the study and review the forms and guidelines which would appear in
the patient records.

IG surveyors used documentation requirements as specified in the AMEDD
Standards of Nursing Practice, AR 40-407, and the JCAH Standards for Nursing
Services as criteria for record review. JCAH surveys are completed against
their specific criteria.

All surveyors conducted retrospective and concJrrent reviews of sampled
patient records. Surveys were conducted in the usual manner used by each
survey team for all facilities, hence there was no reason to believe methods at
these four facilities differed from methods employed when reviewing patient
records at other AMEDD facilities.

3) Personnel Surveys.

a) Study Population. During Phase II, working group members
identified the need to formally survey site personnel regarding their
perceptions of the documentation changes. T1,e interest in the study issues
prompted the decision to afford all personnel having experience with the tested
elements on inpatient units the opportunity to participate. Health care
providers having no exposure to test forms, e.g., those in ambulatory care
environments, were excluded. No attempt was made to contact personnel outside
the system on extended leave, TDY, etc. The study population included nursing
personnel (civilian and military Registered Nurses [RN] and paraprofessional
personnel), nursing unit clerks (ward secretaries), and other professional
staff (Medical [MCI, Dental [DC], Medical Service [MS], and Army Medical
Specialist Corps [SP] officers and their civilian counterparts, and Physician's
Assistants [PA]).

b) Instrument. Study-specific questionnaires were constructed
for each of the four subject groups: Registered Nurse (Appendix H-2),
Paraprofessional (Appendix H-14), Unit Clerk (Appendix H-25), and Other
Professional Staff (Appendix H-32). During questionnaire development input was
received from members of the working group, study director and project officers
to identify specific points for query.

The questionnaires contained multiple sections with common questions
repeated on each questionnaire. Those questions relevant (applicable) to only
one specific group were excluded from other group questionnaires. For example,
the writing of nursing orders on the nursing care plan and use of nursing
diagnoses are specific to the RN function. Questions in this domain appeared
only on the RN questionnaire.

Sections on the RN, paraprofessional, and unit clerk questionnaires dealt
with comparing the "old system of documentation" with tested elements: each
tested form and the integrated progress note. "Other professional staff" (OPS)
questionnaires included segments regarding their use of nursing documentation
forms for learning about nursing activities and patient condition, the
physician's order sheet, and integrated progress notes. Professional data and
open-ended response segments completed all surveys.
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Subjects were asked to respond to most questions by circling a number
which corresponded to a four element Likert scale: "Strongly Agree;" "Agree;"
"Disagree;" "Strongly Disagree." A neutral response, such as "No opinion," was
not included, thus forcing participants to make a selection signifying specific
opinions.

Questionnaires were accompanied by an introductory letter signed by either
the principal investigator of the study or Commander, HCSCIA. For coding
purposes, case numbers were stamped on each booklet to identify facility, type
of provider, and case.

Prior to distribution, the questionnaires were independently assessed for
content validity, clarity, and appropriateness of questions by working group
members, project officers, the study director, and ANC officers at Brooke Army
Medical Center, Fort Sam Houston, Texas. Because these officers had had prior
experience with test forms, either through initial development, field-testing,
or implementation it was felt they could validly test the instrument. The
reviewers believed the instruments to be comprehensive, inclusive, and valid
vis-a-vis study objectives.

c) Procedure. Project officers identified the numbers of staff
at their respective sites who would be available during the last two weeks oJ
July, 1986, to complete questionnaires. Serially numbered questionnaires were
placed in envelopes with corresponding numbers. The first digit of the case
number signified questionnaire type; the second digit identified test site,
followed by a three digit case number. Cartons containing the questionnaires
and envelopes, with the four types separated by rubber-band, were shipped to
project officers on 16 July 1986. Additional questionnaire copies were
provided in case of misplaced questionnaires, or if the original subject
estimate was low.

Directions (Appendix H-40) were mailed to each project officer to
facilitate establishing a distribution and retrieval system. Project officers
were authorized an assistant as necessary, but retained ultimate responsibility
for the operation. Participants were assured of confidentiality and informed
that data would be reported in an aggregate manner. Subject's consent to
participate was implied by completion of the questionnaire. Individuals
choosing not to participate were requested to return questionnaires to project
officers in sealed envelopes. In that manner, regardless of retrieval system,
the project officer would not know who had or had not chosen to complete
questionnaires.

Project officers returned collected and extra questionnaires to the study
activity by 1 August 1986. Those questionnaires not initially returned were
separately mailed during August.

d) Data Analysis. Subject's responses were keyed directly from
questionnaire to tape with 100% verification. Statistical analyses were
performed using the Statistical Package for the Social Sciences (SPSS-X, 1986).
Frequency distributions were computed for all variables. Crosstabulations were
conducted between various sub-groups on select variables within each category
of item. Content analysis was completed by the investigators on all open
ended question responses.
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b. Findings.

1) Project Officer Debriefing. All project officers (POCs)
attended the debriefing, and brought comments solicited from personnel at their
facilities. Their summaries of project implementation, including site specific
comments regarding all tested elements, are contained in Appendix G. Because
of the open discussion format of the two day meeting, the findings reported
below are taken from notes recorded by project investigators, and POC summaries.
Quoted remarks are representative of group consensus in each cited area.

a) Nursing History and Assessment Forms. Project officers
agreed that their personnel "liked" the revised formats, and suggested the
following changes when the form was revised:

- elimination of the "yes/no" column, thus providing a comment
space for patient response;

- combining questions 7 (What other concerns do you have?)
and 8 (How can we be most helpful?) into a Miscellaneous
Information block which could be used to identify other
concerns the patient may have with hospitalization;

- addition of the words "Date/Time" in the upper left
hand corner of the assessment data area;

- elimination of the block reading "Typed or Printed
Name of RN," thus allowing only for the signatire
of the RN to appear at the end of the assessment;

POCs also agreed that DA Form 3888-3 (the continuation form), although
infrequently used on some units, seemed to be used by others (particularly if
lengthy assessments and int-r-unit transfers were common) with regularity.
They further agreed that, because of unit specific needs, the form should be
kept in the inventory.

b) Nursing Care Plan. Group agreement was unanimous in the
following areas:

- this frequently used form, needed to be printed on
more sturdy paper, with reinforced holes, to prevent ripping;

- the space for discharge considerations, which are started at
the time of admission, should be moved to the front side of this
form, thus reminding nursing personnel of their importance;

One site's POC brought the suggestion that a statement: "Care plan reviewed
with patient," be printed on the form, accompanied by a block for the patient's
initials. Following discussion, it was decided that such a comment would be
left to the individual nursing unit's discretion for overprint at the local
level. POCs were divided on the issue of whether or not to leave the
nursing diagnoses on the reverse side of the form; while all agreeing they
personally found them helpful, only two POCs felt they had enough support from
their site personnel to warrant recommending that the diagnoses continue to be
overprinted on this form. All agreed to await data from participant surveys.
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c) Nursing Discharge Summary. Project officers agreed that
this was a very popular form; nursing personnel were interested in having it
maintained, in some fashion, following study completion. POCs further agreed
that the form design was very busy; the numerous lines decreased clarity and
frequently took up space which could be used for other discharge instruction
segments. They recommended that redesign include the elimination of lines
within major sections, and simplification of the "Follow Up" section to allow
for specific data as required for discharge. The medication and treatment
blocks were often found by site personnel to require additional space, although
project officers agreed that such comments really depended on the specialty of
the nursing unit. For example, patients on medicine units frequently were
discharged with numerous medications, while those on surgical specialty units
were often required to perform treatments at home. Group members decided that
it would be impossible to satisfy all Euch unique issues. The carbon
quality of the copies had also proven to be poor, prompting suggestions that
the second copy be designated for the patient. Additionally, everyone also
agreed that the ideal, a multidisciplinary discharge note, should eventually be
developed.

d) Doctor's OrderSheets. All agreed that the separation of
medication and nonmedication orders onto two different sheets had created
significant problems for both nursing and physician staff, among which was an
adversarial relationship between physician and nurse as each grappled with
remembering which form should be used for what type of orders. Project
officers noted they repeatedly heard physicians remark that they felt "nursing
was making us do this," while frequent comments among nursing personnel
expressed a dislike at being the "traffic cop" and "fighting" with the
physicians over which form was to be used. As reported in Phase Ill findings,
this problem was compounded by initial printing errors (incorrect color
coding). From POC comments, it appeared as if such tensions and difficulties
remained throughout the entire utilization period. POCs also reported that
nursing staffs were increasingly made to flip back and forth among orders to
double check for missed orders. While all project officers felt their nursing
personnel and many physicians agreed that separating orders had its merits, if
continued, it had to be done on one sheet of paper. Design concerns were
also expressed by the POCs:

- physicians complained that there was not enough room for
writing orders;

- line spacing did not conform to standard typewriter spacing,
and thus made overprinting orders using a form fed machine very
difficult and time consuming;

- the reinforced sheet top could not be fed through an
automatic copy feeder to facilitate overprinting, further
requiring a time consuming "hand feed;"

- the third copy of the sheet (buff colored, specified for
nursing use) was usually of such poor quality it was not
utilized by nursing personnel; nursing staffs also
indicated infrequent use of this copy even when legible.

- the order sheet numbers were not sequential with their
corresponding therapeutic documentation care plans, and thus,
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would be filed separately in the patient record, causing
further difficulty tracking orders and nursing actions.

e) Therapeutic Documentation Care Plans. All agreed on several
points: - the yellow highlighter must be used for noted

discontinued orders. A mere line through such orders
could often be missed, setting up potential action
errors.

- the card stock paper, although much more sturdy than
the "old" forms, caused problems which seemed to have a
cascading effect: the inherent bulkiness added to the
thickness of the record; frequently caused patient
identification stamps to be blurred; made overprinting
very difficult; and created significant storage problems
for forms room and unit level personnel.

- the bi-fold design, while also having the advantage
of increasing the amount of room for documentation, also
had its disadvantages: three sites could not have the
forms overprinted by an automatic feed copy machine; only
FAMC, which owned more sophisticated equipment, eventually
overcame this problem.

Although the card stock paper was thought to have disadvantages, all POCs
felt their staffs favored the sturdier paper, despite the added cumbersome
nature. POCs also agreed that as much as site staffs seemed to favor the
advantages of the bifold design, unless the overprinting issues could be
solved, these forms would have to revert to single sheet paper if implemented
on a world-wide scale. Overprinting was such a critical issue that the
practicality of daily use would be significantly hampered by the folder design.

If however, a solution was found to overprinting, and the bi-fold design
maintained, POCs agreed on the following design changes:

- the patient identification block should be printed on all
sides of the folder;

- recurring orders should all be contained on both sides
of the inner portions of the folder (pages 2 and 3), with
single actions on the front (page 1), and the less used
"PRN" orders on the reverse side (page 4).

- codes should be placed on three of the four pages (only
on one page of the recurring orders);

- a "year" block should be placed on each page (thus
eliminating each time an order is transcribed);

- page one should have a section which notes the number
of such forms in use for current hospitalization, e.g.,
"Form of ,___I
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- the terms "clerk/nurse" in the block for transcribing
official's initials should be changed to "transcriber/
reviewer;"

- the paper stock should be changed to one less thick
than card stock, but yet sturdy enough to withstand the
constant handling such forms experienced.

f) Integrated Progress Notes. Project officers reported that
their nursing staffs were divided on this issue; many wanted to return to the
separate nursing note, others to continue using progress notes. The POCs also
identified that other health care providers were equally divided. One
point seemed clear at all facilities: the TDs were not being utilized as
originally designed, which created problems with narrative charting. On one
hand, at the time of the debrief, POCs reported that nursing personnel had yet
to fully utilize the TDs to subsume much of the routine daily nursing
activities and patient responses. There were several reasons, foremost of
which was the overprint difficulty. Consequently, narrative notations in the
progress notes were not succinct, nor truly reflective of the patient's
progress. On the other, it became evident, that nursing personnel were
frequently not documenting on either the TDs or the progress note, and valuable
nursing data was being lost. Additionally, POCs reported that many nursing
personnel had not yet reached a "comfort" level with themselves and their
documentation, which allowed them to look positively on their written notes.
POCs also identified that all levels of nursing personnel required some
additional element of training to keep notes brief and clear.

Finally, POCs agreed that the few months of testing were not enough to
change, wLtat for some health care providers, was a career lifetime of separated
narrative notations. Yet, each POC acknowledged, that each day brought
improvements. After lengthy discussions, as with other issues which divided
opinions, POCs agreed to await study survey results.

g) Practicality for Daily Use. By all POC accounts, initial
weeks of implementation were hampered because of the significant problems
created with printing errors. However, once appropriate forms had arrived,
resolution of overprint problems had begun, and personnel became more familiar
with the tested elements, POCs acknowledged that the study course ran more
smoothly. Adjustments by staff members were necessary. Several clinical
areas had reported logistical difficulties with the forms. For example,
Intensive Care Unit staff's usually kept specialty flowsheets, plus the TDs and
nursing notes on a clipboard at the patient's bedside. The bi-fold design of
the TDs made use of the clipboards very cumbersome. It seemed to be more work,
rather than less, for these specialty areas to document. Specific difficulties
were overcome by the ICU staffs in different ways: some chose to continue to
use the specialty flow sheet, placing the TDs with the patient record; others
obtained boards with spiral loops rather than clips, which allowed the TDs to
be closed and flipped over with relative ease. Other areas chose to place the
progress notes with the flowsheets on the clip boards to help care providers
find data more easily. Nursinq personnel on many units had to become
accustomed to not having the freedom of keeping their narrative notations
separate from the patient record. Progress notes kept with the inpatient chart
forced nursing personnel to readjust documentation habits. For example, rather
than waiting until the end of a shift to document, they would frequently make
chronological entries at the time of occurrence, in order to preclude the
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traditional "end of shift" rush for the patient record. Orientation and
inservice training were recurring requirements. Because the tested elements
were a change for everyone, and used at only these four sites, any new
employee, either military or civilian, had to be oriented to the study, the
forms, and guidelines. Few military personnel had been reassigned between the
test units. Regardless of experiences at other Army medical treatment
facilities, incoming personnel who had any interface with inpatient
documentation required training. Because of its numbers of personnel and
frequent turnover, particularly during the summer rotation months, FAMC
personnel eventually developed a video tape to be used for orientation; the
other sites incorporated training within Department of Nursing programs, or
oriented physicians as the need arose.

Despite inherent difficulties associated with any change on this scale,
POCs reported that, as with the integrated progress notes, each day seemed to
bring improvement, and staffs felt that, except for the separated physician
orders, the benefits of the tested elements would outweigh the difficulties.
POCs agreed that the more formal survey to be conducted during the summer
months was critical.

h) World-wide Implementation. Following lengthy discussion,
project officers agreed on two key points. First, it was crucial that world-
wide implementation be approached in an organized fashion with implementation
directions coordinated at the OTSG level. Secondly, POCs recommended that form
and guideline implementation follow the manner in which the test was carried
out. In essence, world-wide implementation would cnnsist of four elements:
preimplementation coordination of logistics by a central activity; use of
training teams to educate local facility personnel; local training and
decisions about phase-in of new forms; follow-up activities and clarification
of questions. The central activity (OTSG level) would assist in
coordinating printing and shipping requirements; preparation of regulations
governing documentation principles and form use; preparation of necessary
training aides; coordination with other disciplines at the OTSG levels.
Because of the magnitude of the training efforts, POCs recommended that a
regional approach to training be taken: regional coordinators and teams
appointed who would be trained, and then be expected to "train the trainers" at
the local facilities. POCs also suggested that test site personnel would be
valuable resources to assist with such training efforts. POCs also suggested
that training and implementation be coordinated around a conference attended by
most Chief Nurses and/or Chiefs, Nursing Education and Staff Development
Offices, so training logistics would be disseminated to facility leaders who
would eventually appoint local coordirators and training team members.

The training issues were of paramount importance from the POCs'
perspective. They agreed that, had they the option to "do things differently"
each would hive programmed more time for training. Group sessions would have
been used more frequently at all sites, with an emphasis on the change in use
of the TD forms: using the TDs to document the results of activities, not
merely as annotation of performance of a task.

Regional activities had to inciude appointment of a regional coordinator
who could function as the regional resource for questions and answers and also
serve as conduit for issues between the local facility and central coordinator.
POCs believed that the "train the trainer" concept could be more fully utilized
if begun at the regional level. POCs felt it important that local facilities
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have some structure for implementation requirements, but also enough flexibility
within the structure to meet local needs. For example, the central activity
might decide a specific target date for full world-wide implementation, while
facilities could choose the dates and manner in which phase-in activities would
be approached. Local facilities would receive training aides from the central
activity, but could also develop facility-specific programs to introduce the
forms and new guidelines.

Finally, POCs unanimously supported the frequent use of electronic mail
between all levels of activity to quickly share "lessons learned," capitalize
on achievements, and to stay abreast of necessary changes. They also suggested
that facilities undergoing accreditation surveys during, or shortly following,
implementation, be closely monitored to further facilitate problem solving and
information sharing.

The project officers recognized that all their world-wide implementation
recommendations were lengthy, and could prove to be costly if regional meetings
were required. However, they also concluded that the favorable results of
careful planning would result in: fewer problems than they had faced with
test-site implementation; emphasis on the positive elements of the new forms
and revised regulations; and facilitation of the arduous change process for
each facility.

2) JCAH and IG Survey Results.

a) JCAH Survey Results. While the JCAH survey encompassed
retrospective record review, it also focused on concurrent review of innatient
records containing the test forms. Hence, the overall commendable rating
received by one facility was also reflective of test form use. Specific
comments were made by the surveyor regarding several tested elements:

- thoroughness of discharge summaries found on the test form (DA
Form 3888-5, Test) in comparison to those summaries written
previously in nursing notes;

- integration of progress notes provided less fragmenting of
overall information; particularly noteworthy were records
reviewed from intensive care areas; and

- the use of codes and writing of patient responses on the
therapeutic documentation care plans provided further
continuity to care documentation.

b) ig YReault,. All findings reported by the IG
surveyors were in Category Ii. In general, for all facilities, while nursing
histories and assessments received praise for those records completed during
test form use, issues surrounding identification and prioritizing of nursing
care problems and related nursing interventions were rioted for all facilities.
(Because of the confidentiality of IG survey reports, individual test sites are
identified only by number in the following paragraphs.)

(1) _it.. On the surface, Site I appeared to fare well
during two surveys. In the survey preceding the test form period, while there
were several findings reVarding the inpatient treatment record, there were no
recorded deficiencies related to the nursing process. One commendation was
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made regarding medical record documentation of minimal care patients noting
that review revealed ongoing assessment of patient needs by the physician and
nursing staff. Much effort had gone into developing hospital policy and
procedures to ensure rapid identification of changes in the condition of these
patients.

The IG survey during the test form period made no mention at all of
nursing process documentation. However, the nurse surveyor later indicated to
the CNR investigator that she had been about to render a Category I finding due
to an almost total lack of nursing documentation regarding patient progress
based upon her retrospective chart reviews until she met with the Chief Nurse
to discuss the situation. Site 1 had been using test elements for
approximately four mont' . when the survey was conducted. All charts
retrospectively reviewea had been those completed in the first month of test
form use. The Chief Nurse had identified the problem the month prior to the
survey: while assessments and care plans appeared adequate, he stated in a
memorandum to all nursing personnel: "...most records I reviewed revealed
inadequate documentation of nursing interventions...it was difficult to
determine the patient's status from the nursing progress notes." The nursing
staff was instructed that until such time as the clinical head nurses and
supervisors determined that nursing documentation on the progress notes and
therapeutic documentation care plans reflected care provided, the frequency
with which nursing progress notes were to be recorded was, at a minimum, to be
based upon the acuity of the patient.

(2) Site_2. Site 2's documentation was highly commended
following the preceding year's IG survey which cited several documentation
deficiencies including the lack of nursing care problems based on the
assessment, and further, lack of nursing orders developed for problems which
had been identified. The site's admission assessments were cited in the 1986
survey report as "generally comprehensive and timely" during test form use.
Retrospective and concurrent chart reviews of records using tested elements
further identified a great improvement over the prior year's findings: nursing
care plans (NCPs) were relevant and well developed with nursing orders for all
problems identified on the NCP. The commendable finding cited the emphasis
placed on the importance of documenting all elements of the nursing process by
personnel in the Chief Nurse's Office and the Department of Nursing Quality
Assurance co)rdinator.

(3) ite . Site 3 had documentation findings for
succeeding years, including the test site year. Discussion of findings
included incomplete documentation of the nursing process specifying the same
issues regarding a lack of care problem identification and corresponding
nursing orders for existing problems. Site 3 had a noted 'improvement in the
timely completion and content of nursing assessments. Preceding survey results
noted that assessments were not always clearly identified as having been
completed by an RN, and, in some instances, were incomplete.

However, Site 3's participatiGn in the CNR study and its documentation
deficits were specifically mentioned in one of the survey result comments:
"The neea to identify and plan for essential elements of care was even more
imperative in this MEDDAC since participation in the nursing documentation
study allowed for decreased frequency of charting. The writing of pertirent
nursing orders based on problems identified during assessment was essential in
order to facilitate the documentation of care provided and evaluation of the
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patient's response to these nursing interventions by the abbreviated methods
allowed in using the test forms in the study."

(4) Summary Comments from IG Surveyors. In a memorandum
for record to the CNR investigators the IG surveyors:

- conveyed their belief that eventually tested documentation changes
would make an impact on the quality of the medical record.

- identified that further education was needed emphasizing the writing
and structuring of nursing orders to facilitate documentation of
patient response on the TDs, much like an "activities of daily care
flowsheet."

- noted that the problems cited from all three facilities in the area of
problem and nursing order identification wee not ones which would be
solved by the piece of paper on to which words were written. Such
issues would be resolved only through the cognitive process and
dedication given to them by the RN on the nursing unit.

- based on their collective seven years experience of record surveys,
attested to the fact that such problems existed at all medical
treatment facilities.

3) Personnel Surveys (Appendix I). A total adjusted population of
1151 subjects was identified. Final returns yielded 1077 (94%) responses; 231
(20%) of these questionnaires were unusable (returned blank or incomplete), for
a usable questionnaire rate of 74% (N=849). Survey subjects were distributed
in the following manner: 37.4% (n=316) Registered Nurses; 31.4% (n=266)
nursing paraprofessional personnel; 4.1% (n=35) Unit Clerks; and 27.1% (n=229)
other professional staff (Appendix I, Table 1). A breakdown of the "other
professional staff" (Appendix I, Table 113) revealed that the vast majority
(n=186; 84.2%) were physicians.

a) Written Comments. Content analysis was conducted on the
more than 1100 written responses (Appendix I, Table 101). More than half of
all comments focused on the physician order sheets (34.1%), integrated progress
notes (16.4%), and therapeutic documentation care plans (13.8%). All tested
elements solicited some form of written comments from survey participants. The
content analysis is further described below in segments addressing each tested
element. The reader is advised that quoted responses are perceived to reflect
individual comments pertaining to a specific section and are not to be
construed to reflect the majority opinion. Each quoted comment is preceded by
a notation identifying authorship: "RN" (Registered Nurse); "P" (Nursing
Paraprofessional); "D" (Physician); "UC" (Unit Clerk).

b) Comparison of 1977 Forms with Test Forms. Several questions
in all surveys dealt with the comparison of the 1977 forms to the tested forms.
Nursing personnel Nere asked to respond to perceived use with questions like:
"Compared to the old system, I feel the test forms save nursing documentaLion
time;" and "Compared to the old system, I feel the test forms improve
communications about the patient between nursing and other health care
professionals" (Appendix I, Tables 3-13). Other professional staff personnel
had been asked how the tested elements assisted them in learning about nursing
activities and the patient's condition (Appendix I, Tables 39-54).
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Nursing personnel, in general, agreed that the tested elements:

- saved nursing documentation time (Appendix I, Table 3);

- decreased redundancy of documentation (Appendix I, Table 4);

- encouraged RNs to use the nursing process (Appendix I, Table 7);

- were easier to use (Appendix I, Table 8);

- improved communications concerning the patient among nursing
personnel (Appendix I, Table 5);

- improved communications concerning the patient between nursing
and other health care providers (Appendix I, Table 6);

- provided a better picture of patient progress (Appendix I, Table
11);

- improved the quality of documentation on their specific units
(Appendix I, Table 13); and

- were a "definite improve,,ent" (Appenuix I, Table 10).

With the exception of the integrated progress notes, test forms and
guidelines did not seem to have changed the other professional staff members'
use of nursing information to learn about nursing activities and the patient's
condition. For example, when queried about the frequency with which the

following nursing forms had been used, the minority responded with "For Every

Patient" or "For Most Patients:"

FORMS PRIOR TEST DURING TEST

Nursing History and Assessment 28.4% 34.4%

Nursing Care Plan 8.7% 11.3%

Nursing Discharge Summary 7.7% 10.6%

Nonmedication TD 30.4% 40.9%

Medication TD 41.6% 42.3%

However, the use of progress notes and narrative nursing notes provided a
different view. Prior to the test, 52.4% of the "other professional staff"
respondents indicated that they used the nursing notes either "for every
patient" or "for most patients" to learn about nursing activities and the
patients condition (Appendix I, Table 53). During the test period (when
nursing notes were integrated with all other providers' progress notes), more
than 73.3% responded that they had used the progress notes to learn about
nursing activities and patient condition "for every patient" or "most patients"
(Appendix I, Table 45). Sixty-nine written responses addressed the overall
system changes, providing both positive (51) and negative (18) comments. The
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positive comments were often brief and succinct: (RN) "Overall Good;" or (RN)
"A good system. Needs some modifications, but let's keep it." Other positive
comments were more reflective:

(RN) "If used properly, the 'old' forms enhanced commo (sic)
among nursing personnel. The change in forms may improve
commo (sic) if the nursing process and planning care is better
understood. All in all, test forms are excellent upgrade from
previous ones and have good ideas. They make implementin§
the nursing process easier, although it could have been done
with the 'old' ones if desired."

Most of the positive comments were from registered nurses, although one
physician wrote:

"I really don't feel I'm qualified to answer...when I arrived
here the new documentation was in effect and I haven't any
idea of the comparison. I will say it's much easier than
documentation in any of the civilian hospitals where I've
worked before coming here. I find the documentation more
concise and complete than any other I've ever done."

On the opposite side, were those who pelt that the changes had primarily
increased "paper shuffling," and "caused documentation to consume more time
than patient care."

c) Satisfaction with Documentation Changes.

(1) Integrated Progress Notes. The majority of "other
professional staff", RN and paraprofessional nursing personnel tended to agree
with the statements that the integrated notes:

- lessened fragmentation in the chart (Appendix I, Table 87);

- improved communication between all groups (Appendix I, Table 84);

- made it "easier" to determine the patient's condition (Appendix I,
Table 90); and

- should be available for use at all Army MTFs (Appendix I, Table 93).

Sixty-four percent of the "other professional staff" respondents acknowledged
that the integrated notes had encouraged them to read narrative nursing notes
more than in the past (Appendix I, Table 89); 91% of all nursing personnel
agreed that the integration encouraged them to read other care providers' notes
more than when the notes had been separated in different areas of the medical
record (Appendix I, Table 92). In addition nursing personnel felt that an
integrated concept encouraged more thorough, but concise, documentation
(Appendix I, Tables 85, 86).

"Other professional staff" respondents identified that they had little
difficulty identifying nursing notations (Appendix I, Table 95), authors of
previous notations (Appendix I, Table 94), or locating their o; !1 previous
narrative notations (Appendix I, Table 96). These had been reasons most cited
by staff members prior to testing for not using an integrated concept for
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progress notes. On the other hand, this group of respondents did not agree
that the integrated notes lessened the amount they had to document (Appendix I,
Table 88).

Written comments again reflected both positive and negative aspects
encountered by users during the testing period. The number of these commentl
was second only to those made regarding physician order sheets. The
positive comments focused on the general satisfaction with all providers using
the same narrative forms, the perceived improvement in communication, and the
desire to maintain the concept of integrated notes after the testing period.

(RN) "Best idea of all!"

(RN) "Once I got use to charting on the progress sheet I liked it."

(RN) "Definite improvement. Learn alot (sic) more about the
patient's status. Encourages reading of other's notes."

(RN) "Love it. Jt makes me think more and improve quality
of individual notes. The physicians had a fit about it
initially. They are beginning to come around and accept it.
Sometimes they actually read our notes! This was, in my opinion,
the biggest and most important change that should be implemented
worldwide. It was a giant leap forward in the continuing saga
demonstrating that we are professionals."

(P) "Helpful for displaying total picture of patient's status."

(P) "Recommend keeping nurses notes combined with physicians."

(RN) "We must keep this part."

(D) "I have always relied heavily on TPR graphic sheets and nursing
medication 'white sheets' as well as nursing notes. In the past,
nursing notes were not as readily available as they are now. I
feel the current placement of nursing notes in the 'progress notes'
is a clear improvement because they are always readily available
and contain important information in the overall care of the
patient."

(D) "Integrated progress notes are an improvement because they
are on the same chart and therefore easier to review."

Negative comments were grouped in several areas: paraprofessional entry,
decreased documentation and lack of nursing notations; physician
dissatisfaction; sequencing; increased fragmentation and difficulty locating
information; notation quality and duplication; and those which advocated
returning to separated notations. Comments regarding paraprofessional entry
were related to the substance of a notation which were linked to both the
clinical and writing skills of the paraprofessional:

(D) "Consolidated forms allowed for ridiculous nursing notation
by paraprofessionals: 'agree with previous assessment' with
signature to follow notations from consultant staff, staff
and house staff involving aspects of patient care they were
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untrained to evaluate. But because they 'wrote a note' they
were free of the obligations to document nursing observations
and patient assessments from their areas of concern and
training."

(RN) "Paraprofessionals should be allowed to write on progress
notes, but there were problems with the 'old' form in getting
some individuals to chart appropriately. Should they be practicing
on the SF 509?"

(RN) "Need to increase paraprofessional proficiency in charting."

(D) "Many of the nurse's aides, etc., make notations in the
record...which show lack of technical observational skills. Having
their notes in the progress notes makes it difficult to follow
the true progress of the patient. They are certainly not of
sufficient quality to be countersigned and decrease the charting
time for health care professionals."

Others described what they felt to be a noticeable lack of nursing
notations, and decreased documentation:

(RN) "The simplicity of the system has resulted in less charting,
but until all the documentation habits have changed, there will
be a decided lack of appropriate nursing entries."

(RN) "This decreases services responsibility, especially physician
and nursing, to chart. Even though something is charted, my legal
responsibility to document has not been released."

(RN) "We have found that some physicians are not documenting on
notes for days at a time, simply because the nursing staff is."

(D) "Nurses make less notes with integrated progress notes. I
miss their daily notes."

(D) "My biggest problem is lack of nursing notes. This is
especially true of 1) PRN orders (which are) difficult to
determine when, why and result of use; 2) patient's emotional
status was totally lacking in current notes; 3) patients seem
to have more unresolved, undocumented, minor complaints at the
time of discharge than with previous notes..."

(P) "Need more usage by nursing staff -- too little charting being
done by nurses."

Nursing personnel were concerned that physicians did not read their notes;
and both nursing and physician personnel addressed concerns regarding notations
out of sequence, which frequently wrought more confusion and made information
harder to find:

'RN) "I found the decreased requirements to chart has caused
some fragmenting of the records. It is difficult to decide where
to look for the information."
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(RN) "Notes are always out of sequence since physicians just
start new pages for their notes rather than sift through nursing
entries. I think they (MDs) read nursing entries more when they
were separated from doctor's progress notes."

(D) "Far too little care is taken by nursing staff to write note
in an orderly, consecutive or chronologic fashion. More attention
should be taken to this problem..."

(D) "Nurses' notes in doctors' progress notes makes for confusion
and difficulty finding critical information. Both should be
kept separate."

(D) "The integrated progress note is nearly impossible to read. I
find myself reading nursing notes LESS (writer's emphasis) often
due to frustration at trying to locate other MD progress notes
or consultation notes."

Comments were made by both nursing and physicians regarding quality and
duplication of notations:

(RN) "ICU mandates we record all assessment nntes during each
shift even if the MDs have the same findings."

(D) "Most nursing notes are too long and filled with non-
essential, cover your position, repetitive shift-to-shift verbiage.
Put this stuff elsewhere. Keep progress notes concise and
meaningful and they'll be read and contribute to overall
communication and care."

(P) "Daily nurses notes on all patients is presently required.
Frequently nothing new needs to be charted and an entry is a
waste of time."

(D) "Information...is often duplicated."

Finally, there were comments from each group suggesting return to separated
notations:

(RN) "The fact that we document most things on the TDs causes
the doctors some difficulty, as they cannot always follow our
TDs...In all honesty, I miss the nurse's notes as I feel we
perceive things differently than the physician."

(D) "Leave the progress notes to the physicians!"

(P) "Separate doctor notes and nurses notes."

(2) Separated Orders. Nursing personnel and "other
professional staff" respondents differed in their opinion of the separation of
medication from nonmedication orders. The RNs, paraprofessional and unit clerk
personnel were more in favor of the separation (Appendix I, Table 56),
identified having "minimal difficulties" with the separation (Appendix I, Table
55) and agreed that orders should remain separated on color-coded sheets
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(Appendix I, Table 56). The majority (53.4%) of the OPS respondents (Appendix
I, Table 55) identified that separate order sheets caused more than minimal
difficulty and were almost evenly divided regarding separating medication from
noninedication orders: 49% agreed that orders should remain separated; 51%
disagreed (Appendix I, Table 56).

Written comments were divided along the same lines. Positive comments
from nursing personnel highlighted their appreciation for the single action
order column which eliminated the necessity of recopying certain orders: (RN)
"I did like being able to sign off stat or one time orders that were done and
didn't have to be transcribed." Positive physician comments focused on the
ease of referencing medication from nonmedication orders:

(D) "Separate order sheets for medications make it much easier
to review previously ordered meds (sic) at a glance in conjunction
with the medication 'white sheet.'"

(D) "I routinely separated my orders for medications prior to
the institution of these forms. I do not 'mind' using the new
format, but it has not been of additional help for my patients.
It has helped when seeing patients followed by another doctor
to quickly check current medications."

Not only did the physician order forms elicit the largest percentage of
written comments, but the majority were negative in nature. Physicians and
nurses commented about the increased "paperwork," confusion and time of use.

(RN) "...Not having to transcribe saved time, but trying to
figure out if something was done often took more time."

(RN) "It's too time consuming to check two copies of orders
each time the chart is flagged. Also, MDs write on wrong
forms and we have to track them down."

() "Two order sheets increases my workload and the nurses inform
me that the orders do not significantly decrease their workload."

(D) "In the course of writing orders for a patient with multiple
medical problems, it is very easy to lose the train of thought
when having to switch back and forth between order sheets."

(D) "The key to proper order identification is a legibly
written, complete order; separation on separate forms increases
paperwork without resolving the underlying issue."

There was also concern on the part of both types of care providers about
missed orders:

(RN) "Too many orders were missed with the separate order sheets."

(RN) " The separation of medication and nonmedication orders
seems to serve no purpose other than to aggravate doctors and
make it easier for nursing staff to overlook one or the other
set of orders."
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(D) "I found repeated examples where ward clerks and nurses
would take off orders on only one set of sheets despite flagging
both sets."

(D) "It is very confusing to try to separate medication from
nonmedication orders when writing orders on rounds, admissions
and postops (sic). They have led to many accidental order
deletions on my part."

(D) "'Split' orders continue to be confusing and have on at
least two occasions, resulted in 'missed orders.' I obviously
don't like them, but would happily accept if clearly, in
nurses' (users') opinion, (they were) a significant help to them."

Nurses, unit clerks and physicians expressed preference for one sheet:

(RN) "I feel more comfortable with one order sheet. I do like
the single order sign off section."

(UC) "One sheet is sufficient..."

(D) "If it truly makes the nurses lives easier and decreases
paperwork, one can adapt to the change, i.e., it's easier now
than it was when first instituted. But if to deal with it
doesn't really help the nurses, it would be much better to
revert to one order sheet."

Several redesign comments were also made, primarily focusing on maintaining
separation of types of orders, but confining them to one sheet:

(RN) "It would be helpful if the medication and nonmedication
MD order sheet were back as one. A possibility would
be to put a dotted way over on the page and start all
med (sic) orders there. That way they are still easily
identified."

(RN) "People have suggested med & nonmeds (sic) be written
on the same sheet, only side by side, in 2 separate columns,
as opposed to separate sheets."

(D) "In my medical school training, we always wrote medication
orders in a different area than nonmedication. However, our
order form had the following: a 2 sided format which allowed
the doctor to write both orders without constantly flipping
pages. This is much faster and more efficient!"

(3) Nursing History and Assessment Form. There was
agreement among nursing personnel that the reduced number and content of
questions were sufficient (Appendix I, Tables 14, 15) and that the personal
articles block appearing on the front side of the form was "helpful" (Appendix
I, Table 16). Nursing respondents also identified that the bulk of nursing
histories were being taken by non-RN/ANC nursing personnel (Appendix I, Table
17). In compliance with Army regulations and the study guidelines, assessments
were being performed by a Registered Nurse (Appendix I, Table 18). RNs were in
favor of having the assessment categories, as appeared in DA Pam 40-5,
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overp;'inted on'the form (Appendix I, Table 23) since they were not only helpful
(Appendix I, Table 21), but were perceived to increase the use of the
categories (Appendix I, Table 22). The majority of nursing personnel (54.2%)
identified that the nursing history and assessment continuation form was not
freqLently used on their unit (Appendix I, Table 20).

Written comments primarily focused on redesign, but included a few
positive and negative replies. Positive written comments included phrases such
as: (RN) "Better than the old way;" (RN) "Assessment categories are very
helpful;" and (P) "Clear and concise on gathering pertinent information."
Personnel remarked that they found the continuation sheet: (RN) "Usefill for
transfers to/from the unit;" and (RN) "Helpful for recording admission
criterid." Negative comments expressed the view that fewer history
questions did no, necessarily add to the quality of the nursing history: (RN)
"I like the old form with more nursing history questions. Some of the old
questions needed deletion, but now too brief (sic);" and, (RN "The old form,
though (sic) it took longer to complete, gave us a better overall history of
the patient." Revision comments included suggestions to add material,
e.g., space for listing medications and health problems; space for patient's
and local contact's address; area to note habits such as smoking and alcohol
consumption, space to document patient teaching, and family history. Deletions
were also suggested, e.g., personal items inventory, assessment categories,
question "How can we be most helpful."

(4) Nlursing Care elan. Overprinting of nursing diagnostic
categories on this form was viewed in a favorable light by the RNs: 88.5%
agreed that such an overprint was "helpful" (Appendix I, Table 25); 84.5%
agreed that it increased their use of the nursing diagnoses (Appendix I, Table
26); and 90.9% agreed that the categories should continue to appear on the NCP
(Appendix I, Table 27). Eighty-seven percent of the nursing paraprofessionals
identified that they do use the care plan to learn of patient goals (Appendix
I, Table 28).

Positive written comments included expressions such as: (RN) "Excellent;"
and "Improvement, more room to write." Some RNs expressed a dislike of having
the nursing diagnoses overprinted on the form: "It makes reading the page
confusing and restricts my use of the form." However, as with the history and
assessment forms, most comments suggested design changes:

(RN) "Nursing discharge considerations should somehow be put on
the front of the form so we would see them."

(RN) "Put overprint of diagnoses on the front page."

(5) Nursing Discharge Summary. Again, a favorable view
was taken by RN personnel regarding the creation and use of this form.
Respondents:

- agreed that the summary contained elements necessary for a discharge
note (Appendix I, Table 31);

- liked having the form serve the dual purpose of discharge note

(Appendix I, Table 32) and patient information copy (Appendix
I, Table 33);
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- felt an outpatient record copy to be important (Appendix I, Table 34);

- would like to keep such a form (Appendix I, Table 35), but to have it
be multidisciplinary in nature (Appendix I, Table 36).

Written comments also reflected favorable use of this form:

(RN) "Definitely needs to be kept since RNs give alot (sic) of
discharge instructions. Made overprinted with specific
instructions for my ward."

(RN) "Long overdue."

(RN) "Helpful in eliminating having to rewrite information."

The few negative comments often focused on the redundancy of information
in all providers discharge notes, which gave support to comments advocating
eventual multidisciplinary discharge note:

(RN) "Do we all have to write the same discharge note?"

(RN) "Feel this is unnecessary for this is all info (sic) on
doctor's discharge summary sheet."

(RN) "Multidisciplinary form would be great if other
disciplines would use."

Written comments also suggested redesign considerations:

(RN) "Delete the need for initials in each section. One line
at the bottom with a space to sign off would suffice.

(RN) "Get rid of the lines. They drive me crazy. Would
be much more helpful just to have blocks to write in."

(RN) "Need more room for meds (sic); less room for instruction."

(RN) "Section on appointments is confusing."

(RN) "...should have a place for diagnosis."

(6) Therapeutic Documentation Care Plans. Questions for
nursing personnel were focused in the two areas of change with regards to these
forms: the concept of recording patient responses directly on the TDs and the
tested folder format. Personnel liked recording responses directly on the
sheet containing the orders (Appendix I, Table 61). Furthermore, such a
concept was felt by nursing to have:

- improved nursing documentation (Appendix I, Table 64), communication
among nursing personnel (Appendix I, Table 66), and communication
between nursing and other disciplines (Appendix I, Table 67);

- decreased fragmentation of information (Appendix I, Table 68); and

- provided a better "picture" of the patient (Appendix I, Table 70).
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Personnel were of the opinion that such a concept should be available world-
wide (Appendix I, Table 73). Paraprofessional personnel identified that
because of this concept, the TDs had become their main source of documentation
(Appendix I, Table 62).

The folder format was viewed as an improvement over the previous format
(Appendix I, Table 74), with respondents agreeing that the PRN and single
actions need to be kept separated (Appendix I, Table 78). The sturdier paper,
even with numerous overprinting problems, was also viewed as an asset and
should be continued (Appendix I, Table 77) even if orders cannot be easily
overprinted (Appendix I, Table 75). However, the overwhelming maJority of
nursing personnel identified that the use of a yellow highlighter to
discontinue orders was essential (Appendix I, Table 83).

The third largest group of written comments were made about the iDs.
Positive and redesign comments were often intermingled:

(RN) "It's great; need more staff members to be more
consistent with the patient response codes."

(P) "Easier to work with; improves charting and saves time."

(UC) "Keep these forms."

RN) "Need to encourage use of codes. Should show patients ID
sic) on all sides."

(RN and UC) "Would be better if PRN actions were placed on the
back of the sheet and both inside sections used for
recurring orders."

(RN) "Must be able to be overprinted and remain color coded."

(P) "More space needed in blocks."

(P) "Need more room to write why a medication was given and
its effectiveness."

(Rhj 'Can these be revised somewhat so you aren't constantly
flipping/flopping. Alot (sic) of people end up missing or
forgetting to sign off treatments because they are impossible
to keep in order."

Several comments were made about coding issues:

(RN) "Coding should be the same on both forms. I like
the idea of codes but would use different words than
satisfactory or unsatisfactory. Maybe an additional
few codes would be appropriate."

(RN) "Find a more effective way to document response of
patient other than a plus or minus."

(RN) "Effectiveness codes are not utilized. Changing forms
will not solve this problem, but this is a good form."
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(RN) "I dislike using codes. Orders are not always
effective or ineffective, e.g., patient states he got some
relief from pain with this medication."

(P) "The forms are easier to use but do not allow for
specific information to be obtained, such as how much of
a diet was eaten. 1/2, 1/4, 3/4, or all. The "yes" and
"no" codes don't ailow for deviations."

Not all study respondents were pleased with the new format, suggesting
a return to previous ways, particularly the use of a single sheet:

(RN) "Integrate to one form. Does not work well for
minimal orders, e.g., labor and delivery; too bulky.

(RN) "Bulky with too many folds and places to look for orders."

(RN) "The folder method proves confusing."

(RN) "Single sheet format."

(P) "Reinstate old forms."

Respondents making written comments regarding yellow highlighter use
unanimously agreed that the highlighter must be used to discontinue orders.
As one paraprofessional put it: "The blocking out with yellow marker was more
alerting to the eye than the current (way) of discontinuing an order."

8. DISCUSSION

As noted at the beginning of this project report, forms and documentation
are a necessary part of nursing's daily life. The investigators outlined but
four stated overall objectives as the study process began. However, the true
"bottom line" was the attempt to find a less cumbersome system, which would
provide a mechanism for world-wide Army nursing personnel, regardless of
specialty area, to appropriately, simply, promptly and accurately record
essential elements of daily patient care, and any variations in the patient's
response to the therapeutic regimens. Essentially, a single solution that
would fit everything. In that vein, we went about trying to describe
documentation's various perspectives.

Study questions which addressed all aspects of the tested process, from
survey to implementation, have been answered. Yet, at the same time, the
dilemma of documentation persists. When is enough, enough, or even too much?
When is it too little? Perhaps the crux of this study was the ability to use
three pieces of paper, on which the bulk of patient data could be recorded:
the therapeutic documentation care plans, holding documentation of "normal" or
"expected" responses to interventions; and the progress note sheet, onto which
could be recorded the deviations from the care, summary statements of changes,
or even agreement with a colleague's assessment.

Did it work? Yes, but... Integrated progress notes, with accompanying
use of the TDs to subsume the bulk of the day to day "charting," began to allow
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the exchange of ideas in one area of the patient record; consolidate
information about the patient from the myriad of disciplines; provide a more
chronological record of events from "start to finish." Yet, full success
depended upon important changes: everyone's, not just nursing's, understanding
of the new use for the TDs; thorough annotation of nursing orders to cover all
care actions (e.g., writing a nursing order for "daily wound checks" which
would facilitate recording of normal healing processes); appropriate, and
frequent notation of responses on the TDs; and the ability to write a "quality
progress note," that is, one which was succinct, showed technical observational
skills, used appropriate medical terminology, etc.

Those changes, as reported, were not as successful as others. The
linchpin may be time. The literature supports that the longer a process is in
place, and the more radical the departure from the "norm," the more arduous and
lengthy is the change. Although training was conducted prior to implementation
of tested documentation forms and concepts, and personnel learned more with
each passing day of the test, habits slowly changed. Yet, because of time
constraints, surveys were conducted only four months into the project. This
could explain what might, at first, seem to be a split vote on integrated
notes. Respondent's written survey comments also leave one with the sense that
during the test period, as habits changed, there were even "fewer" bits of
nursing information. It is important to note that the overwhelming majority of
all respondents (85.1%) and nearly 63% of nonnursing respondents were in favor
of having integrated notes at all Army facilities. Although problems existed,
respondents placed merit to the concept, and want to continue its use.

Comment must also be made on two diverse perspectives: that "more" is
automatically "better;" or that "less" is preferred. Volume does not
necessarily correlate with quality; in fact important measurements and
observations may be obscured as they are buried in voluminous notes. However,
regardless of the simplicity allowed by any system, until habits are changed, a
dearth of appropriate notation may be the result. For example, simply agreeing
with a previous assessment does not satisfy documentation requirements if the
writer is untrained to evaluate the validity of the assessment, or is still
adjusting to the expanded use of the TDs and chooses not to document in either
progress note or TD area. Nursing observations and patient assessments are
important. The perspective and content of such notations has changed
drastically over past decades as education and technology improvements have
increased nurses' and paraprofessionals' skills. Yet, when pressed for time,
on a shift when chaos may reign, and priorities must be set, nursing personnel
must remain diligent to safeguard appropriate, albeit, abbreviated
documentation.

The separated physicians' orders was much too arduous a change, proving
the most difficult to manage and causing repeated conflicts between providers.
Printing errors further added to the confusion at implementation
startup. The investigators pause to wonder the course of study results if this
element had not been attempted. Would it have allowed nursing personnel to
concentrate on learning and feeling comfortable with the expanded TD use?
Would it have allowed physicians less of a point of focus on multiple changes,
and increased acceptance of the integrated note concept? While there are no
final answers to these questions, it would seem reasonable to conclude that one
less change would not have had a negative effect.
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With the exception of the separated physicians' order sheets, when all
other study elements are taken into consideration, respondents expressed
satisfaction with changes, citing the ease of use, improved communication,
simplicity and flexibility of the new system. Easier transition to the less
drastic changes such as the revised history and assessment form, and nursing
care plan may play a part in the positive responses. Yet, again, innovation
theory reflects that new habits are not substituted for old unless the users
see utility to the change, and it shows a clear and unambiguous improvement
over its antecedent.

Some might challenge that if the tested system were really that much more
simple, it would not have taken extended training sessions, complicated
logistics, and detailed guidelines to implement. The forms would have "spoken
for themselves;" one look would have allowed users to immediately know for
what purpose and how the form was to be used. The investigators agree. Had we
simply tested a new history, assessment, care plan and discharge form such
issues would be moot. The complexity arrived with expanded TD use, and became
more so because of form construction (not to mention additional early printing
errors). Early in form development, study group members had decided they did
not want to relinquish the RN's ability to write nursing orders. At the same
time, group members liked the idea of having a piece of paper on which multiple
days of data could be recorded without necessitating recopying of orders. Had
these not been important issues, it is envisioned that the group would have
probably tested a form found in the civilian community: one generated daily; a
flowsheet of sorts, which, &,lowed notations of standard activities of daily
living, e.g., nutrition, activity level, vital signs, etc., for each shift.
Such a form also allowed the user to then refer to a narrative note, found
either on the reverse side of the same sheet or on ani integrated progress note.
The drawbacks were obvious: daily recopying of order levels; no addition of
nurse driven orders. Certainly, it would be simpler, yet users would have to
relinquish what are obviously preferred elements. There are tradeoffs to every
new idea. The investigators still feel this flowsheet has merit for testing if
users chose to relinquish a form with the noted characteristics.

The study pro'ass was lengthy; this report, too, has been lengthy. !he
investigators would be remiss, however, not to emphasize some relevant
methodological and philosophical issues. Documentation, regardless of the
system, is only as good as the person who puts pen to paper. As long as any
system is still requiring manual labor in the form of writing, rather than an
automative process allowing the user to select from a menu of responses, its
quality will often elude objective measure, continue to be value laden and
relative within the context of the reader's perspective. With apologies to a
Supreme Court justice, the investigators would venture to write that some might
even say "I can't define good documentation, but I sure know it when I see it."
The reverse may be even more obvious: "I sure know what's missing when I don't
see it." The search for quality then becomes more a hunt for the lack of,
rather than the presence of, the written word about a patient's response to
therapeutic regimens.

Automation will not be a panacea. It will still require the presence and
active participation of a health care provider to put observations and
conclusions to computer screen, or scroll through itemized lists. Yet it has
the enormous potential to remove the drudgery behind the process, insure
thoroughness of notations, and address that elusive quality issue head on.
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Finally, as health care becomes more complex and costly, emphasis placed
on shorter hospital stays, and the search begins in earnest for an element of
managed care within the AMEDD system, coherent, concise, yet detailed notations
will be the treasured norm. Whether the record is read by the physician,
nurse, lawyer, or budget analyst, each will be searching for evidence of
quality documentation which will help to explain events occurring during the
course of hospitalization. AMEDD inpatient records must work fr them, not
visa versa. The investigators fervently hope this effort has headed in the
former direction.

9. RECOMMENDATIONS

a. Based upon study findings, the following recommendations are made:

1) Medical Record - Nursing History and Assessment, DA Form 3888-2.
Recommend implementation with minor design changes (Appendix N-2) on the front
and reverse sides:

- Front: elimination of "Yes/No" column; elimination of
questions 7 and 8 ("What other concerns do you have;" and
"How can we be most helpful?") with remaining blank spaces
to be used as local need dictates.

- Reverse: addition of the words "Date/Time" in the upper
left hand corner of the assessment data area; elimination
of the block reading "Typed or Printed Name of RN," thus
allowing only for the Signature of the Registered Nurse to
appear at the end of the assessment.

2) Medical Record - Nursing History and Assessment (continued), DA
Form 3888-3 (Appendix N-4). Recommend implementation as tested (Appendix E-4).
Allow the form's continued use to update admission assessments as necessary, for
transfer assessments or for overprinting as local needs dictate.

3) Medical Record - Nursing Care Plan. DA Form 3888-4.
Recommend implementation with the following design changes (Appendix N-6):
moving the "Discharge Considerations" block from the reverse to front sides;
extending the care plan grid on the reverse side of the form.

4) Medical Record - Nursing Discharge Summary. DA Form 3888-5.
Recommend implementation with minor design changes (Appendix N-8): elimination
of lines within major sections; simplification of "Follow-Up" section; designate
copy #2 as "patient copy" and copy #3 for the health record/outpatient medical
treatment record. It is further recommended that, at some point (either upon
implementation if design issues can be resolved, or at a later date) the form
become multi-discipline in nature allowing care providers other than the nurse,
e.g., physician, dietitian, physical therapist, etc., to address discharge
considerations within their own realms.

5) Clinical Record - Doctor's Orders. DA Forms 4256. Recommend
one order sheet subdivided into two distinct sections: medication orders and
non-medication orders (Appendix N-9). The following design changes are further
recommended:
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- the form would continue to be multiple copy, with tear pages sent
to the pharmacy after each set of orders is written; new order
sheets would be initiated once a page is filled with orders on
one side or the other, or if all the copy pages have been sent
to the pharmacy. In the latter situation, if orders do not
fill the original page, but there are no additional copy pages,
the remainder of the original page would be crossed out to
eliminate the possibility of a written order without duplicate
pharmacy page.

- space the order lines to allow for standard typewritten spacing;

- change top reinforcement to facilitate automatic feeding through
a copy machine;

- eliminate the "buff copy".

6) Therapeutic Documentation Care Plans (Nonmedication)
(Medication). DA Forms 4677-1 (Appendix N-1O) and 4678-1 (Appendix N-16).
Recommend exploring the overprint/folder format issue onto cardstock with other
machinery; the ideal resolution would be to allow the folder format to remain as
tested (Appendix E-11 and E-15), with the sturdy paper. If the folder can be
maintained the following design changes are recommended:

- maintain the single action section on page one (folder front)
with the recurring order sections on pages two and three
(in the middle section of the folder); page four (the reverse
side of page one) would be used for the "PRN" orders.

- place Patient Identification block on all pages;

- place the phrase "continue on reverse" on page 3, indicating a
continued section on the fourth page;

- place related codes on three of the four pages (only on one page
of the recurring orders);

- place the year block on each page;

- create a section on page one denoting the number of such forms in
use for this hospitalization, e.g., "Form _ of __";

- change the terms "clerk/nurse" in the block for transcribing
official's initials to "transcriber/reviewer";

- change the paper stock from card-stock to a less thick, but yet
sturdy enough stock which could satisfactorily withstand the
constant handling such forms will experience.

If the overprint/folder format issue cannot be resolved, the following are
design recommendations:

- return to one piece of paper onto which overprints can be easily
accomplished;
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- have the "Single Action" and "PRN" sections appear in separate
blocks on the front side of the form, along with appropriate
patient identification, year, page number, and transcriber/
reviewer changes as previously suggested;

- print the "Recurring Orders" section on the reverse side of the
form, along with the appropriate codes;

- reduce the recurring orders section to encompass completed
actions for one week, rather than a longer period of time, in
order to enlarge the blocks for coding.

Finally, regardless of design change, use of the yellow highlighter to denote a
discontinued order must be reinstated.

b. Integrated Progress Notes. Recommend worldwide implementation of
integrated progress notes in conjunction with authorizing use of codes on the
therapeutic documentation care plans. Further recommend that all providers be
required to identify their notes by discipline, e.g., "Nursing Note"; "Physical
Therapy Note", "Attending Physician Note", etc., and that notes be not only
dated, but also timed. The latter could be most easily accomplished with the
addition of a date/time column on the progress note form (SF 509). Pages
should be numbered; hence, it is recommended that future redesign of the SF 509
include a notation designating paging sequence, e.g., "Page of ."
Recommend that referencing a nursing care plan problem numbere opt1-nal for
nursing notations.

c. AR 40-407. Nursing Records and Reports. Regulatory Changes. For the
most part, if forms are implemented as previously recommended, the CNR Study
Guidelines would provide the basis for any required regulatory changes.
However, other specific recommendations are made based upon information
obtained throughout the course of the study:

1) General Comments: General sequencing of information about the
nursing process and forms' descriptions should be changed to provide a more
logical flow, e.g., begin with the nursing process rather than a description of
doctor's orders. Other general recommendations are:

- expand the brief mention of the nursing process, as it
pertains to the documentation issues (AR 40-407, para 2-5),
to describe the four phases of the process (Note:
Appendix E-19, CNR Study Test Form Guidelines, para 2a-d).

- include a brief statement about the purposes of nursing
documentation.

- decide on terms to describe various levels of nursing
personnel. Do not interchange terms such as "Nurse,"
"RN," "professional nurse." The term "nurse" can be used
to describe both registered and licensed practical nurses.

2) Nursing History and Assessment Forms. Recommend discussion of
each form in separate sections within the same paragraph of the regulation.
Further recommendations are that:
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- the regulation be strengthened to encourage the performance
of the history and assessment at admission by allowing the
admission assessment note to suffice for a duplicate note
in the progress notes. If an assessment is not completed
at the time of admission, the regulation should then
require some type of admission nursing progress notation.

- the assessment be completed within any period specified by
JCAH standards.

the regulation specify, as does DA Pam 40-5, that "
the nursing history is obtained by the nursing personnel
*n.R. the nursing assessment is completed and recorded by
an RN;"

a statement be inserted into the regulation which parallels
one in DA Pam 40-5 related to the extent of the required
nursing assessment: "data on the biophysical status . . .
as appropriate for planning care . . ." (p. 2-1);

- a statement of accountability similar to the one contained
in the CNR Guidelines, pg. 10, item (3).

3) Nursing Care Plan.

- Discussion of nursing care plan development should be
separate from the discussion related to the nursing
history/assessment forms.

- Include the use of both therapeutic documentation care plans
in any discussion on nursing orders or the use of such
forms as they relate to actions taken to solve problems
specified on the care plan.

- Define "nursing orders"; strengthen to provide as much
"clout" as orders written by a physician.

- Incorporate "Nursing Diagnosis;" allow its use in lieu of
patient problems.

- Address isolated instances when there may be no problems to
be noted on admission (e.g., item e., page 15, CNR
Guidelines).

- Address short term admission requirements; if a "local
policy" is to be the answer for these admissions, such
should be clearly stated in the regulation.

4) Patient Discharge Plan. Recommend completion of this form at
discharge suffice for discharge nursing progress note.

5) Doctor's Orders. Description of this form should follow
the nursing history, assessment and care plan forms. It then leads into the
therapeutic documentation care plan forms. Mandate the use of prescriber's
stamp to follow signatures on order sheets to preclude illegible signatures.

49



6) Therapeutic Documentation Care Plans. Although these are
complementary forms, they should be described in separate paragraphs, even if
similar information is repeated in both paragraphs.

7) Nursing Progress Notes. Recommend regulatory changes as used
throughout CNR study and specified in the CNR Study Guidelines. The only
addition to the guidelines would be to authorize local decisions affecting the
frequency of narrative notations if a monitoring process at the facility were
to disclose inadequate documentation on either the progress notes or the
therapeutic documentation care plans.

d. Worldwide Implementation Recommendations fall into four basic
rubrics: preimplementation coordination of logistics by a central activity;
use of a regional concept to "train the trainers" who will eventually train
selected teams from local facilities (all using the same training aides and
regulatory guidelines); local training and decisions about phase-in of new
forms; and any necessary follow up activities and issue clarification.

1) Preimplementation Coordination: Central Activities. Worldwide
implementation activities should parallel those which occurred in preparation
for the test period. Because of the magnitude of the implementation, central
coordination is recommended to accomplish necessary logistics for local
facility activity.

- Recommend central coordination be
accomplished at the level
of the OTSG Nursing Consultant;

- Requirements at this level will include:

* form volume estimates and coordination of printing

process through OTSG and DA publications
directorates;

* preparation of regulatory guidelines governing form
use;

* preparation of training aides for implementation (video

tapes, programmed text, information papers, form
packets, slides and overhead transparencies, etc.)

* coordination of regional training officers and teams;

* coordination of regional team training.

* coordination with other disciplines, particularly

patient administrators and medical records
specialists. Recommend dissemination of form
information, implementation plans and schedules in
major command newsletters with appropriate sections.

- Recommend regional coordinators and teams as follows: the
eight HSC regions; 18th Medical Command; 7th Medical
Command. Also reconend a representative from the Nursing
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Science Division, Academy of Health Sciences, Fort Sam
Houston, TX, to provide instruction for the ANC Officer
Basic Course students.

- Recommend use of as many personnel with test site experience
as possible, particularly as regional coordinators or team
members.

Recommend training commence while forms are printed
and stocked at depots, thus allowing preparatory
time for necessary regional coordinator/teams
training and subsequent regional training for
local facility coordinator and team members.

Recommend training and implementation be planned as close to
a conference for chief nurses as possible so training
logistics are disseminated to facility leaders who will
eventually appoint local coordinators/team members.

2) Preimplementation Regional Activities.

Regional coordinators and team members: identified by
regional chief nurses; should be well versed in
documentation issues, have good oral communication skills,
be comfortable with presenting material to large audiences,
and be accessible to local coordinators and team members;
either military or civilian registered nurses (note above
recommendation for use of personnel with test site
experience).

Requirements at this level will include:

* attendance at central training sessions;

* organization of regional training sessions for local
coordinator/team members;

* serving as resource personnel for questions/issues
arising during local facility implementation; conduit
for such questions and issues to central coordinator.

3) Preimplementation Local Facility Activities.

Local Facility Coordinator/Team Members. Appointed by
facility Chief Nurse; recommend similar characteristics as
regional members; recommend facility coordinator who is an
ANC or civilian RN with access to all areas of the
hospital's operations, having good rapport with all
disciplines and who is not likely to be reassigned on a
permanent change of station during the implementation
course. The most likely candidates for such a coordinator
role include section supervisors, nursing education/staff
development or quality assurance personnel and nurse
methods analysts. Team members can likely include a non-
commissioned officer practical nurse (91C military
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occupational skill) with characteristics similar to those
described for regional members.

Requirements at this level will include those similar to
test site project officer coordination and planning
activities. All planning should be coordinated through
necessary local approval channels.

* Attendance at regional training meeting.

* Coordination of time table for local training and
phase-in of new forms and regulations.

* Conduct of necessary local training classes to
introduce form and regulatory changes. Recommend
particular emphasis on the writing of nursing orders
in a manner which facilitates use of the codes on the
therapeutic documentation care plans; and narrative
nursing progress notes reflecting the condition of
the patient in a succinct manner. Recommend training
to include all disciplines, particularly physicians,
because of the change in use of order sheets,
progress notes and therapeutic documentation care
plans. Patient Administration personnel,
particularly the chief and medical records personnel
be fully briefed on the forms and regulatory
guidance. Recommend reference to project office
reports for local implementation strategies pertinent
to facility size.

* Consult with regional coordinators/team members to

solve facility issues/problems and answer questions.

* Provide progress reports to regional coordinators using

mechanisms established within the region.

4) Implementation Activities. Recommend overall time table be
established by the central coordinator for the implementation process. Thus,
world-wide facilities would have some flexibility with local implementation
plans, while ensuring an implementation end date. Further recommendations
include:

- communication of regional and local implementation
time tables to central coordinator using mechanism
established by the central coordinator.

close monitoring of those facilities which undergo any
scheduled inspections during or shortly after
implementation. Positive comments should be passed along
to all facilities via the electronic mail system to aide
with implementation; problem issues must be solved with
resolutions shared with all facilities.

- maximum use of electronic mailing systems to quickly
communicate information to all facilities following
implementation.
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MEDICAL RECORD - NURSING ASSESSMENT AND CARE PLAN
For ue of this form, ee AR 40-407; the proponent agency is the Office of The Surgeon General.

'DEMOGRAPHIC DATA

1., LOCAL ADDRESS 2. LOCAL TELEPHONE 3. LANGUAGE

4. RELIGION 5. OCCUPATION
I

ADMISSION DATA
6., DATE, 7. TIME I .NX FKIN

9. REASON FOR ADMISSION 11'INFORMANT

NURSING HISTORY YES No INSTRUCTIONS: USE PATIENT'S OWN WORDS WHEN POSSIBLE. USE
ITEM NUMBER FOR EACH RESPONSE.

11. What has the doctor told you about
your illness?

,.. .° .. ...

12. What plans does the doctor "have for
you?

.. ..,,.......

13. Have you been hospitalized before
If YES. describe most recent hospitali-
zation.

14. Do you have any other health
problems? If YES, explain.

15. Did you take any medications or
treatments before your admission? If YES,
name, frequency, reason, last time taken,
meds brought to hospital.

16. .Do you have any allergies or
sensitivities? If YES, explain and describe
reaction.

17. What is your usual eating pattern'
Number of meals? Snacks? Diet restrictions?

............... .. ,

18. Do you have any trouble sleeping?
If YES, explain. Aids used?

PATIENT'S IDENTIFICATION- REGISTER NO. fWARD NO

A-2

R1 79 EDITION OF 1 JUL 72 IS OBSOLETE. (CONTFNUE ON REVERSE)

nsmlm •l | UlMII I I |InttW DA I AUG u7 asnnno 3n888 Iii ll l l li l l/111111I



NURSING HISTORY (Continued) YES NO

19. Do you have any problems with your
bowels (diarrhea, constipation, or other)?
Aids.usead? If YES, explain.

20. Do you have any problems with
uuinating (frequency, burning, urgency or
other)? If YES, explain.

21. Do you need help with eating,
bathing, dressing, or walking? If YES,
explain.

22. Do you have any difficulty with
seeing, hearing, speaking? Any special
aids used (glasses, hearing aid, crutches,
cane, other)? If YES, explain.

23. Do you have any particular likes
and/or dislikes we should know about to
provide care for you or any religious or
cultural practices you would like us to
respect? If YES, explain.

24. Do you smoke? If YES, type and
amount?

25. Do you drink alcoholic beverages?
If YES, amount and frequency?

26. What do you normally do for
hobbies, recreation, etc?

......... ........

29. ho o yu hve o asistyouwhe '.:::: .::::

.....o.... .......

27. How do you usually handle and iiiiii i
react to situations which upst you? iii~iiiii

28. Do you have any special concerns or
requests that will help us to make your
hospital stay easier? If YES, explain.

29. Who do you hve to assist you when i' '

you are discharged?

SIGNATURE (Nurse) DATE



MEDICAL RECORD NURSING ASSESSMENT AND CARE PLAN (Continuation)
For use of this lorm, see Afl 40-407; the peoponeint agency Is the Office of The Surgeon General.

ADDITIONAL ASSESSMENT DATA

SIGNATURE IWurse) DATE

PATIENT IDENTIFICATION-

A-4

FOR0 M ~fff~(CONTINUE ON REVERSE)
DAIAUG 79 38-



INSTRUCTIONS: Number and initial each recording and indicate Long(L) and Short(S) term goals.

DATE PRBESEPCE UCMS(ol)DATE
IDENTIFIED PRBESEPCE OTOE Ga. S ACCOMPLISHED

DISCHARGE CONSIDERATIONS:
Patient-Family Teaching:

Special Considerations: (Sociopaychotogicat needs. LUmita lion.. Dimabilities. tic.)

Other:

PMs Hospita Dispoition:



CLINICAL RECORD - DOCTOR'S ORDERS
For un of this form, see AR 40-400; the proponent agency is the Office of The Surgeon General.

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS. IF PROBLEM ORIENTED MEDICAL RECORD
SYSTEM IS USED, WRITE PROBLEM NUMBER IN COLUMN INDICATED BY ARROW BELOW.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER LIST TIME
ORDER

NOTED AND
HOURS SIGN

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

HOURS

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

HOURS

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

HOURS

NURSING UNIT ROOM NO. BED NO.

FORM A-6 I
DA FORM 9 REPLACES EDITION OF 1 JUL 77, WHICH MAY BE USED.

1 APR 79



~A~EUACPcUMNTAi NCARE PLAN (NON-MfEDICATIN
CtNI1CAI[:.REC'ORD For '&4of thla'form se'AR40407;'

_____________As_ th rownent agency li the O ffi of The Surgeon General. 7 r
ViREFY bY- IIT1ALhNG :::::....... ............... INITIAL. PROPER -COLUMN FOLLOWING EACH COMPLETION

ORDER' 'CLERK/ RECURRING-ACT1ON~i HR DAT COMPLETE
7DATE, NURSE -+FREQ EkC-Y1 TIMe,

ALL ERGIESt C YES CNo PRIMARY DIAGNOSIS: ADDITIONAL PAGES IN USE:~

OYES EJNO

PATIENT IDENTIFI CATION: 
IAEO

ACTION TIMES
USE PENCIL. CIRCLE ACTION TIMES

D 8 9 10 11 12 13 14 15

E 16 17 18 19 20 21 22 23

N 24 01 02 03 0 4 0 5 0C 07
~fl FOM 4 flEDITION 1FDEC 77MAY- BE USED,D r16d"T .OCT7... A-7



___________8-V

,-Verifyb' THERAPEUTIC, DOCUMENTATION CARE PA
Inifiacling NNUDC70 o - Y

Order ClerkDaet Tieo
Date Nurse SINGLE ACTIONS be DoC boDn Time Done Initial$

IOrder Clerk/ ~ 
INITIAL PROPER COLUMN FOLLOWING COMPLETION

.... ...................................................



YK &PEUTIC DOCUMENTATION CARE PLAN DICATIONS)CLINCALRECOD Fr use of this form sea AR 40-407;
_______________the propfont agency Isathe Office of The Surgeon General. Mo.0 Yr.

VER~IFY BY INITIALING........................................ INITIAL PROPER COLUMN FOLLOWNO EACH ADMtN1STRAlIOp

RDER CLERK/ RECURRING MEDICATIONS, HR DT IPNE
DATE NURSE DOSED FREQUENCY

Ell_ _ _ 4

ALLERGIEb EJyES EJOPRIMARY DIAGNOSIS- ADOITIONAL PAGES IN USE
fY ES E] NO

PAGE NO.
P ATI EN T bEN TI lCATIONI

DISPENSING TIMES

USE PENCI[L. CIRCLE MED TIMES

D 7 8 9 10 11 12 13 14

4E 15 16 17 18 19 20 21 22

N 23 24 01 02 03 04 05 06

FORM EDITION OF 1 DEC 77 WLAFSDUNTIL EXHAUSTED.DAIFS747



ov-v
Verify by THERAPEUTIC DOCUMENTATION CARE PLAN

InitialingE (VEDICA TTONS)-

O'd oe SINGLE hRN A-PEAIEe 01.. be Given TIM., Given 1610161

fp CIO&k/ PRIII INIT7AL PROPER COLUMN LOIOATAVOMprse MEDICATION. DOK PRQr.C TIME/DA'r: 0 jPENSED

a. . ...... -- -

.. .. .. ..
.. .. ......- H

-. . .....



MEDICAL RECORD - SUPPLEMENTAL MEDICAL DATA
For umn of this fornm, we AR 40.0 the proponent epncy ie the Office of The Surgeo Generli.

REPORT TITLE OTSO APPROVED (Date)

PREPARED BY (Signature & Ti tie) DEPARTMENT/SERVICE/CLINIC DATE

PATI ENT'S IDENTI FICATION (For typed or written entries gie: Name* -last, first,
middle; grade: date. hospital or medical facility) E-3 HISTORY/PHYSICAL C3 FLOW CHART

0 OTHER EXAMINATION C3 OT11#R (Specify)
OR EVALUATION

O3 DIAGNOSTIC STUDIES

A-il1
O3 TREATMENT

FORM A fl0A 1 MAY78 4700u



MEDICAL RECORD PROGRESS NOTES
DATE

(Continue on reverse side)

PATIENTS IDENTIFICATION (For oad o wnum enmm gw Nanm--WLn& "mdA"- f) REGISTER NO. WARD NO

PROGRESS NOTES
STANDARD FORM 509 (Rev. 11-77)
PRcnto by GSWICR.

A-12 509-110



PROGRESS NOTES
DATE

= -~ -STANDARD FORM 509 BACK (Rev 11-77)



CLI NICALRECORD(S Ralnts

DATE M URAIN

A.- P M - ncludia miedicooe nd treatienf when tndicotecl

ComIifle op t merip j

PATIENT'S 164WNIFICA.ION (For typed or written met.,e sirtNamir-li, firi REGISTER NO WARD NO
* ~Middle; grade; datie, bai pial or ,,edicJ jacility)

NURSiNS NOMS
Standard Form 510

General Services Administration and
.. .. .~. nterssen~ ommittee an Medial Records

510-109

-A14 .



S 1.-V

NURSING.0OTES
(Sign all notes) "

DAE HOUR OMERVATIONS ~ .-DATEr
A.M. P.M. Include mn~ecaNon and treament when indicated t. "

GPO :,1983 0 -4L14-397 NURSING NOTES
Staundard Formr 510

(Revers)

:1
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DEPARTMENT OF THE ARMY
OFFICE OF THE SURGEON GENERAL

WASHINGTON, D.C. 20310

ATTENTION OF.

DASG-C 1 1983

SUBJECT: "Field Test Clinical Nursing Records Study"

Chief Nurse
Office of the Surgeon
LArmy Training &

Doctrine Command
Ft Monroe, VA 23651

1. In recent years, much controversy has surfaced regarding all nursing docu-
mentation. General dissatisfaction has been verbalized within the Corps. In
addition, numerous requests for exception to policy and requests for overprints
have punctuated this concern. Consequently, the AMEDD Study Program for FY 84
(IAW AR 5-5) tasked the Health Care Studies and Clinical Investigation Activity
(HCSCIA), Fort Sam Houston, Texas, to examine the entire inpatient nursing docu-
mentation process.

2. The study will investigate possible changes to meet AN and JCAH standards
in the most logical, expeditious and efficient manner. All nursing documen-
tation in the fixed facilities along with the appropriate Army Regulations will
be reviewed. Nothing is sacrosanct. Proposed changes will be field tested at
several sites prior to recommendation for full AMEDD implementation.

3. You and your staff (AM Officers, enlisted personnel, and civilian
employees) are requested to provide the principal investigators with comments
regarding problem areas and suggestion3 for change. Many of our professionals
have interacted with the civilian sector. Can we draw from their experience?
What is working elsewhere? This is your opportunity for input.

4. Lastly, would you be interested in having your facility used as a test site
for the proposed, innovative documentation study? We are interested in several
sites of varying size. The sites will be determined early in calendar year 1984
and decisions communicated to selected Chief Nurses by the Study Director in the
HSC Nursing Division.

5. Your suggestions and preference regarding use as a test site should be
submitted NLT 13 January 1984 to:

Commander
IE SC IA
ATTN: HSHN-H (MAJ Martha R. Bell)
Fort Sam Houston, TX 78234
AUTOVON 471 -4541/5671

B-2



DAS O-CN
SUBJECT: "Field Test Clinical Nursing Records Study"

Negative replies are requested.

6. I am proud to serve with members of an articulate, experienced and educated
Corps. Our documentation should reflect the quality of care we know is rendered
to our clients. Your assistance in this high priority matter is appreciated.

CONNIE L. SLEWI
Brigadier General, ANC
Chief, Army Nurse Corps

B-3
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AR 40-407 SUMMARY SHEET

There is a concern about the numerous policies and regulations governing
nursing documentation. Several suggestions discussed the need for concise
documentation reference which is incorporated with other AMEDD regs on
documentation. Sample comments include:

"There is a strong need for a concise and complete nursing documenta-
tion reference. AR 40-407 as a single reference is neither specific
nor as comprehensive as is needed. Participants identified the program-
med instructional material used in the ANC basic course as a document
applicable for use in all inpatient care facilities." HEIDELBERG

"AMEDD should have regulations on the required documentation rather than
separate regs for each branch. Collaboration will become more of a
reality in this instance...(there) should be one or a short series of
regulations that cover all inpatient patient care records in a coherent
manner instead of the current mismash of disjointed regulations." DIX

"Use of forms is more of a problem than the forms themselves. The chart-
ing system and supporting policies must be clearly and consistently
transmitted to users..." FORT CAMPBELL

Most of the suggestions for specific changes to AR40-407 were made as if there
would be no alteration of present forms. It will be essential for the study's
efforts to recommend AR revisions if any of the current forms are altered. The
revision recommendations will require a paragraph by paragraph review. T, e
following is a summary of paragraph change suggestions received from the ield.

Chapter 1-3.C. "Change to: each registered nurse is responsibX; for
the accuracy and completeness of his/her entries, as made in 'Iinical
records, and for ensuring compliance with all doctors' ord.-rs. No one
registered nurse, ANC or civilian, is 'more' licensed' to practice than
any other one. Each professional should take responsitility for their
own actions and the actions of assigned personnel at the time that the
RN or ANC is in charge of the ward, unit or heal-, activity. This
responsibility does not belong to the Head Nur.-e alone. The Head Nurse
facilitates the accuracy and completeness c¢ records by assigned
personnel, but should not accept the responsibility for the same,
especially when it involves other per n),nel." KOREA

Chapter 2-4.D. "Change to: List che time each order is noted and
initial. Signature verification (Medical Record-Supplemental Medical
Data DA Form 4700) is includ;&d in each patient's chart to use as
reference for initials..," KOREA

Chapter 2-6.B. "..J-iimination or abbreviation for admission
assessment/care ran for short stay patients (less than 72 hours)
..." BAMC "..If anyone other than a professional nurse
cumpletes th, DA 3888 or the front of the DA 3888-1, the form
should be countersigned by a professional nurse. The signature
would ladicate the form had been reviewed for content and accuracy.
The counter-signature should be required prior to the
paraprofessional leaving at the end of the shift. .' WBAMC
(PI note: according to JCAH requirements the assessments are

c-2



to be done by the Profe .ional Nurse, not merely checked for
accuracy if performed iJy one other than the RN).

Chapter 2-7.C.8, "...The AR requires that when orders are
recopied they niust include the doctor's name. However, there
is no requirement to copy the physician's name when the order
is originally transcribed. No one is writing the physician's
name with either the original order or the recopied order..." WBAMC

Chapter 2-B.C. "...On admission note on SF 510: There is repetition
on this note that is also found on the top of the DA 3888. All infor-
mation should be entered on one form..." KOREA "These admission
note requirements duplicate information already contained on the DA
3888 and on many of the approved DA 3888-1 overprints containing
additional assessment data, i.e., allergies, already noted in the DA
3888, DA 4677 and DA 4678! Can't admission nursing notes be written
on either DA 3888-1 or the SF 510 per local policy?..." WBAMC (PI note:
this seems to be saying that the regulations need to specify somewhere
that information contained in one portion of the chart, e.g., nursing
notes, need not be repeated in nursing documentation or visa versa).

Chapter 2-8.E. "Medications: Only STAT medications (indications and
effectiveness) should be annotated on the SF 510. Time and type of
medication is already recorded on the DA 4678 for PRN medications and
this information does not need to be repeated on the SF 510. Indica-
tion (type and location of pain, or other symptoms requiring PRN med-
icat ion) for PRN medications should continue to be recorded on the SF
510. Effectiveness of PRN medications should be somewhat incorporated
onto the DA 4678 and annotated under the time, date, and initial block
by one word, e.g., 'yes' or 'no', or perhaps the symbol '+' or 1-1.
These short words or symbols would indicate whether or not the RPN
medication ordered was effective, then these observations need to be
annotated on the SF 510 with the plan of action to remedy the problem.
'Routine' post-operative pain medications (as an example), if effective,
should not have to be recorded on the SF 510 each time given if they
are effective..." KOREA "Terminal cancer" patients require regularly
scheduled narcotic medications Q 2 hrs for pain control.

(NOT PRN). Is it necessary for every single dose to be charted on the
SF 510? The medication is being signed off on the medication sheet for
each dose given..." WBAMC

"...Need an abbreviated format to expedite effectiveness of PRN medica-
tions (form could have a legend: E = Effective, I = Ineffective and
only those drugs ineffective or given for the first time would be
annotated in SF 510..." BAMC

Chapter 2-9. "...Recommend developing a standardized Nursing form to
be given to the patient at discharge (original copy to stay in Chart).
Currently each institution is "Recreating" the wheel in developing
such an overprint on the DA 4700..." WBAMC

Finally, during the previous efforts to confront the documentation problem,
a new AR was drafted by the 1982 task force. A copy is included for reference
(Encl 1).

c-3



DISPOSIBON FORM
For wee of this form. m AR 340-16: the proponent imncy ts TAGO.

REFERENCE OR OFFICE SYMBOL SUBJECT

DASG-PSC-N AR 40-407, Chapter 2 Revision -

TO FROM DATE 19 Apr 82 CMT
Clinical Nursing Records DASG-PSC-N sls/78394
Ad Hoc Committee Members

1. Inclosed is the revision of Chapter 2, AR 40-407 as recommended at the committee mee
28 September 1981.

2. Revision of Chapter 2, AR 40-407 will be used in support of the DA test of revised
forms DA 4678 (SC Form 7 - Test); DA 4677 (SC Form 8 - Test) and documentation of the

nursing history and nursing assessment on either SF 509 or SF 510.

3. Subject revision will be used as guidance in the TOF form test where determined ap-

propriate.

4. Please comment and return to this office NLT 18 June 1982.

SIncl DARLENE K. McLEOD
as Colonel, ANC

Nursing Consultant

HSXM-DON (19 Apr,82)

TO Nursing Consultant FROM LTC Mary J. Wise DATE 5 May 82 CMT 2

ATTN: COL McLeod

Per our conversation, this is written well.

MARY SE

LTC, ANK,
Committee Member

C-4



AR-40-407

CHAPTER 2

PERMANENT CLINICAL FORMS

2.1 General. Initiation of a permanent clinical record is an essential part
of the inpatient admission procedure. A permanent outpatient treatment record
is maintained on each outpatient seen in an Army medical treatment facility (AR
40-66). Authorized clinical records forms which nursing personnel are
responsible for or use frequently are described in this chapter.

2-2. Recording data. All entries will be made with a pen, using reproducible
black or blue-black ink, except when specifically stated otherwise.

2-3. Correcting errors. Erasures are prohibited. A line will be drawn
through an incorrect entry, and the(initials of the person making the entry
will be placed above the lined-out portion. The correct information or
statement will be recorded following the lined-out entry.

2-4. Clinical Record-Doctors Order (DA Form 4256).

a. Disposition and use. DA Form 4256 is a three-part carbonless form
maintained in the patient's chart. The original copy of the form (white copy)
remains with the permanent record. The second copy (pink) is sent to the pharmacy.
The Pharmacy receives a copy of all orders to ensure proper surveillance of food-
drug and laboratory-drug interactions. The pharmacy copy is retained until the
patient is discharged. The ward copy (yellow) is used to communicate all
orders to the nursing staff. It may be used as a medication treatment reminder
and will be discarded when no longer required. All entries will be made with
ball-point pen, using blue-black or black ink. Entries must be legible on all
three copies.

b. Preparation. Enter all patient identification as directed in paragraphs
3-9 and 3-10, AR 40-2. Addressograph plates should be used in each part marked
"patient identification." The nursing unit, room number, and bed numbers must
be completed.

c. Method of writing orders. The prescriber will record the date time and
the order is written as indicated on the form. One or more orders may appear
in each part of the form, but no more than one order may appear on a single line.
Each order must be accounted for separately Use of the entry "Routine Orders"
(to imply a number of predetermined orders) is prohibited. A group of orders
written at one time for the same patient requires only one signature and one
date entry per sheet (DA Form 4256). Standard orders which are overprinted on
the form must be signed by the prescriber. When additional sheets are required
for continuation of a group of orders written at one time, each sheet will
reflect both a date entry and a signature.

d. Method of accounting for orders. Written orders will be accounted for
in the extreme right column titled "List Time Order Noted and Sign." The clerk
(or nurse) who noted two or more orders may enclose the orders in a brace, list
the time those orders are noted and sign his or her name. All 'stat' orders,
however, must be individually accounted for by listing the time the order is
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DASG-PSC-N
AR 40-407

noted and signing his or her name. These notations imply that proper action
has been taken and the order has been transcribed to DA Form 4677 (Therapeutic
Documentation Care Plan (Non-Medications (SG Form 8-Test) and/or DA Form 4678
(Therapeutic Documentation Care Plan (Medication) (SG Form 7-Test).

e. Method of discontinuing orders. To discontinue a medication or treatment,
a stop order must be written and signed by the prescriber. Automatic stop orders
(e.g., antibiotics, controlled drugs) will be governed by local written policy.
When an order is stopped, it is noted (as described in d above). It must then
be transcribed to the corresponding order in the Therapeutic Documentation Care
Plan, using the notation "DC/date/initials." A single line must ue drawn
through the grid adjacent to the stopped order.

f. Verbal orders. Verbal order will be confined to emergency "STAT" orders
only. The nurse accepting the order must make an entry on the form noting the
order, followed by "Verbal order, Dr. Jones/Donna A. Smith, CPT, ANC." The
order must be countersigned by the prescriber as soon as possible following the
emergency.

g. Telephone orders. Telephone orders will be held to the minimum and
accepted only by a professional nurse (with third-party verification whenever
possible) and must be countersigned by the prescriber within 24 hours.

2-5. Nursing Process: The Nursing Process is a problem solving systematic
thought process which is essential to accomplishment of specific predictable
individual care. This process consists of the following 4 elements:

a. Assessment/Appraisal - is the Nursing history, the gathering of data
from the patient, from the patient's family or significant others, and from
other information obtained from the patient's records or other documentation.
Once the Nursing history or interview is finished, the professional nurse then
decides what physical assessment needs to be accomplished so that an individual
plan of care can be completed. The Nursing assessment must be accomplished by
a professional nurse so that all nursing care is professional directed. This
assessment phase of the nursing process should be completed within 24 hours of
the patient's admission to the hospital.

b. elanning - the development of the Nursing care plan should be devised
from the initial and "on-going" assessment if the individual patient's needs.
The care plan consists of a problem list, expected outcome or goals to accomplish
by the Nursing intervention. Planned Nursing interventions are written as
Nursing orders.

(1) The Nursing orders are a vital means of communicating Nursing
interventions to all _q= providers.

(2) The Nursing orders are essential for accountability and
responsibility in the documentation of care.

c. Implementation - this phase of the Nursing Process includes Nursing
actions determined by the Nursing care plan. The delegation of Nursing care to
other care providers is the responsibility of the Head Nurse or designated
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AR 40-407

charge nurse. The implementation phase concludes when the Nurse's actions are
completed and recorded. Therefore, the utilization of Nursing orders/intervention
are strongly encouraged and must be documented on the DA Form 4677 (SG Form 8-
Test).

d. E - is always considered in terms of how the client responded
to the planned action. Evaluating the effects of actions during and after the
implementation phase determines the patient's response and the extent to which
immediate, intermediate and long-range goals are achieved. This evaluation
phase, like the entire process, must be documented.

2-6. Nursing Process Documentation. The Army Department of Nursing records
complement each other so that when the clinical record is reviewed, the document-
tation will reflect the nursing process, i.e., assessment of the patient, plan-
ning, implementing, and evaluating the nursing care to meed the patient's indi-
vidual needs. All forms must be completed. The nursing care plan consists of

a. An assessment documented on either SF 510 or SF 509.

b. Plans documented as nursing orders on the DA Form 4677 (SG Form 8-Test).

c. Discharge planning and medication instructions documented as a Patient
Discharge Plan on Medical Record - Supplemental Medical Data (DA Form 4700). It
is suggested that the discharge summary be printed in triplicate; one copy to
patient/family, one copy to ITR and one copy to OTR.

d. Evaluation of the patients progress and the effectiveness of nursing
interventions as documented on the Clinical Record - Nursing Notes (SF 510) or
Medical Record - Progress Notes (SF 509).

2-7. Therapeutic Documentation Care Plan (DA Form 4677-4677-1) (SG Form 8-Test)
and Therapeutic Documentation Care Plan (Medication) (DA Form 4678)(SG Form 7-
Test).

a. General. These are complementary forms to be used by the nursing staff
to identify patient problems, expected patient outcomes, document administration
of medications and accomplishment of test, treatments and nursing orders. These
forms are used to record actions carried out on a recurring basis or on a one-
time or pro re nata (PRN) basis. Separation of medication and non-medication
order documentation will provide easier use, orgenize similar tasks and reduce
waiting time for use by large numbers of personnel. Separation of single and
PRN from recurring action documentation will minimize the need to recopy orders.
These documents are a permanent part of the patient's records. All entries will
be made in reproducible ink (black, blue-black) and must be legible.

b. DA Form 4677 (SG Form 8 - Test). This form, printed on colored paper,
is used in the same way as DA Form 4678 (SG Form 7 - Test) (c below) for non-
medication doctor's and nurses orders.

(1) Medical orders will be transcribed from the doctor's order form.
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(2) Nursing orders, initiated by the professional nurse, will be
written on this form and must be signed at the end of the order by the nurse
initiating it.

(3) As patient problems are identified, record in the appropriate
column the data identified, the nature of the problem and the expected outcomes
(goals) of planned nursing interventions. Problems will be numbered and
initiated to correspond with planned nursing interventions recorded as nursing
orders. When a problem no longer exists, the data accomplished will be entered
in the proper column and corresponding nursing orders discontinued. The
expected outcome will be identified as long (L) or short (S) term goals in the
appropriate column.

c. DA Form 4678 (SG Form 7 - Test)

(1) Preparation. Enter all patient identification data as indicated
on the form.

(2) Allergies. Specify the presence or absence of allergies. Where
known, indicate specific allergen.

(3) Primary diagnosis. Enter admission diagnosis or a corrected one,
as a definitive diagnosis is made or another condition develops. Add other
diagnoses if they significantly affect care to be give.

(4) Data and pagination. Record data requested on each sheet.

(5) Recurring medications.

(a) Order date. Enter date current order written.

(b) Initialing. The individual who transcribes an order must
initial the top portion of the box. The nurse must initial the lower portion.
The nurse's initial indicates that this person checked the accuracy of the tran-
scription against the order on the doctor's order form and is therefore,
accountable for its accuracy and its appropriateness from a nursing standpoint.

(c) Recurring medications. To be used for recurring drug adminis-
tration or actions when compliance with the order is repetitive and scheduled.
The complete order, as originally written, must be transcribed to this section.

(d) Hour. List specific time vertically. Each space is for a
separate time administration.

(e) Date. Use the top row of spaces to indicate the day the action
is accomplished.

(f) Initialing. The responsible person will initial the block
opposite each specific hour line for administration and under the appropriate
date column to verify compliance with the order.
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(g) Discontinued order. When an order is discontinued, write
across remaining blocks: "DC/date/initials." A single line must be drawn
through the grid adjacent to the stopped order.

(h) Dispensing times. This legend is to assist in more efficient
planning. On the bottom of the page, circle in pencil the hours medications are
to be administered. This will help to identify and sign off on medications, by
simply checking hours of administration, rather than reading all entries.

(6) Single order, pre-operatives.

(a) Enter in upper right corner, as indicated.

(b) Order date. Enter the date current order is written.

(c) Initialing. (Same as in (5)(b) above).

(d) Single medication. State exactly what medication is to be
administered or action taken. Note the route of administration, dosage, time
(if known), and any special instructions (juice before eating, use of special
syringe, etc.).

(e) Date to be given. Enter date drug is to be administered or
action taken.

(f) Time to be given. Enter time drug is to be given or action
taken. Leave blank, if unknown. Fill in "on call", if so ordered. Circle
time, if not completed. A circle refers the reader to the nursing notes for an
explanation of why the order was not carried out.

(g) Time given. Enter time medication was actually administered.

(h) Initials. Person giving medication initials here at the time
of administration. This indicates compliance with the order.

(7) PRN medication. Use when time administration is not predictable.
All PRN medications are results must also be documented in the Nursing Notes or
Progress notes.

(a) Order/Expir (expiration) date. Enter date current order is
written in top portion.

(b) Initialing. (Same as in (5)(b) above.)

(c) Medication. Indicate medication to be administered, dose,
frequency. Note route or purpose of the drug (e.g., oral medication for pain
or rectal suppository for nausea).

(d) Time/date dispensed. Each block indicates a separate action.
The person completing the action enters the date, time, and his or her initials
at the time of completion.
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(8) Copies orders. When space in "Date Dispensed" column is filled,
draw a double line across the entire page just below the last medication entry.
Directly below this double line, or on a line blank form, fill in dates for
coming days and copy each order still in effect to include the doctor's name and
the date of the original order. The individual copying the orders, if a clerk,
will follow the initialing procedures in (5)(b) above. The responsible nurse
will verify these by initialing the proper column. If the nurse transcribes the
orders,.authentication will be by signature and rank or status at the end of the
transcription.

2-8. Clinical Record - Nursing Notes (SF 510).

a. General. SF 510 is a single sheet, identical on both sides, which is
maintained in the patient's chart. Nursing notes will be written legibly, and
each entry will be followed by the signature and rank or status of the person
making the entry. In Medical Treatment Facilities where commanders have
approved problem oriented charting, nursing documentation of patient progress
using the SOAP format may be done on SF 509 (AR 40-66, para 7-12, b(4)).

b. Preparation. Enter all patient identification, including social security
number, and other data as indicated in spaces at the bottom of the form.

c. Admission and discharge notes. Initial entry will include date, time,
manner of admission, reported known allergies, and a brief, clear description
of symptoms and pertinent observations. In the absence of a discharge planning
form, note the date, time, manner of discharge, and concise summary of discharge
plan. This will include documentation of health teaching appropriate to the
disease and desired behavior outcomes.

d. Content. Nursing notes will contain objective observations of patient's
condition, to include physical and mental status, symptoms, response to diag-
nostic or therapeutic procedures, or changes noted in any aspects of these. The
nursing notes must reflect the patient/response/status to all nursing care
measures. Since nursing notes aid in diagnosis, furnish reference material for
research and teaching, and provide important evidence in event of litigation, it
is essential that all entries contain significant and pertinent data relative to
nursing care.

e. Medications. Accomplishment of orders for narcotic and PRN or STAT
medications will be entered on SF 510 or SF 509. Each entry will include time,
medication, and indication for administration. Assessment of effectiveness of
action of medication will be noted following administration. If for any reason
scheduled medication or treatment is not given, enter this fact and reason for
its omission.

f. Special procedures. Diagnostic, therapeutic, and special nursing
procedures and unusual occurrences will be described in SF 510 or SF 509.
Notation will include time, name of procedure, by whom performed, brief descrip-
tion of what was done, patient's condition before the procedure and during the
procedure, and reaction of the patient after the procedure.

C-I0



DASG-PSC-N
AR 40-407

2-9. Patient discharge plan.

a. Purpose and form. Use Medical Record-Supplemental Medical Data (DA Form
4700) for this plan. This cverprinted form will be used for discharge planning,
for documenting patient preparation for discharge, and for providing the patient
with written instructions to take with him or her upon discharge.

b. Preparation. Complete this form in triplicate. The original copy
becomes a permanent part of the patient's ITR, the second copy is reviewed with
the patient and is retained by him or her, or the family, and the third copy is
placed in the OTR. Enter all patient identification information, including
social security number, in space provided on the form.

c. Content. Information on this form should be pertinent, factual, and
written in language understood by the patient.

2-10. Clinical Record-Pediatric Nursing Notes (SF 536). This form is similar

to SF 510 and may be used in place of SF 510 or SF 509 for pediatric patients.

2-11. Medical Record-Vital Signs Record (SF 511).

a. Preparation. Enter patient's identification data and social security
number in the space at bottom of form. This form will be maintained in the
patient's chart.

b. Recording data. Number the "Hospital Day" line of blocks with day of
admission as 1, and continue consecutively. Use the post-day line as appli-
cable. The day of surgery or other event is the operative day. The day
following surgery is noted as the first post-operative day. The day and hour
blocks will be properly labeled. Represent temperature by dots (.) placed
between the columns and rows of dots and joined by straight lines. If route of
determination is other than oral, it should be indicated by (R) for rectal and
(A) for axillary. Show pulse determination by use of (0) connected by straight
lines. Enter respiration and blood pressure on the indicated rows below the
graphics portion. Record frequent blood pressure readings on the form's
graphic portion by entering an "X" between the columns and rows of dots, at
points equivalent to systolic and diastolic levels. Connect the two with a
vertical solid line. Use blank lines at bottom of the sheet to record special
data such as 24-hour total of patient's intake and output.

2-12. Medical Record-Pediatric Graphic Chart (SF 537). This chart is similar
to SF 511 and may be used for pediatric patients.

2-13. Medical Record-Supplemental Medical Data (DA Form 4700). DA Form 4700
will be used to provide supplemental special information to other authorized
forms which do not meet local requirements under paragraph 7-3b, AR 40-66.
From a nursing standpoint, DA Form 4700 may be used to document
signature/initial verification lists, data flow sheets, or the patient
discharge plan (see para 2-9).

Note: DA Form 4700 may be used without prior authorization to document signa-
ture and initial verification lists.
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DA FORM 3888
NURSING ASSESSMENT AND CARE PLAN

SUMMARY SHEET

Most comments regarding the DA form 3888 addressed one or more of the follow-
ing: the format/structure (specific questions vs open ended guidelines), the
redundancy of information, the problems encountered with short term (less than
72 hours hospitalization) and specialty patients, and combining the history
with the assessment portion of the DA Form 3888-1.

FORMATSTRUCTURE

Responses from sixteen institutions noted that the questions contained in the
history are awkwardly worded, too lengthy and structured to meet all needs. It
was suggested to eliminate questions in favor of providing broad guidance to
stimulate the interview process. Another suggestion was to modify the format
to allow the patient to complete the information. A form which could be placed
in the health record and updated as necessary on subsequent admissions (much
like that used in the VA system, Encl 1) was also suggested.

Specific Comments on items of the DA 3888 were as follows:

ITEM COMMENTS

1. "on PAD sheet"; "not suitable for short term patient"; "eliminate'

2. "contained in PAD report-repeated info" "eliminate"

3.

4. "contained in PAD reports"; "eliminate"

5. "MD hx-repeated"; "add more space"

6. "repeated in NN"; "eliminate"

7. "repeated in NN"

8. "repeated in PAD report-eliminate"; increase space
for the name of the relative, relationship to patient
and pertinent telephone number of primary relative/or
significant person"

9. "incorporate with 11 and 12"; "change to 'admitting diagnosis'"

10.

11. "reword...to allow the patient's perception of the
illness to be expressed"; "eliminate"; "change to:
'describe your illness and/or reason for hospitalization
and what is planned for you here.'...

12.
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13. "reword to read: 'Have you been hospitalized before, for what
and how long ago?"; "describe all (more than just recent)"

14. "Change to: 'Are you presently or have you seen a
physician for any other health problem?'"; "Reword
to include past medical history"; "combine with 13"

15. "add: 'over the counter drugs, e.g., ASA, cold tablets
or vitamins'"; "eliminate phrase 'before your admission'
in event the patient took his/her own medication after
being instructed not to take any medication." "confusing
as states - all present medications should be listed"

16. "include 'food, drugs and other'"; "repeated from doctor's
sheets-eliminate"

17. "change to read: 'Are you on a special diet? Are there
foods which cause you indigestion?"; "omit"; "not
referred to once form completed"

18. "omit"; "not referred to later..."; "format doesn't
elicit enough information"

19. "Add - 'abdominal pain, blood in stool or urine'"

20. "Add - 'pain, previous UTI, menstrual history, prostatic
problems'"; "information in doctor's history - repeated -
omit"; "combine 19 and 20 under general heading for 'GI/GU'"

21. "change to 'normal hygiene patterns, usual time for
hygenic activities, bath taken in the AM, PM, or noon'"

22. "information not referred to once form completed - omit";
"add 'dentures'"; "include 'contact lens/false teeth'"

23. "confusing as stated, suggest: 'Would you like to see a
chaplain while here?"; "omit"; "not suited for short
term patients"; "shorten - too wordy"

24. "omit - on doctor's history"; "ask if patient minds
sharing room with smokers"

25. "Is this really necessary - will they be forthright,
especially if he/she has a problem?"; "found in doctor's
history - eliminate"

26. "omit"; "not pertinent for short term patients"; "poorly
phrased, difficult to assess"; "not referred to once completed"

27. "poorly phrased; difficult to access"; "omit";
"eliminate or combine with 28. These questions are unclear
to the patient"; "not referred to once form completed";
"too soon to ask at admission. Most patients answer with a
phrase or statement to 'please' the nurse - not yet built
a nurse/patient relationship"
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28. "combine with 27. This one could state 'do you tell people
that you are upset'"

29. "omit"; "I lump all these (26, 27, 28, 29) by asking
'Is there anything else you'd like to tell me which will
help us to take better care of you?...' Then usually the
requests for private room, TV, special food, etc come out..."

In addition: "Have a signature block for the patient to sign as
verification of the accuracy of the information."

"Have an additional signature block for review purposes
to be used if transferred to another ward or for a long
term patient."

REDUNDANCY OF INFORMATION

Several of the comments are linked to the redundancy issue. In the survey con-
ducted by the NETS at DDEAMC which constituted their responses, the "nursing
history and assessment form was selected more frequently as a form to leave the
same than it was selected for change...The principle issue for change is
duplication... " As previously noted, many of the comments regarding specific
numbered items on the DA 3888 mentioned data contained elsewhere in the medical
record, often the physician's history or the PAD report. There were suggestions
to combine nursing and physician's history and assessments. Representative
comments follow:

"...(there is a problem with) the current State of the Art in recording
the patient's health history. The utilization of multiple forms by OR,
anesthesia, primary physician and nursing personnel for recording of the
patient's health history results in duplication of effort, and often
information is not pulled together for the best medical care management...
It is proposed that a single patient history form be designed that allows
for multi-disciplinary collection and recording of the patient's health
history..." FORT BENNING

"...Delete DA 3888 and provide space for nursing history on SF 502
(physician's history and physical) for the documentation of the
nursing history and physical. With this policy, assessment and
history data collected by one member of the health team would not
be repeated by colleagues from another discipline. Additionally,
the patient would not need to be asked the same repetitive questions..."
ISR

SPECIALTY AREAS/SHORT TERM ADMISSION

Approximately one-third of all responses includpd a notation of the non-
applicability of the DA Form 3888 to a specialty area such as obstetrics,
pediatrics and psychiatry. Several institutions included copies of overprints
currently utilized to overcome difficulties. The nursing staff at the 121
Evacuation Hospital-Seoul made the following suggestions which combine history
and assessment and meet specialty needs:
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"Overall, the questions on this form are not very definitive for an
assessment at admission. The questions are worded in such a way that
they are not very helpful to the professional for assessment purposes
and generally are not even that helpful as a 'guide' for assessment.
There are some inpatient -areas where this form is not only not helpful,
but is practically useless. A prime example of this is the Labor and
Delivery area; this nursing history form is barely relevant to the
antepartum patient preparing for delivery. ICU areas and Pediatrics
are other areas where the form is barely useful, even as a guide for
assessment."

"Propose that the 3888 and the front of the 3888-1 be converted to a
basic assessment checklist or fill-in-the-blank assessment sheet with
questions more pertinent to the different inpatient areas. A
general assessment with review of systems could be devised that
could be used by all nurses on assessment with more specific check-
lists for each individual area to be completed as needed.

This new assessment sheet would be the only assessment/admission
form and would become the SF 510-1, so that information does not
have to be repeated on the SF 510 that is already on an admission form
(presently being done with DA 3888 and admission note on SF 510).
SF 510-1 will be the first nursing note in all patient's charts,
will not be an overprint designed by an individual hospital, will
be standardized for all Army health facilities, and will include all
basic admission information in one place and on one form."

Finally, there is a desire for a "short term" admission history/assessment/care
plan guide or form. Common responses in this area again reflected the time
necessary to complete the current forms and the frustration in trying to meet
requirements only to have the patient discharged within 48 hours of admission!

COMBINATION OF NURSING HISTORY AND ASSESSMENT

The combination of nursing history and assessment was explored by the nursing
staff at Fort Monmouth:

"...Condense history-related questions on front of form. Deleting some
of the demographic data at the top of the 3888 could assist with this
endeavor...Outline a review of systems on the back of the 3888
utilizing a scheme which includes the following: neurological, skin,
a scheme which includes the following: neurological, skin, motor
skeletal, cardiovascular, respiratory, gastrointestinal, geniturinary,
special senses, emotional/social .... If possible incorporate Marjory
Gordon's typology of eleven functional health patterns into the history
and assessment guidelines (Encl 2) .... "

The Principal Investigator (LTC Bell) found a "format" rather than a "form" dis-
cussed by nurses at an institution in Boston which combines history and assess-
ment (Encl 3).

Responses from the MEDDAC in Panama (Encl 4), at Fort Carson (Encl 5) and Fort
Leonard Wood (Encl 6) were detailed and provided examples of possible options.
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FRAMEWORKS FOR THE DIAGNOSTIC PROCESS 81

TABLE 3-6
TYPOLOGY OF ELEVEN FUNCTIONAL HEALTH PATTERNS

Health-perception-health-management pattern Describes client's perceived pattern of health and
well-being and how health is managed

Nutrtional-merabolic pattern Describes pattern of food and fluid consumption relative to meta-
bolic need and pattern indicators of local nutrient supply

Elimination pattern Describes patterns of excretory function (bowel, bladder, and skin)

Activity-exercise pattern Describes pattern of exercise, activity, leisure, and recreation

Cognitive-perceptual pattern Describes sensory-perceptual and cognitive pattern
Sleep-rest pattern Describes patterns of sleep, rest, and relaxation

Self-perception-self-concept pattern Describes self-concept pattern and perceptions of self (e.g.,
body comfort, body image, feeling state)
Role-relationship pattern Describes pattern of role-en"agements and relationships

Sexulity-reproducrive pattern Describes client's patterns of satisfaction and dissatisfaction with
sexuality pattern; describes reproductive patterns
Coping-stress-rolerence pattern Describes qeneral coping pattern and effectiveness of the pattern
in terms of stress tolerance
Value-belief pattern Describes patterns of values, beliefs (including spiritual),, or goals that guide
choices or decisions

areas of assessment applicable to all clients. The result would be that ( I ) the domain of
responsibility and accountability would be clear, (2) the focus for clinical studies would
be identified, and (3) the focus for development o( expertise in assessment and diag-
nosis would be clearly delineated for teachers, students, and practitioners.

A typology of assessment categories proposed in the next section is viewed as a
step in the direction of unification of structural areas. As stated previously, each nurse's
approach to these areas is dictated by the conceptual framework utilized.

FUNCTIONAL HEALTH PATTERNS TYPOLOGY

The typology' of functional patterns in Table 3-6 contains a set of health-related
areas quite familiar to nurses. Client reports and nurses' observations provide the data
for identifying patterns.

The clinical information collected under the assessment structure shown in Table 3-6
is relevant to all co'ceptual models because it is basic information. The typology rep-
resents both traditional and contemporary ideas ot nursing practice in a concise,
easily learned set of category names.

5 The pattern areas were identified by the author about 1974 liir purpoe% o teaching assess-
ment and diagnosis at Boston ('olege School ol Nursing. ('Colleagu h.,vc %utgestcd some minor
changes in libel% and cotent. I aye F.. McCain'% ( 1965) and l)iirotiv Smith' (1968: Becknell
and Smith, 1975) assessment concepts were particularly influential. as vere the comments of
clinical specialists and students who reviewed and tried (ut! the Latceories in practice.
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FIGURE 1.
NURSING DEPARTMENT

Assessment Worksheet Name.

Date:
PETER BENT BRIGHAM HOSPITAL

Division of the Affiliated Hospital Center, Inc.

Admission/Discharge Diagnosis/Chief Complaint:

I. HEALTH MAINTENANCE SYSTEM

Admitted from/Discharge to: (home, hospital, nursing home, etc.)

Support System: (family, neighbors, friends, relatives, emergency contact)

Pre/Post Hospital Medical Care: (clinic, private MD, neighborhood health center, referrals to agencies)

I. SOCIAL PROFILE

A Cultural, environmental, social,economic, religious, occupational and familial aspects to care:

B. Health Teaching and Plans (risk factors? health hazards?): """ - . -,

III. EMOTIONAL PROFILE:

A. Response to past or present hospitalization

B. Self concept (body image, sexuality)

C Health Teaching and Plans (understanding of disease process and symptoms of recurrence):

IV. PHYSICAL PROFILE:

Vital signs Weight Height Prosthesis

Current Medications Allergies

A. Review of Systems /t/ .7. .

Mental Status (level of consciousness/orientation):

Sensory Status (vision/hearing/speech/aids):

Neuromuscular/Skeletal Status (mobility):

Integumentary Status (condition of skin, wound healing)'

Cardiovascular/Respiratory Status (quality of pulse, respirations, need for assistance, etc.)'

Nutritional Status (type diet/ability to chew, swallow, appetite)

G.I./G.U Status (malor problems or concerns in function)

Sleeping/Rest Requirements (stated needs, habits),

F
B. Health Teaching and Plans (medications-side effects, treatments, diet, activity)

V. PROBLEMS PLANS

Used with nermission
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HSXU-NG-NE 4 January 1984
SUBJECT: Review of Nursing Documentation for Inpatient Records

I. Problems. There are two major concerns expressed by our staff with regard
to the documentation process:

1) documentation is extremely time consuming due in large part to the
double documentation required by regulation and form.

2) implementation of the nursing process is difficult because assessment,
identification of nursing problems, nursing interventions, and implementation
is split between five forms.

II. Solutions. DA 3888 Medical Record - Nursing Assessment & Care Plan:
Collection of the nursing history/data base is an essential step in the nursing
process and should be conducted with each new admission. However, not all of
the information is pertinent to every patient. After conducting the interview,
the nurse should organize the significant information on the current assessment
continuation sheet. This would allow the nurse to focus on the information
which is predictive of problems. While the DA 3888 has essential areas for
interview, the questions as stated are too confining. An approach which would
be less confining would be to utilize Becknell and Smith's Clinical Nursing
Assessment Tool (Incl 1) as an interview guide sheet which would not be a
permanent part of the record. The nurse, at the conclusion of the interview
and physical exam, would be required to consolidate all significant informa-
tion on the DA 3888-1. If the form were overprinted with general category
headings (Incl 2), it would facilitate organizing the information. Please note
that a statement regarding valuables was included as this seems to be a piece
of information which is frequently missing.

If the current forms, DA 3888 and 3888-1, were to be retained, information like
address, telephone, height, weight, and next of kin should be viewed as double
documentation of information which is more appropriate to another form. The
nursing admission note on the SF 510 required by AR 40-407 is also viewed as
double documentation, and the requirement should be eliminated. The nursing
history and assessment should stand alone as the essential information required
for admission.

The nursing care plan which identifies patient problems should not be on the
back side of any form. The data is so significant to the delivery of patient
care that it should be easily retrievable and seen at first glance. The
current form should be revised to include patient problems/patient goals and
nursing interventions utilizing Marlene Mayers format. Problem statements

must include potential as well as actual problems since there are many specific
nursing interventions geared to preventing problems, i.e. deep breathing and

coughing post surgery, cast checks post cast application, etc.

Discharge considerations are so essential to the delivery of nursing care that
the discharge needs should be a part of the care plan problem statements, thus

eliminating the separate section now reserved for discharge considerations.
The revised form as suggested is attached (Incl. 3).

1
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FIGURE I CLINICAL NURSING ASSESSMENTTOOL
Nursing History

",, ! 1. Vital statistics.
name, age, sex, wt. hgt, marital status, residence, admissions .

2. Patient's understanding of illness.
why in the hospital, effects illness has had on living habits

• 3. Some indications of patient's expectations.
what will occur while In the hospital, what will result fromitay in the hospital, what he
expects of nursing care

4. Brief social and cultural history.
occupation, on aid, religion, education--if 4th grade read and write, immediate family
members, lives with or alone-most significant person, animal, job, churcht~t

5. Significant data in terms of:
a. Sleeping patterns.

to bed, wakes-gets up, bedtime rituals, any difficulty going or staying to sleep if so, what AlI: _ happens, what's done, # pillows "I

b. Elimination patterns.
BM's-time, frequenLy, aids, what, when, any dofficulty, how is it prevented/alleviated

c. Breathing patterns. .,!

probs, when-what makes it worst/relieves it

d. Eating and drinking patterns.
f meals-time, typical menu, snacks, likes, dislikes, restrictions, probs, does it affect ability

to eat, what assistance is needed, smoking per day, drinking per day, drugs per day

e. Skin integrity.
color, turgor, texture, state, describe any problems observed, how pt. cares for skin-prevent/ " I
alleviate probs, bath-frequency, time, kind, shave-frequency, time makeup,
teeth-frequency, time, denture in/out, for hs, any help needed with bath, teeth, grooming

i. Activity.
able to walk, limitations, how it affects ADL, R.O.M. describe limited part/how it affects jj j
ADL, what assistance is needed due to limitations

-,o , g~. Recreation." - . .

.- what Is done for relaxation, leisure, hobbies

Ih. nterpersonaland communicative patterns.
how does patient feel with new situations/people, describe nonverbal and verbal behavior

i. Temperament.
what makes patient angry, what does he do when angry, how does he let others
know he's angry

j. Dependency and independency patterns. wa|
what he does for self, others, has others do for him. How he lets others know what
he wants, how he feels when asking and accepting help.

k. Senses. U
sight-any problems, how it affects ADL, what can others do to help, hearing-
any problems, how it affects ADL

I. Menstrual paiternms.

frequency, duration, probs., solution " ii
m. Statement of that which helps pt. feel cared for.

describe items of importance to pt. (security, comfort, protected, safe). What do others
.* "do or have done to make patient feel cared for. 4
'* Adapted From: NURSING HISTORY by
,~ *Dorothy M. Smith &

Eileen Pearlma, Becknell
. ....-.,+ ....... ............... I

is t eC 3s continued on page 46
'VsrNee Inclosure I1 ,$+ - + 43
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MEDICAL RECORD - NURSING ASSESSMENT fifagmyu
For use of this form, no AR 40-407; the proponent agency is the Offie of The Surgeon General.

NURSING HISTORY /IAIXDM=N ASSESSMENT DATA

I. Vital Statistics/Social & Cultural History:

II. Patient's Understanding of Illness and Expectations:

III. Systems Review/Significant Data in Terms of:

IV. Valuables Brought with Patient:

SIGNATURE (Nurse) DATE

PATIENT IDENTIFICATION

Inclosure 2 -r

FORM tONTINUE ON REVERSE)DA I1AUG 79 3888- 1 C-24



INSTRUCTIONS: Number and initial each recording and indicate Long(L) and Short(S) term goals.

DANTFED PROBLEMS EXPECTED OUTCOMES (Goals) L/S DCO SE

DISCHARGE CONSIDERATIONS:
Patient-Family Teaching:

Special Considerations: (Soctopsych gicaf needs, Limitations, Disablities, etc.)

Other:
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-"" ICAL RECORD - NURSING ASSESSMENT AND CARE PLAn-'
For use of this form. e AR 40-407:, the proponent agency is the 0'fice of The Surg=on Gearal,

DATE I TIM NAME, ADDRESS & TELEPHONE OF NEXT KIN2.-.--- °-

NURSING HISTORY YES NO INSTRUCTIONS. USE PATIENT'S OWN WORDS WHEN POSSIBLE. USE
N N ITEM NUMBER FOP EACH RESPONSE.

............... What brought you to the hospital?
Have you been hospitalized before?
Do you have any other health problems?

4. I ' Do you have any allergies or sensitivities?

:I If yes, explain and describe reactions.

5. IAre you presently taking any medications?
If yes, name, frequency, reason, last time taken,
meds brought to hospital.

6. Are you on any special diet?

7. iI Do you have any problems with your bowels

(diarrhea, constipation)? Aids used?
1 I Urinating problems (frequency, burning, urgency or
other)? If yes, explain.

8. Do you smoke or drink alcoholic beverages?
If yes, amount and frequency?

9. Do you have any trouble sleeping? If yes, explain.
Aids used?

.LU. i Do you have any special concerns or requests that
will help us to make your hospital stay easier?
(i.e. assistance with activities of daily living.
Jse of special aids such as glasses, crutches, etc.
alor a~ticular likes and/or dislikes or religious4 or t[.4.~ l .pract ices.

!I. -When you go home, who do you have to assist you?

SIG~ A U~Z nforma ion o bt- edfm: - -- E
SI~t' ATU0 ATE j

PATHENT'S iEy-riFfCAT1ON .... NO
REGSTEOWARD NO

EXA13Y jr 2

(over)

AUG EOITION OF 1 Jj2t OBSOLETE (CO7I,'E 0.V ;EVERSE;
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MEDICAL RECORD -NURSING ASSESSMENT AND CARE PLAN (Continuation)
For use~ornis~orm, 3*9 AR 40-407; the prooeneFAt agency is the Office Of The Surgeon (Qjt.4aI...

ADDITIONAL ASSESSMENT DATA

SIGNATURE~ (Nurse) DATE

INSTRUCTIONS: Numbef and initial e.3cn record'rg

OATSEPOL~ 
DATE

!DENTIFIED 
COPItE

DICAG CONSOIDERATIONS: 
(

____________________________ -Teaching-- 
__________



Medical Record-Nr I_ Aj Assessment A n Plan (DA Form 3M . D Form
3888-1). It was the general consensus of the committee that the 3888 and 3888-
1 are excellent forms if utilized in an educational setting, but are not
practical if used on a continual basis or required on every patient admitted to
the hospital. It is suggested that the two forms be combined into one and that
all the unnecessary material be omitted as follows:

(1) The original numbers 1 thru 5 should be omitted since this
information is provided on the Admission Cover Sheet (DA Form 3647) and address-
ograph plate provided by Patient Administration Division upon admission. Add
to the form: number (1) for Date/Time and number (2) for Name, Address;, and
Telephone number of next of kin.

(2) Numbers 6 thru 10 could be omitted except for the source from
where information was obtained. This could be added at the end of the Nursing
History in the column with Signature (nurse) and Date.

(3) The Nursing History section is entirely too long and there are
too many questions that are not pertinent or that repeat others. Emphasis
should be placed on obtaining information on the patient's knowledge about
their diseases, medications, allergies, special diet, and if there is support
at home upon discharge. Many of the questions that are asked are answered
during the course of the patient's assessment.

(4) Additional Assessment Data: Each specialty area in nursing
should be allowed to develop their own overprinted assessment tool to provide
the required information.

(5) Instructions: It is recommended that expected outcomes (goals),
long and short, be omitted from this section. Subjective and objective
oroblems are either accomplished or deferred regardless of the expected
outcome. This will eliminate excessive writing that is not realistic and time
consuming.

(6) Discharge Consideration: This entire section could be
eliminated if a standardized Discharge Plan (DA Form 4700) was developed and
implemented, or each Department of Nursing would develop their own Discharge
Planning Form.

(7; See example #2, Inclosure S.

C-29



DA FORM 3888-1
NURSING ASSESSMENT AND CARE PLAN (CONTINUATION)

SUMMARY SHEET

Comments regarding the DA Form 3888-1 were directed at either the "additional
data" portion or the Nursing Care Plan and Discharge Considerations located on
the reverse side of the form.

ADDITIONAL ASSESSMENT DATA

Comments often reflected a desire to have more rather than less guidance:

"...(there is a problem with the front of the form being blank)...
its' effective use requires thorough preparation of the professional
staff in'physical assessment, something not always possible.... (We
suggest providing) a standard overprint for review of 3ystems which
allows fill-in-the-blank completion by RN..." FT DEVENS

"...standard forms which provide guidelines, i.e., ROS head-to-toe
with some common comment..."

"...It is suggested that the assessment criteria from DA PAM 40-5
standard 1 page 2-1, 2-2, be overprinted on DA Form 388-1 and
utilized throughout the Army to reduce the number of different
overprints in current use..." FT BENNING

Often the comments seemed to reflect a lack of understanding of the Nursing
Standards which do not mandate a total review of systems, but merely
"pertinent" areas. Other comments about this section again reflected the
concern for duplicated information:

"...The current methods for documentation of the physical assessment
findings among the health care professionals results in duplication
of effort and sometimes patients even question as to whether we talk
to each other...(It is recommended)...that the DA 3888-1 record only
the data that is appropriate for planning care and even then not to
duplicate the data recorded by the primary physician...In addition,
the initial nursing admission note could best be written on DA 3888-1
to include admission data and other pertinent information and eliminate
the recording on SF 510..." FT BENNING

"...Since the majority of us do not do assessments by systems, this
page is usually a repeat of the admission note on the SF 510 or left
blank - I'd eliminate it..." FT WAINWRIGHT

NURSING CARE PLAN

Comments addressing this section of DA Form 3888-1 emphasized the need for
additional space and the need to incorporate nursing action
orders/interventions with the problem list. Thirty-five (out of 46) of all the
letters received in response to the request for input to this study mentioned
these two items. Other comments expressed concern for having the care plan
meaningful for para- professionals and suggested additions or deletions to
column headings.

s-'.



Representative comments follow:
"...Remove nursing order from DA Form 4677 (Documentation care plan -

Nonmed.), place them on DA Form 3888-1 (Nursing assessment and care
plan). Many nursing orders don't fit well under routine blocks but
would be overlooked under PRN, results in much ineffective initialing.
More important, including the interventions (nursing orders) on the
3888-1 would more clearly explain their relationship to the problem
and the goals. This concrete connection is especially important for
the paraprofessionals."... FT GORDON

"... Utilize entire front side of form for the nursing care plan...
position the (NCP) format lengthwise on the paper, utilizing the
length rather than the width of the paper would allow for a greater
amount of space for the care plan..." FT MONMOUTH

"...Commit (the Corps) to the use of the nursing diagnosis..."
FRANKFURT

"...the (NCP) needs more space for goals and outcomes.. .forms should
include a problem list which is ongoing and updated...It would be
advantageous to couple nursing orders to the nursing care plan.
Recommend that the problem list goals and actions be located together
to avoid going to several forms for the total care plan...the system
must provide a way for the individual at the bedside to have rapid
access to basic and concise instructions on the individual patient's
care requirements..." FT CAMPBELL

"It is proposed that blank forms with expanded room for problem list,
planned nursing intervention and outcome criteria be developed with
concomitant space for discharge planning needs and patient teaching
needs...it is recommended that a Kardex-type approach be utilized
and that specific areas for check-offs be provided..." ISR

"...The care plan portion should be a full page at a minimum with the
headings of Nursing Diagnosis, Related To, Goals, L/S, Date Evaluated,
Date Accomplished, and a space provided for the nurse who wrote the
diagnosis to initial. Nursing Orders need to be written on this
form..." WRAMC

"...Expand the (NCP) to include nursing diagnoses, expected outcome
followed by nursing actions. Recommend each nursing action on the
(NCP) have times listed for each action and spaces to initial that
the action was performed. This would eliminate the need to place
nursing orders on the Nontherapeutic Documentation Care Plan.. •" DIX

"...a) (suggest) the following headings for the care plan: Date-
initial/Problem/Goal-Expected Outcome/Nsg Action/Problem Resolved.
...specify discharge planning and teaching needs: Date-initial/
Problem/Outcome-Goal-Date/Comprehensive Learning Status/Nsg Action

b) Patient Goal/Outcome (should) be changed to Nursing Orders, with
more space allowed. Once nursing orders are written on the 3888-1
they should not have to be written on the 4677..." FT McCLELLAN
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"Change 'Problem' to 'Nursing Diagnosis'..."

"Remove 'Long' and 'Short Term' column"

"develop a continuation sheet for problems/goals, or just problems/
goals, or just provide more space..."

DISCHARGE CONSIDERATIONS

Most. comments in this section were ones which followed suggestions combining
the nursing history and assessment in one form. Allowing the nursing care plan
to be on the front portion of a second form and thus discharge and teaching
concerns could appear on the reverse side o- the nursing care plan. The
duplication of information theme was heard again: if discharge arrangements
and patient teaching were to be documented here, why a repeat in the nurses
notes and again on a discharge form? Several responses suggested eliminating
the space for discharge information to make it part of the ongoing problem list
in the care plan. Another suggested a separate sheet to note discharge
considerations and all patient teaching which would eliminate the need to
reiterate the information in the nursing notes.

MISCELLANEOUS COMMENTS

Responses from eight facilities specifically addressed the concern that the DA
Form 3888-1 is not pertinent for specialty areas such as pediatrics,
obstetrics, psychiatry and newborn nursery. Examples of overprints (either on
the 3888-1 or DA Form 4700) currently in use at separate facilities were
included in the respondents' letters.

Several responses discussed allowing all licensed personnel (e.g., LVN/91C/and
RN) to assess and formulate plans, with final review performed by the RN. How-
ever, interpretation of Standard IV of the JCAH guidelines for Nursing Services
states "... Each patient's nursing needs shall be assessed by a registered
nurse... A registered nurse must plan each patient's nursing care.
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DA4256 Clinical Record-Doctor's Orders

Summary Sheet

The overwhelming majority of comments dealt with the problem related to the
need to transcribe every order from this form to either the DA 4677 or 4678
(e.g., "time consuming," "increase the risk of error"). Most responses
reflected the desire to have an order sheet on which the nurse could note the
completion of the action. JCAH Standard for Pharmacies require that a
pharmacist review either the direct order or a copy thereof, hence, a carbon
copy would remain a requirement.

It was suggested that one way to assist in relieving some of the problems would
be to have a separate order sheet for medications. Another response dealt with
the single actions:

"The Doctor's Orders.. .probably has the greatest impact on the
entire nursing documentation process. With some revision of
t!.is form, the one time (single action) transaction for treat-
ment and medications could be recorded on the Doctor's Orders
form. This would eliminate having to transcribe the orders to
the Therapeutic Documentation Plan (DA Form 4677/48)."

A point of Reference for this form and the DA 4678 (medication sheet):

The Principal Investigator met with COL LeFleur, C., Pharmacy
Service, BAMC, and his assistants. COL LeFleur shared several
copies of "old" order sheets he has kept on file. (Encl 2-6.)
All were forms which had been used prior to the current DA Form
4256 and contained areas for nursing action notation directly
beside the original order. He commented that although the
nurse could sign off the medication directly on these sheets,
the need remained to recopy the order onto a medication
card! With the unit dose/sterile products programs in use at
essentially all in-patient facilities at this time, and the use
of the unit dose medication card, the medication card would
prove to be not only an impediment to administering medica-
tions, but, because it is NOT a permanent part of the record,
would necessitate the nurse's signing off the drug on the
physician's order sheet. His points were twofold: 1) the
nurse would still need to recopy a medication order (e.g.,
onto a nonpermanent portion of the record (such as a medica-
tion cardex); and 2) if notation of the action was required
on the physician's order sheet, further problems of accessi-
bility to the order sheet and the possible tendency of the
nurse to sign off all medications at one point in a shift,
rather than when they were actually given might arise. He
feels a return to the medication card system would not only
be a step backward for the profession, but it would create
additional difficulties for the nurse, as well as pose
quality assurance problems.
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DOCTOR'SORDERS - (SIGN ALL OJDE1S

Foi each Set of Oldhjib. Reia~d thu DalU dlid Time~ Sign and Cus Out the Uiuuud Luutl.

PATIENT IDENTIFICATION DATE OR ORDER TIME NURSE'S
______________________________________________SIGNATUNE

NURSING UNIT ROOM NO. QED NO.

IATINTIDETIFCATONDATE OF ORDER TIME

I4URSING UNIT Room NO. $ED NO

'ATIENT ID)ENTIFICATION :::::x
DATL OF ORDER TIME.:

AURSING UNIT ROOM No itD No

'ATIENT IDENTIFICATION
DATE OF ORDER TIME.

JURSiNG UNIT ROMN ED NO

-F N FOR 3066 REPLACES D0 FORM 7dM. )US. 53.
MA 4WHICH IS 4SOILETE IN THE USAF. C-36
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(Continue on rev'erse side)
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DOCTOR'S ORDERS
Standlr~d Form 501
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DA FORM 4677 (Therapeutic Documentation Care Plan Non-medication)
DA FORM 4678 (Therapeutic Documentation Care Plan Medication)

Summary Sheet

Comments about both the DA Form 4677 and 4678 (Therapeutic Documentation Care
Plan) reiterated two themes: the duplication of effort in having to chart
information in multiple areas of a patient's record and the time required to
recopy every order. Suggestions for revision/improvements were aimed at
decreasing or eliminating both problems. All forms in our documentation system
are intertwined and comments addressing the "TDs" relate to the DA Form 4256
(Doctor's Orders, the SF 510 (Nurses Notes) and the DA 3888-1 (Nursing Care
Plan). Often the suggestions involve not eliminating a piece of data, only
directing it to what seems to be a more logical location to facilitate con-
tinuity of care. In addition, nurses are concerned that the format of the
DA Forms 4677 and 4678 (some orders on the front, single/PRN on the back) is
often the cause of medication and nursing care errors: more frequently an
error of omission rather than commission. The use of multiple forms to record
nursing observations and medical orders adds to confusion, fragmentation of
care and frustrations, not to mention time away from the patient to "do paper-
work." A few representative comments follow:

The entire system for noting orders and transcribing them onto
other forms (DA 4677 and 4678) is not only too time consuming
but provides a perfect mode for potential error. The more people
involved in and/or times information is communicated, the more
potential for problems. I strongly suggest a system similar to
the 'old' way. Everyone ruaus and carries out the original order
(unless orders are copied). Medication list (card) should be used
in conjunction with the orders. The chart should be a single
entity not spread out in 2 or 3 areas. I appreciate the need for
accessibility, however I think the disadvantages associated with
the dismemberment of the chart, such as med errors, disjointed
documentation, lost documentation, far outweigh the advantage of
accessibility ...." FT RILEY

"Signing the TD to indicate an order has been carried out is pres-
ently not enough documentation...If the patient has an order to
ambulate and does so without problems, I think initialing the TD
without documenting in the SF 510 is sufficient...." FT EUSTIS

"...(the current system of recopying orders) is complex and time
consuming...Nursing units without clerks have difficulty keeping
up...recurring med errors directly related to form design have
been noted...the most frequent error related to the form is omission
of single doses, particularly when required to be given at a later
date...."

"...these forms (4677 and 4678) probably create the most distress.
Most problems result from the copying of information and the
potential for error. Many times, the forms become illegible due to
copying; nurses handwriting and too many orders placed too closely
together...The major irritation of these forms is the duplication.
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also be on 510. This is a consideration for dressing, treatments

anything which has a potential for requiring a report...." FT IRWIN

A comment from one Chief Nurse was particularly succinct:

"...A personal note - one of the reasons I immediately liked the
Army and stayed was the simplicity of the Old Cardex System. It
i-equired little or no need for orientation, errors were quickly
noted, and other than the chore of recopying orders, little tedious
copying was required. Last weekend, I worked on the Med-Surg Ward
and was absolutely amazed at the amount of work our present system
required. One page of complicated orders took one hour to transcribel
It must be terrible to work on an oncology or metabolic unit."

The comments from Ft Benning were reiterated in a similar form from nurses at
Ft Belvoir and William Beaumont:

"...The current method requires the transcription of orders to two
separate books (medications and nonmedications) in two different
locations. This method is cumbersome and time consuming...(It is
recommended that) the physician order sheet be revised to allow
for daily documentation of medication activities and allow for
documentation of activities. While this would require the physician
to separate his/her orders, it would reduce all transcription of
medication and treatment orders. This would facilitate the record
and would reduce the number of transcription errors."

Some comments about the DA Form 4677 and 4678 were general, expressing the
frustrations, anger and concern with our system and outlining the afore
mentioned problems. Others addressed problem areas and provided examples of
possible solutions; different formats, overprints, etc., development of an
activities of daily living form which might assist in reducing note duplication
and transcription time:

"...The time required to write orders for ADL on the nonmedication
form exceeds the time available. It is recommended that an over-
print nonmedication for be developed that allows for assessment and
documentation of ADL needs on the same form...." FT BENNING

Packets received from the Department of Nursing of the USA MEDDAC Panama and
USA MEDDAC Ft Leonard Wood provide examples of a total documentation effort,
including ADL checklists. The Panama packet contains an article in nursing
documentation which references an aid to accurate and time efficient charting.

Similar suggestions for corresponding sections on both forms were often made:

a. Encl 1 (DF from CPT Lupo) discusses the use of a coding system
to note evaluation of the nursing intervention on the 4677. A
similar suggestion is made to note the effectiveness of medica-
tion on the 4678 (Encl 4) Similar comments were made from nurses
at 15 other facilities.

b. The PRN areas on each sheet were described as "too small" and
need to be enlarged.
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c. Having single action orders on the back of either sheet
increases chances of omission errors. Common suggestions were
to develop a form for only single actions to be directly signed
off on the order sheet when completed (Encl 5, Ft Leonard Wood).

d. Delete "action time from the 4677" and "dispensing times" from
the 4678. All of the responses which included this suggestion
noted that these area are rarely, if ever, used.

e. The use of yellow markers becomes a problem leading to confusing
and "messy" papers. Suggestions included the use of a single
line drawn through the order with a pen, followed by initials
and a date.

g. Delete "additional pages in use."

h. Delete "month and year" - can be provided with recording of the
order date in the left hand column of both forms.

DA Form 468

There were other comments which specifically addressed this form. Several
comments expressed concern about not having a system which readily indicates
administration times. A representative sample of comments includes:

"DA 4678 should contain som.. means of indicati-ig when drugs
must be given without having to check through every page...."
FT MONMOUTH

"...The problem most frequently asociated with DA Form 4678
is missed doses, especially medications not given at standard
times. The forms must be supported by a flagging/signal alert
system which permits rapid identification of the next medication
delivery time...." FT CAMPBELL

"...(there is a problem with) identifying med times readily
and reliably...develop a better system for flagging times and
special meds...." FT BELVOIR

Several comments also addressed the placement of PRA orders vs single action
drugs, for example:

"...PRN medications should be on the top...(they) are used
more frequently and the top...is more accessible...single
dose medications would be on the bottom of the form...."
FT STEWART

Several comments addressed the problem of placement of orders such as a sliding
scale of insulin or decreasing dose of steroids.

Finally, there were comments regarding the fragility of the current forms.
Several responses suggested the design of a more sturdy form, e.g., cardboard
consistency.
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"...pages of record are not secured in biders. Holes holding
pages in rings of binder tear, fall out, get lost., need to have
a medication cardex rather than loose leaf binders.. .with two
parts to the medication sheet rather than front and back side."

PRN MU Top part of Cardex

R~rrian Medr Bottom part of Cardex

With this type of lay-out all information is visible at one glance."
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The idea that I'd like to submit, borrowed from Dr. Pardee, University of
Washington, Seattle, would be to 6imply add a code symbol to reflect evaluation
of nursing intervention on the green "TD" form. The code would be as follows:

+ satisfactory/within normal limits
- unsatisfactory (must elaborate in the nurses notes)
0 not observed/omitted (must comment in nurses note)

Please see the attached "TD" as an example.

FOA R 2496 ..... FM '. °" M CH C OSo I.
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DA Fom 4700 Supplemental Medical Data

Summary Sheet

All comments regarding DA 4700 mentioned its use, either for discharge planning
or to document teaching needs and interventions. Common suggestions were for a
standardized format for discharge planning which included the physician's plan,
nursing preparation of the patient and any other referral or supporting
agencies' plan for the patient's discharge. Such a standardized form would
have multiple copies, one for in-patient record, out-patient record and for the
patient, and would meet the needs of adult and pediatric patients in all
services. Proper notation of this form would then eliminate a need for a
discharge nurse note on SF 510.

If a DA 4700 form were used to indicate teaching requirements and

interventions, such notations could then be eliminated from the 3888-1 and
SF 510

Several Chief Nurses enclosed copies of overprints used at their facilities.

Many comments suggested streamlining the overprint approval process, perhaps
having it at the local level.
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DO Form 752 Intake and Output Workshee4

Summary Sheet

All comments regarding DD Form 752 addressed the desire to incorporate it into
the permanent record rather than having it as a mere "worksheet.' Again, this
reflects one of the major themes of all responses received from the field: the
redundancy in charting. Once placed on the I & 0 Sheet, the informations must
be transferred to the SF 511 and, often, into the nursing notes.

"DO Form 792 needs to be part of the permanent patient
hospitalization record. This would save a tremendous
amount of time for recopying all the information into
the nurse's notes. The present way of recording I & 0
on SF 511 does not provide an adequate breakdown or
space for breakdown. The word "worksheet" should be
eliminated from the title of this form...." FT MEADE

Responses also suggested the DD Form 752 be designed to allow totaling of
parameters at the end of each shift rather than every twenty-four hours.
Additional space was requested for intravenous medications.

Finally, Letterman Army Medical Center made this suggestion:

"Delete intake equivalent (lower right hand corner of
DD Form 752. Either state only standard measurements,
i.e., medicine cup, half pint, etc., or leave blank
for local overprint.
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SF 510 Nursing Notes
Summary Sheet

Few comments regarding the SF 510 Nursing Notes were directed at the structure

of the form, for example:

"...eliminate AM/PM; change to 'time/date' in one column." (3 responses)

"...Change the (title of) 'Nursing Notes' to 'Nursing Progress Notes'."

"...the SF 510 is satisfactory in its present format."

Most comments were directed toward acts of recording nursing actions/observations
and the problems therein. Comments fell into three main groups: the use of a
Multidisciplinary Progress Note, the redundancy in charting, and format (SOAP,
SOAPIE, SOAPIER, Narrative, etc.).

MULTIDISCIPLINARY NOTES

Seventy percent of all responses received from facilities worldwide addressed
the use of a multidisciplinary progress note. The majority (66%) of total
responses favored incorporating the nursing comments with the physician's
progress note. The following are representative comments:

"...(the problem is that) the progress of the patient's status is
difficult to track. The physician, physician assistant, physical
therapist, clinical dietitian, and respiratory therapist record
on the progress notes. All nursing personnel record on the nursing
notes...(it is recommended) that all patient progress be recorded
on the progress notes. The documentation by all health care
providers (should) jointly track progress, thereby reducing the
current duplication of effort, and improve access to the written
communication about patient status .... " FT BENNING

"I would combine nurse's notes and doctor's progress notes on
one form. We are the only service that charts separately
and if we all did chronological charting, the doctors would
read our notes which would tend to make them credible and if
we knew someone was reading them they would improve plus the
doctors might learn something! It's symbiotic.... " FT GORDON

If adopted, the title of the SF 509 (Doctor's Progress Notes) would require a
change. Suggestions included "Patient's Progress Notes" or merely "Progress
Note."

Several facilities expressed concern that there may be potential problems with
the multidisciplinary note. The following is a summary of their points:

1. What format will be required? SOAP, a form of POMR, narrative
descriptions, etc.? Confusion may arise if charting is done using different
problem lists (i.e., the one specified by the physician vs. the problems
defined on the nursing care plan).
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2. Who would be authorized to chart? Currently, all nursing personnel,
regardless of skill or educational level, are charting on the SF 510. Ideally,
if written by a paraprofessional, notes are reviewed by the RN prior to writing
on the permanent record. However, this is not always the case.

3. How much charting would be required, and by whom? This begins to
address the redundancy issues. If a multidisciplined note is to eliminate some
of the overlap of notes, must a cited physician concern still be addressed by
the nurse if there is not additional information available? The opposite point
can be taken as well. Will the nursing notes, often more detailed and charted
with greater frequency, supplant the need for a daily MD note?

REDUNDANCY IN CHARTING

"Charting needs to be made more efficient. Suits and evaluation
for QA have necessitated complete documentation of nursing care.
Since it is necessary, we need to make it as complete and yet as
easy as possible ...." FT EUSTIS

The above comment really sums up this section. Some information on every piece
of nursing documentation in the system is repeated on a second, third or even
fourth form. Much of this repeated information appears in the nurse's notes.
Because Army regulations do not preclude repeated data (in fact, AR 40-407,
para 2.8.C., cites information necessary for an admission note which duplicates
that appearing on the DA 3888 and 3888-1) often the nursing personnel find they
are charting "just to chart." The solution to the redundancy concern is seen
to tie into the use of the DA Form 4677 and 4678. If performance and
evaluation of nursing interventions could be annotated directly on sheets where
nursing and medication orders are written, it was felt that the charting in a
progress note would be decreased, and take on more meaning. Fifteen facilities
referred to a form containing activities of daily living data. The MEDDAC at
Panama provided an excellent example (Encl 1). It was suggested that if
actions requiring documentation (i.e., those occurring within the normal course
of hospitalization, e.g., diet, activity, vital sign frequency, etc.) were
briefly annotated on such a data form the nursing note might reflect only a
change, persistent information or an "event" which required elaboration; it
would truly become a problem related note.

"...(there is a problem with the nurse's notes)...Flow of documents
is impractical and time consuming given current constraints of
personnel...For ease of user and total patient care provided refer-
ence, all patient information should be in one location rather than
the present minimum of two. Activities of daily living should be
documented in check list form by the provided, i.e., 91B. SOAP
problems should be recorded and progress notes written by professional
staff.... " FT DEVENS

"...use the nurses notes as continuation sheet for any
documentation which cannot be included on the activity
flow sheet...." PANAMA
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Similar suggestions were made for charting on the DA 4677 and 4678. Several
suggestions were made to add a code symbol to reflect evaluation of nursing
intervention on these forms:

"The code would be as follows: ' Satisfactory/within normal limits;
'-' Unsatisfactory (must elaborate in the nurses notes); '0' Not
observed/omitted (must comment in nurses notes) .... " WRAMC (Encl 2)

"A system is needed to quickly document reaction to routine medica-
tions. There are so many drugs for single patients, it is (a waste)
...of time and resources to require nurses to continuously document
repetitive medication. A + or - system is suggested...A (+) indicates
the medication, if given for pain, pain was relieved; if given for
agitation, the patient is less agitated. A (-) indicates the given
medication did not achieve the results for which it was given, i.e.,
if given for pain, the pain was not relieved; if given for agitation
the patient is still agitated. This can be used for all controlled
substances, be they routine, one time, or PRN orders. It can be Used
for PRNs other than controlled substances (i.e., MOM, Mylanta). When
employed, the (-'s) have to be reflected in the nursing notes SF 510,
the (+'s) do not ...." WRAMC

The above would begin to address concerns such as:

"...must every single dose of regularly scheduled narcotics
(e.g., for terminal cancer patients -- not PRN meds) be
charted on the SF 510? ...the medication is signed off on
the sheet for each dose given...." FT HUACHUCA

"...signing TDs to indicate that an order has been carried
out is presently not enough documentation. If a patient
has an order to ambulate and the patient does ambulate
without problems, I think that initialing the TD without
documenting this on the SF 510 is sufficient. I think that
problems noted with ambulation should be documented. This
also applies to nursing orders for observing post-op dressing.
If the dressing is dry and intact, the TDs are initialed and
this same information is presently expected in the nursing
notes. Again, I think if the dressing is not dry and intact,
this information and actions taken with evaluation should be
documented on SF 510...pain medications (PRN) must be signed
on the TD and in the nursing notes with evaluation. Again,
I think with SOAPIE and SOAPIER charting that expected
responses need not be documented on SF 510; but untoward
reactions or no relief, etc., should be documented....
FT EUSTIS

Other examples of redundancy in information prompted comments such as:

"...if we have to have a discharge form, why must we write it
(the discharge information) on the care plan and again in the
nursing note? One place or the other, please...I" FT EUSTIS
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"...charting every shift on all category I and II patients is
unreasonable, especially with long term patients experiencing
no significant change in (their) status...(this) leads to
redundancy and meaningless notes ...." FT RILEY

"...if a nursing order indicates a task (to be performed) ...and
is initialed on the green sheet each time (it is) performed,
does this constitute a nursing note? If not...(there is) a log
of redundancy in the nurse's notes...." FT EUSTIS

Comments regarding a charting format generally reflect a confusion as to what
is the standard. Neither the ANC standards of nursing practice nor AR 40-407
specify a format. JCAH guidelines indicate that, "...nursing documentation
should address the patient's needs, problems, capabilities, and limitations.
Nursing intervention and patient response must be noted.... " (P. 119 JCAH
Manual, 1983.) Beyond this, there is no specification as to how to reflect the
required information. Some comments include:

"...is SOAPIER charting mandated for all charting? If so, make
standardized guidelines available.... "

"...what kind do we use: SOAP/SOAPIER/SOAPIE/NARRATIVE...there
is a need for the Corps to address (this)...mandate something...."
FT BELVOIR

"...if it's SOAP, there is weakness. When a patient has multiple
problems, nursing tends to chart only one problem...." (This was
reiterated in six responses.)

"...dispense with narrative nursing notes -- require problem
oriented charting, SOAPIER ...." WRAMC

"Eliminate the expectation that an RN with 41 patients should write
continuous, detailed notes on each patient with a SOAP format as if
he/she were doing private duty and observing one patient. On certain
patients, a summarized SOAP could be utilized. Individualized nursing
care complicated short term surgical procedures, i.e., herniorraphy,
a standardized SOP would probably suffice.... " FT GORDON

"...look at what is done with the information, how it is used,
identify its usefulness and whether it is a repetition of infor-
mation gained elsewhere by others. The SOAPIER format and the
nursing diagnoses need to be looked at long and hard as to its
usefulness and impact on nursing care, especially in the form of
chronic staffing shortages. The question is whether the current
format is useful or an ivory tower dream for the ideal situation
.... " FORT GORDON
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.A

The idea that I'd like to submit, borrowed from Dr. Pardee, University of
Washington, Seattle, would be to simply add a code symbol to reflect evaluation
of nursing intervention on the green TD" form. The code would be as follows:

+ satisfactory/within normal limits- unsatisfactory (must elaborate in the nurses notes)

0 not observed/omitted (must comment in nurses note)

Please see the attached "TD" as an example.

I IiA REPLACES O FORM 06, WHICH IS OUSOLETE.
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SF 511 Vital Signs Record
Summary Sheet

There were many comments regarding this standard form most of which reflected
the need to provide additional space for recording a summary area for intake
and output. Another suggested combining two parameters sheets (SF 511 and Do
Form 752) to develop a flowsheet with applicability for any unit:

'...There is a problem with the redundancy in the charting
of patient vital parameters (i.e., vital signs, intake and
output, neuro checks, etc.)...Suggest deleting the SF 511
and intake and output form. Develop a flowsheet that can be
utilized on any nursing unit and could be kept as part of the
permanent patient record. This new form should contain areas
for vital signs, intake and output, physical assessment of
vital parameters, etc., regardless of the change adopted. It
is felt that BP's etc. do not need to be graphed, a task which
is time consuming and could be inaccurate ...." ISR
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Flowsheets/Overprints
Summary Sheet

The pros and cons of more forms vs. less forms were voiced.

PRO/MORE

Numerous responses (N=15) recommend the development of standardized flowsheets
for specialty areas, and some routine procedures:

AREAS PROCDU ES

ICU VS (post-op)

CCU Neuro Checks

Post Anesthesia R.R. Circulation Checks

Neonatal ICU CPR

Common responses (n=15) from specialty areas emphasized the unsuitability of
current forms for their areas. Recommend overprint assessment forms and
history be developed for:

Pediatrics

OB

Psychiatry

Request local approval for overprints (n=6); one suggestion was for a "forum or
centr'al repository for all forms so an individual MTF could call upon these
resources when the need arose and avcid duplication of effort."

Several responses included examples of flowsheets and overprints.

Comments from four MEDDACs sup up the above:

"Specialty areas such as pediatrics, nursery, labor and
delivery, and psychiatry often don't find forms suitable
to their patient populations. Commonly used forms must
have some capability or flexibility for incorporating
these specialties. Could there be standard specialty
'version' of selected forms which use a suffix (e.g.,
3888A) to denote the specialty? ...if the approach to
forms for specialties is to leave room on forms for over-
prints, the approval process for overprints should be
streamlined. Is it really necessary to require more than
local approval for overprints?" FT CAMPBELL

"In order to meet minimal standards in patient education
and documentation requirements, this MEDDAC maintains 46
approved overprinted forms. It would be beneficial if
there were a central clearing house +hat would maintain
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copies of all the overprinted forms and would publish a
list of available forms. Recommend that each Department
of Nursing be given the authority to develop and approve
any overprinted forms they feel necessary for patient
teaching and documentation of care" FT LEONARD WOOD

"Every Army Hospital and each section within the hospital
has developed their own 'checklist' or 'flow worksheets.'
The Army needs a standard flowsheet to be a part of the
permanent record and not a worksheet to be thrown out
after the patient is discharged. Special areas such as
MICU, NICU, SICU, CCU and RR need their own special flow-
sheets, but forms should be standard in all hospitals ....
An additional flexible flowsheet could be developed for
use as needed such as neurc checks, frequent vital signs,
circulation checks, or make DA Form 3950 a variable flow-
sheet and have it become a part of the permanent record."
FT MEADE

"We in the medical field (and certainly in nursing) are a
specialized profession. To ask that one or a dozen forms
...fit the needs of post-partum or orthopedics, from neuro-
surgery to geriatrics, etc., is not feasible. I believe
the time has come to fit the forms to the need, especially
in terms of assessment and planning. Perhaps an overall
general format, with content specific to the area, if need
be, but certainly tailored to specific, special areas .... "
FT RILEY

"If the trend is to do more with less, overprints will
continue to be a necessity. I feel that one set of
information or forms Army-wide cannot be adapted to
every set of circumstances and philosophies .... " FT SILL

CON/LESS

Two excerpts succinctly address the concern of the opposing point of view
regarding overprints:

"The proliferation of multiple new forms to improve the
documeirtation has generally resulted in multiple sites
for recording the same data, therefore, increasing the
amount of documentation required. In general, the pro-
liferated forms/overprints are not completed and there-
fore, hamper their effectiveness and increases liability
as these forms, once approved, become our accepted level
of practice." FT BENNING

"...the forms themselves encourage focus upon filling in
the blanks and also encourage continued proliferation
of even more DA 4700 overprints in the mistaken belief
that the right forms will perfect nursing documentation."
FT HUACHUCA
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Miscellaneous Comments

Summary Sheet

The majority of the responses acknowledge an awareness that the basic
components of the nursing process (nursing history and assessment, problem
list/nursing diagnosis, nursing orders and documentation of the
effect of the intervention) are here to stay. In addition, the aspects
of assessing, planning and implementing are crucial to the way we as
nurses "do business." At the same time, terms such as redundant,
fragmented, time consuming, cumbersome and complex are used to describe
the AMEDD nursing documentation structure. Some representative
comments follow:

"Standard Forms were developed at a time when unit management
programs were planned for WRAMC...the administrative support
originally planned to supplement the nurse's time spent with
these inpatient records has not materialized (and probably
never will)...." REDSTONE ARSENAL

"...overall feelings are that the documentation process is
satisfactory in present for it provides necessary informa
tion for the nursing assessment. One of the problems, how-
ever, is the time involved in starting and keeping records
current. High census and staff turnover make it very stress-
ful for nurses to keep documentation current, adhering to the
standards...." WILLIAM BEAUMONT

"I find the current form of nursing documentation inadequate,
cumbersome, and repetitious. It is extremely difficult to
assess, plan and implement written documentation on patients
since this requires at least 3 separate forms...During times
of manpower shortage this crucial form of the nursing process
goes undone because of the cumbersome process (also time con-
suming) of noting problems and outcomes on one sheet, inter
ventions on another form. It would seem the old adage of 'to
keep it simple' has certainly gone wanting in the current batch
of nursing documentation forms .... " FT RILEY

"The following list of problem areas concerning inpatient nursing

documentation is provided as requested:

1. Duplication of information.

a. Admission vital signs are recorded four times.
b. Discharge information is found on three forms.
c. Admission nursing notes are written twice.

2. Time consumption and chance for error by transcripting
all orders.
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3. Time needed for complete documentation .... " FT MEADE

"(Give us) anything (just) to prevent repeating (the' same
(information) on forms...! "FT DIX
"I think that there are too many forms in use today on
the wards. Studies should be made to determine if we
are too busy repeating ourselves in documenting care,
treatments, medications, and patient teaching. Possi-
bly some of these forms can be eliminated or consoli-
dated to afford us more time to spend with our patients
rendering care for them. Documentation of care given
is very important...but we don't need to continue to
repeat ourselves ...." FT DIX

"The standards of Nursing Practice as developed are a
viable part of professional practice. The scope of the
standards are comprehensive and...will fulfill the
profession's obligation to assess, provide, evaluate
and improve nursing practice. The current forms (DA
Form 3888, 3888-1, 4677/78) are exceptional tools and
with the suggested revisions will continue to improve
the professional nurse's accountability and responsi-
bility for nursing practice. The utilization of the
progress notes for multi-disciplinary documentation
along with the reduction of overprints/specialty forms
will reduce our duplication of effort and improve our
utilization of DA Forms .... " FT BENNING

"Present documentation required is seen as necessary
for 'legality' but also seen as taking the nurse away
from the patient to perform large scale documentation
...the past system of documentation was favored over
the present because it left more time for patient
care.... " WEST POINT

"Our concerns about current nursing documentation include:

1. The fact that data related to individual patients
is fragmented and never conveniently available as
a whole until after discharge.

2. The problem that no physician can ever know with
any degree of certainty which of his many doctor's
orders the nursing personnel consider to remain
in effect. There is no written resource likely to
be utilized by the physician to successfully deter-
mine the total current regime being practiced upon
his patient.... " FT HUACHUCA

"...the survey (one conducted by the NETs personnel at this
facility) does suggest a degree of frustration in documenting
the care given and the duplication of that care. There is a
shift in attitude relative to view of self knowledge possessed
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to use the nursing process and that on which such knowledge
is documented. The views tend to be divergent and suggest that
the forms given do not fit, i.e., the form dictates what should
be done rather than thoughtful analysis utilizing the nursing
process. To the extent these are out of alignment, then
frustration increases. A degree of complexity exists about
documenting patient care which conflicts with the demands of
the work situation. There is no sense of 'do not document'
at all. Rather, there is a sense of 'simplify the system' so
that it fits.... " FT GORDON

"In response to the question 'If I had the power to change
the entire inpatient nursing documentation process, the . big
I would IQ fitwould be to ...The principle concerns are that
the current system supports duplication for no purposes other
than the form dictates that something needs to be written
about (case given) in more than one place -- not that something
does need to be written about or noted in more than one place.
Related with this is a notion that one form be used for writing
about patient care. There is also a sense that given diagnosis
or problems ought to exist in a pre-printed format so that if
the professional doing assessment recognizes the need to make
it visible that this ought not to require writing it out, but
retrieving it. Documentation ought to exist to reflect that
outcome of an internal thinking process, not to take an internal
process about what the patient needs and make it external ...."
FT GORDON (Incl 1 notes the response priority.)

Concern for the readiness mission of an ANC Officer and the problem of
possibly encountering a completely different set of records in a TOE
environment were expressed by such statements as:

"Why have a records system that will not be used in the
field...?" FT RILEY

"Redesign should include applicability in the field
environment...." FT CAMPBELL

Finally, from the educators' viewpoint, our process of implementing
change and disseminating work of new requirements must be improved. In
addition, a "from the top down" emphasis is critical for the success of
any program:

"...General recommendations for nursing care plans and nursing
documentation:

1. Develop teaching programs on nursing care planning (nursing
process), and nursing documentation. The learning process
must begin with the top executive and filter down to the
lowest level that utilize Lhe tools for direct patient care.
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2. Establish a viable nursing audit/peer review system that
requires participation of all the professional staff.
Each professional nurse will assess compliance to establish
standards on a minimum of one clinical record every month.
This standards of nursing practice must be included in the
performance standards of all professional personnel.
Teaching/learning needs must then be met through on-going
education programs.... " FT BENNING

"During my last three years as a nurse educator, I worked very
hard, long hours teaching the appropriate use of our documenta-
tion system. During that time, several items, which will come
as no surprise, came to mind: the nursing process is documented
in four or five separate areas, repetition is the rule and not
the exception, and no two places within the Army System use the
forms in anything resembling a similar manner...A full commit-
ment to the use of the nursing process, nursing diagnosis, and
nursing orders will be an absolute necessity in the future.
Once commitment is made, nursing process must be documented
easily and concisely in as few places as possible. This suggests
using DA 4677/78 and Problem Oriented Nursing Record documenta-
tion...I believe increased emphasis must be placed on teaching
nursing diagnosis in the basic orientation course as well as
the nursing portion of the advanced course. Until such time
as the Corps has a commitment to documenting nursing care
in addition to the medical orders we follow, we will continue
to experience gross difficulty validating what we do that is
special and unique...." FRANKFURT

"...(all) will be to no avail if we do not change our methods
of implementing change. I cannot recommend strongly enough
the need to teach the teachers before they are expected to
interpret regulations and sketchy guidance. Emphasis must
be placed on bringing as many NETs personnel together as
possible to learn the 'ideal' method. One alternative is to
bring all MEDDAC NETs people together and then have them
teach staff at their regional MEDDACs. Do not send them the
information with no lesson outlines, guidance, or standardized
approach...." FRANKFURT
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APPENDIX A: If I had the power to change the entire inpatient nursing
documentation process, th..bing I woulddk fiat would be to:

Of the total 100 responses, 78 (78 per cent) of the population
elected to write some answer to this fill-in item. Their answers were
sometimes brief and sometimes long, but they frequently gave more than
one answer. Their answers -- 96 -- are noted below. The principle
concerns are that the current system supports duplication for no
purpose other than the fom dictates that something needs to be written
about in more than one place -- not that something does need to be
written about or noted in more than one place. Related with this is a
notion that one form be used for writing about patient care. There is
also a sense that given diagnosis or problems ought to exist in a pre-
printed format so that if the professional doing the assessment
recognizes the need to make it visible that this ought not to require
writing it out, but retrieving it. Documentation ought to exist to
reflect the outcome of an internal thinking process not to take an
internal process about what the patient needs and make it external.
Summary of this fill-in:

Excessive documentation of PRN Meds 4
Eliminate green sheet 5
Eliminate white sheet 5
Computerize it 7
Everyone use 509 11
Pre-printed NCP that could be individualized 4
Eliminate physical assessment 3
Use of flowsheet 5
Delete requirement for NCP on all patients 2
Go back to Cardex 2
Just use a problem list (without need to

document everything that "proves" the
existence of a problem) 4

Use narrative notes 4
Adequate staffing 3
Eliminate duplication 18
Use POMR Format 6
Redesign 3888 to combine admission and

assessment form 7
Have patient check OFF comprehensive sheet

of problem areas 1
Master problem list 2
Eliminate nursing care plan 3
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CNR STUDY WORKING GROUP

Office of the Inspector General, Headquarters, U.S. A-= Health
Services Command

LTC Beverly Greenly, AN, Inspector
MAJ Betty Ball, AN, Inspector

Nursing Division. Headquarters . A Health ie1L.i _g. Command

LTC Terris Kennedy, AN, Staff Officer

Nursing Science Division.. IL A r Academy of Health Sciences

MAJ William Spring, AN, Inspector

Brooke AM Medical Center. for Sam Houston, Texas

MAJ Joanne Burton, AN, Clinical Head Nurse, Psychiatry
MAJ Shelby Christian, AN, Clinical Head Nurse, OB/GYN
MAJ Melissa Opio, AN, Clinical Head Nurse, Pediatrics
CPT Carolyn Adkins, AN, Quality Assurance Nurse Coordinator
CPT Thomas Flash, AN, Clinical Staff Nurse, Medical/Surgical
CPT Brenda Mygrant, AN, Clinical Staff Nurse, Intensive Care
ILT Gayle Dasher, AN, Clinical Staff Nurse, Medical/Surgical
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CNR Study Advisors

eagqurter .S. L A= Health S Command

Clinical Services
Judge Advocate General
Patient Administration
Publications Directorate

Amy iIAcademyo-f Health Sciences

Unit Training Division

Headquarters, Department of the Arm-y Office of the Surgeon General

Clinical Policy Division
Publications Directorate
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DEPARTMENT OF THE ARMY
US ARMY HEALTH CARE STUDIES AND CLINICAL INVESTIGATION ACTIVITY

FORT SAM HOUSTON, TEXAS 73234

t,;, 25 1984
HSHN-H

SUBJECT: Clinical Nursing Records Study

Commander
Silas B. Hays US Army Community Hospital
Fort Ord, CA 93941

1. In recent years, much controversy has surfaced regarding all nursing docu-
mentation in US Army Treatment Facilities. General dissatisfaction with current
documentation procedures has been verbalized within the Army Nurse Corps. The
volume of requests for exception to policy and requests for overprints have
demonstrated the magnitude of this concern. Pursuant to TSG FY 84 Army Medical
Department Study Program, under AR 5-5, the Clinical Nursing Records Study will
examine all inpatient nursing documentation required by the Army and the JCAH.
The study proposes to determine inpatient nursing documentation needs and to
field test the revised forms.

2. In order to insure validity of alternative documentation methods, it will be
necessary to study facilities of various sizes and population served. Several
MTFs are being contacted. Eight sites will be selected for final testing.
Because of the size and locale of Silas B. Hays US Army Community Hospital, it
has been recommended by HQ, HSC as one of the possible sites for data
collection.

3. The study will entail a complete test of nursing documentation by removing
selected DA and Standard Forms from facilities for a 90 day period, and sub-
stituting DA test forms. Audits of clinical records and the distribution of pre
and post intervention satisfaction questionnaires will be integral parts of the
study. A project officer within the Department of Nursing will be appointed to
coordinate efforts at Silas B. Hays. This officer will be funded to come to
Fort Sam Houston for one week of training, once test forms are approved.

4. Details of the study have been discussed with your Chief Nurse who has
expressed interest in supporting this study. Definitive timetables are pending
approval of test forms; however, local training would be coordinated by the
project officer prior to actual data collection.

5. BG Connie Slewitzke, Chief, Army Nurse Corps, considers this study to be of
high priority for the ANC. The proponent agency for the study is the US Army
Health Care Studies and 2linical Investigation Activity. Colonel Marian Walls,
ANC (HQ, HSC) is the Study Director. MAJ Martha Bell, ANC (HCSCIA) is the
Principal Investigator and may be reached at AUTOVON 471-4880/ 4649 for further
questions. LTC Terry R. Misener, ANC (HCSCIA), is Co-Investigator and may be
reached at the same numbers if MAJ Bell is unavailable.
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'. 198

HSHN-H
SU3JECT: Clinical Nursing Records Study

6. We would appreciate receiving your cooperation and command support for
this high priority study. A timely response granting willingness to parti-
cipate would be appreciated to formalize study plans. Final site selection
will be communicated from this office.

FRED A. CECERE
LTC, MC
Commanding

HSXT-DN (25 May 84) Ist Ind
SUBJECT: Clinical Nursing Records Study

Headquarters, US Army Medical Department.Activity (MEDDAC) Fort Ord,
Fort Ord, California 93941 15 JUN 1984

TO: Commander, US Army Health Care Studies and Clinical Investigation
Activity, ATTN: HSHN-H, Ft Sam Houston, Texas 78234

1. Reference letter dated 25 May 1984, subject as above.

2. Silas B. Hays Army Community Hospital supports Army research efforts.
If selected as a data collection site for the Clinical Nursing Records
Study, the research team will receive command support and full cooperation
from the MEDDACo

( F. QUINONES_
COL
C anding

D-5



REQUESTED FACILITY INFORMATION

DEPARTMENT OF THE ARMYUS ARMY HEALTH CARE STUDIES AND CLINICAL INVESTIGATION ACTIVITY
Fort Sam Houston, Texas 78234

Clinical Nursing Records Study

Pre-side Selection Information

SITE:

PROJECT OFFICER: (AUTOVON):

CHIEF NURSE: (AUTOVON):

PRESENT BED CAPACITY:

CLINICAL NURSING UNITS (name, specialty & size, e.g., "Ward 1A, female
medicine, 20 beds")

APPROXIMATE NUMBER OF HOSPITAL DISCHARGES PER MONTH:

APPROXIMATE MONTHLY USAGE OF:

DA Form 3888 Standard Form 509

3888-1 510

4256

4677

4678

4700

QUALITY ASSURANCE INFORMATION: What is the mechanism used at your facility forperforming "audits" of nursing records? (Who does them; how often; integratedcommittees, etc.) Please enclose copies of forms.

ARE ALL INPATIENT UNITS ON "UNIT DOSE?"

IF NO, which ones are NOT?
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NURSING EDUCATION AND TRAINING SERVICE: Describe resources (e.g., Is the
Chief, NETS "dual hatted"; capabilities to support DON wide education program;
secretarial support, etc.)

SECRETARIAL RESOURCES AVAILABLE TO PROJECT OFFICER:

MISCELLANEOUS REMARKS:

Please attach copies of any modifications of DA Forms (DA approved or NOTI)
used by nursing units at your facility. Include a cover sheet in the following
format listing all overprinted forms:

CLINICAL AREA MEDDACMEDCEN# OVERPRINT ON TITLE DAT
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APPENDIX E

Findings Phase II

CNR Study Test Forms and Guidelines
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MEDICAL RECORD - NURSING HISTORY AND ASSESSMEN1
For use of this form, see HODA Letter 40-85-4; the proponent agency is the Office of The f~urgeon General.

............................. :~$:::~:.Patient's own words when possible

11. Tell me what you know about Your Illnaas/lnjury/

hospitalization.

2. 0o you have any other health problems?

3. Have You been hospitalized before? if so, when and for

what?

4. What medications have you been taking? (to include

prescription and over-the-counter drugs) For how long?

5. Are you allergic to anything? If so, what? What

reaction?

6. Do you have any special needs that require assistance

with daily activities? (e.g diet, eating, bathing,

elimination, ambulating, sleeping; aides or prosthetic

devices)

7. What other concerns do you have?

8. HOW can we be most helpful?

Name of Local Contact/NOK Relationship Telephone Number

Interviewer's Signature, Rank & Title Informant

Patient Identification PERSONAL ARTICLES AND VALUABLES
(Indicate disposition of each item by Initials)

Item: Bedside Home Treasurer 10ther(Speclfy)

E-2

DA FORM 3888-2 (Test), Aug 85 -(Continue on revere)



MEDICAL RECORD-NURSING HISTORY AND ASSESSMENT

ADDITIONAL ASSESSMENT CATA

ADMISSION: TPR BP WT HT

E-3

Typed or Printed Name of RN Signature of RN and Date/Time

ASSESSMENT CATEGORIES: c) IV's: Contents of bottle hanging, 7. Genitourinary
bottle number, condition of site a) Urination: Continency, pattern change

1. Growth and Development d) Pain: Location, radiation, duration, b) Female: Vaginal discharge, LMP, last PAP

2. Neurological type, relief smear (if applicable), etc.
a) Orientation e) Intrathoracic tubes and/or dressings c) Male: Abnormal discharge, swelling, Pain

b) Level o, Consciousness; alert, drowsy, 5. Pulmonary 8. Integumentary
lethargic, comatose; Responses: to a) Respirations: Rate, regularity, effec- a) Lesions, pressure points, contractures
verbaland painful stimuli; Ability to tiveness, depth, use of accessory muscles, b) Color, moisture, edema, turgor, change in
follow commands; Reflexes nocturnal/expernal dyspnea. Chest pigmentation

c) Describe abnormalities movement associated with respirations 9. Musculoskeletal

3. Eyes, Ears. Nose, and Throat b) Breath sounds: Clear to auscultation, a) Movement: Purposeful/Non-purposefui,
a) Eyes: Pupils, vision Rale$, Rhonchl, Wheezes, etc. ROM, muscle strength, level of usual
b) Ears: Hearing, drainage c) Oxygen: Percent given, liters/min, method activity
c) Nose: Rhinorrhea, nasal surgery/trauma of administration, continuous or PRN b) Foot care (as applicable), TED hose
d) Throat: Sore, dlfficLlty swallowing, d) Cough, sputum, suctlonlng 10. Psycho-Socialappearance on Inspecd'on, lymph nodes

) Describe abnormalities 6. Gastrointestinal a) Adjustment to hospitalization and
Sdscara) Abdominal: uscultation (bowel sound Illness, manner, mood, behavior,

4. Cardiovascular arelation to persons around them
a) Skin: Color, temp, turgor, moisture present), palpitation, abdominal gIrth

b) Peripheral Circulation: Pulses, edema, measurement (If applicable) REFERENCE: OA Pam 40-5
extremities b) Dresslngs and/or drains AMEOD Stds of Nursing Practice

Reverse of DA Form 88 2 (Test), Aug 85



MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT (continued)
For use of this form, see HODA Letter 40-85-4; the proponent agency is the office of The Surgeon General.

ADDITIONAL ASSESSMENT DATA

(Continue on reverse side)
PATIENT IDENTIFICATION
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MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT (continued)
For use of this form, see HQDA Letter 40-85-4; the prooonent agency is the Office of The Surgeon Gneral.

ADDITIONAL ASSESSMENT DATA

Reuerve of DA Form 38883 (Test), Aug 85
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MEDICAL RECORD - NURSING CARE PLAN
For use of this form, see HQDA Letter 40-85-4; the proponent agency Is the Office of The Surgeon General.

INSTRUCTIONS: Number and initial each record!ng.

Date Date

Identified Problems Expected Outcomes (Goals) Accomplished

PATIENT IDENTIFICATION-, ICONTINUE ON RE VERSE)
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MEDICAL RECORD- NURSING CARE PLAN (CONTINUED)

INSTRUCTIONS: Number and Initial each recording.

Date Problems Expected Outcomes (Goals) Date

IdentifiedP Accomplished

Discharge Considerations:

NURSING DIAGNOSTIC CATEGORY GUIDELINES:
J:; ., ..T.fLLI:LEER-MANAGEMENT PATT E .: ACTIVITY-EXERCISE ,')ATTERN: Depression, Reactive (Situational)HEAIHERCET Ol-MNAGMETPATFRa ATI~TY-XEFear (Specify Focus)
Health Management Deficit, Total Activity Tolerance, Decreased (Specify Level) Personal Identity Confusion
Health Management Deficit (Specify) Airway Clearance, Ineffective Self Esteem Disturbance
Infection, Potential for Breathing Pattern, Ineffective SOLEREL TIONSHIP PAtbERNc
PhysIcal Injury, Potentil for Cardiac Output, Alteration In: Decreased
Noncompliance (Specify) Diversional Activity Deficit Grieving, Anticipatory
Noncompliance, Potential (Specify) Gas Exchange, Impaired Grieving. Dysfunctional
Poisoning, Potential for Home Maintenance Management, Impaired (Mild, fndependence.Dependence Conflict,
Suffocation, Potential for Moderate, Severe, Potential, Chronic) Unresolved
NUTRITIONAL-METABOLIC PATTERN: Joint Contractures, Potential Parenting, Alteration In

Mobility, Impaired Physical (Specify Level) Parenting, Potential Alteration In
Decubitus Ulcer Self-Care Deficit, Total (Specify Level) Social Isolation
Fluid Volume Deficit. Potential Self-Bathing-Hygiene Deficit (Specify Level) Socialization, Alterations In
Fluid Volume Deficit, (Actual)(1) Tissue Perfuslon, Chronic Alteration in Translocatlon Syndrome
Fluid Volume Deficit, (Actual)(2) Verbal Communication, Impaired
Nutrition, Alteration In: Potential for More COGNITIVE'PERCEPTUA.L PATTERN: Violence, Potential for

Than Body Requirements, or Potential Cognitive Impairment, Potential SEXUALITY.REPRODUCTIVE PATTERN:
Obesity; More Than Body Requirements, Comfort, Alteration In: Pain
or Exogenous Obesity; Less Than Body Pain Self-Management Deficit Rape Trauma Syndrome
Requirements, or Nutritional Deficit (Specify) Knowledge Deficit (Specify) Rape Trauma Syndrome: Compound Reaction

Skin Integrity, Potential Impairment of, Sensory Deficit (Specify), Uncompensated Rape Trauma 'yndrome: Silent Reaction
or Potential Skin Breakdown Senlory-parc ptual Alterations: input Sexual Dysfunction

Skin Integrity, Impaired Excess or Sensory Overload COPING-STRESS TOLERANCE PATTERN;
Short-Term Memory Deficit, Uncompensated Coping, Family: Potential for Growth

ELIMINATION PATTERN: Thought Processes, Impaired Coping, Ineffective Family: Disabling
Alteration In Bowel Elimination: Constipation SLFEP-RF T PATTERN: Coping, Ineffective Family: Compromised

or Intermittent Constipation Pattern Sleep-Pattern Disturbance Coping, ineffective (indivIdual)
Alteration In Bowel Elimination: Diarrhea SELF-PERCEPTION-SELF.CONCEPT PATTERN: , 'ALUE-BELIEF PATTERN:
Alteration in Bowel Elimination: Incontinence Spiritual Distress (Distress of Human Spirit)

or Bowel Incontinence Anticipatory--Anxiety (Mild, Moderate, Severe)
Urinary Elimination Pattern, Altered Anxiety, Mild REFERENCE:
Uof: Incontinence Anxiety, ModerateUrinary Elimination, Imperment of; Retentin Anxiety, Severe (Panic) Manual of NU .iL 1q53
Urinary EIminatlor, lmwJrment, of: Retention Body Image Disturbance Marjory Gordon, McGraw Hill Pub. Co.
Stress inontinence Reprinted by permission of McGraw Hill.

Reverae of DA Form 3888-4 (Test), Aug 85
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AL RECORD N j G T I nnUL.IUJY

For oi,-e of this form, see HQDA Letter 40-85-4, the proponent agency is the Otfice of The Surgeon General,
DaeTm:iag o Home Other (Specify) Accompanied by:

1. ACTIVITY: 0i No Restrictions Limitations (Specify)

______ Patient and/or Significant Other (S.0.) communicates knowledge and understanding of activity limitations.

11. DIET C No Dietary Restrictions If special, identify
______ Patient/S.O. communicates understanding of dietary restrictions. __________________________________

Ill. MEDICATIONS: 0 No Medication Required

Name of Medication Dosage Frequency of Medication Special Instructions

Patient and/or Significant Other (5.0.) communicates knowledge and understanding of name, dosage, frequency and special instructions
IV. TREATMENTS/CARE:

Patient/S.O Observed Patient/S 0. Returned
Instructions Given' Demonstration (Date) Demonstration (Date)

-Equipment/Supplies (Specify )

V FOLLOWUP: You should be seen in ______ ________clinic in __________________(time period).

Important Telephone Numbers Emergency Room _______ Central Appointment - Ward ___________ Clinic _________

Agonmment No appointment needed
0 An appointment is to be made by the patient at
13 An appointment has been made at ___________clinic on ___________at ___________hours

0 Referral Initiated
Patient/S.O. communicates understanding of followup instructions.

VI. PATIENT'S CONDITION (Health Status relative to Nursing Care Plan):

Signature (Registered Nurse) Additional Information:

Patient Identification:

E-8
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CLINICAL RECORD- DOCTOR'S ORDERS FOR MEDICATIONS
For use of this form, see HODA LTR 40-85-4; the proponent agency is the Office of The Surgeon General

The doctor shall record date, time, and sign each set of orders. If problem-oriented medical record
system indicate problem number. sINITIALS~~~MEDICATIONS ONLY IIIL

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single
end

- HOURS Transcribed Order Done

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDE'R TIME OF ORDER Time Noted Time Single
and

HOURS Transcribed Order Done

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single

and
HOURS Transcribed Order Done

NURSING UNIT ROOM NO. BED NO. L
PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single

and
HOURS Transcribed O0rder Done

'1Vi NURSING UNIT ROOM NO. BED NO. Vp

I I

# DA FORM 425-1 (TEST), AUG 85 EDITION OF 1 JUL 77 IS OBSOLETE. COPY 1 INPATIENT I",

E..



CLINICAL RECORD- DOCTOR'S ORDERS FOR NON-MEDICATIONS
For uebf'this-form, - HQDA LTR 40-854; the proponent agency is the Office of The Surgeon General

The doctor shall retcvd date, time, and sign each set of orders. If problem-oriented medical record
system indicate problem number. N INITIALSNON-MEDICATIONS ONLY -

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single
end

HOURS Transcribed Order Done

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single
end

- HOURS Transcribed Order Done

NURSING UNIT ROOM NO. BED NO.

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single

HOURS and
Transcribed Order Done

NURSING UNIT . ROOM NO. BED NO.

PATIENT IDENTiFICATION DATE OF ORDER TIME OF ORDER Time Noted Time Single

and
HOURS Trenscribed Order Done

NURSING UNIT ROOM NO. BED NO.

'OA FORM 456.2"(i"EST) AUG 85 EDITION'OF 1'JUL 77IS OBSOLETE. COPYI - -INPATIENT

E-10
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THERAPEUTIC DOCUMENTATION CARE PLAN (NONMEDICATION)Verify BRy Initialing 'For use of this form; see HQDA Letter 40-85-4; the proponent agency is the Office of The Surgeon General.

ORDER CLERK/, SINGLEACTIONS, DELAYED ORDERS TO BE DONE COMPLETED
OATE NURSE

PATIENT IDENTIFICATION: CODES.

Initials only = Indicates Completion of order
Initials and + - Satisfactory/within normal limits
Initials and 0 = Unsatisfactory/Not observed/Omitted*

*See Nurse's note on SF 509

DA FO IRM4 4677-1 (TEST), Aug856 E-1 1



CLINIAL RCORDTHERAPEUTIC DOCME NTATION CARE PLAN

.......... INITIAL PROPER COL UMN FOLLOWING COMPLETION
Verify By initiating..........................D~ OPEE

...............................
ORDES CLERK/' RECURRING ACTIONS' HR
DATE NURSE FREQUENCY, TIME

------------------------------------------------------------------------

_______ I _______________________F____

- - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - -



-THERAPEUTIC DOCUMENTATION CARE PLAN
____________________(NONMEDICATION)

iRKE PRN INITIAL PROPER COLUMN FOLLOWING COMPLETION
9SE ACTION, FREQUENCY TIME/OATE/REASON/INITIALS/RESULTS CODE

COE:initdaii ohdy Indic ates completion of order
h~ntials'and,# Satisfactory/wvithin normal limits
rIniiiats auidO = Unsatiisfactory/Not observedlOmitted*

'*SeeNire's,Aote on SF 509

E-1 3



CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN
. .l(NONMEDICATION)

........... .............:: .INITIAL PROPER COLUMN FOLLOWING COMPLETION
Verify By Initialing..............................

..................................................................... DATE COMPLETED

ORDER CLERK/ RECUrRRING ACTIoNS, HR
DATE NURSE FREQUENCY, TIME H

/

'I

/
------------------------------------------------

_ _ ._ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - -

___ /

/ .. GVRMN RNIGOFiE 954278 i in

/C



i /Ii J l

THERAPEUTIC DOCUMENTATION CARE PLAN (MEDICATIONS)Verify By Initialing
For use of this form, see HQDA Letter 40-854; the proponent agency Is the Office of The Surgeon General.

ORDER CLERK/ SINGLE ACTIONS, DELAYED ORDERS, PREOPERATIVES TO BE GIVEN DATE GIVEN/
DATE NURSE TIME/INITIALS

/ ..... _ _ _ _ _ _ _ _ _ _ _ _ _ _

I YESNO PRIMARY DIAGNOSIS:,

PAIN IDENTIFICATION: CODES:____

/ only = Indcatsmdiatinwsdmiistre

/ and E = Effective

Initals / I - Ineffective*

Iniials/ and.... Medication was not administered asordered*

/*See Nurse's note on SF 509

/ d

/G.P 0: 1985-494-723

DA FORM 46781 / Auo 85 E-15

_ _ _ /

ALLERGIES: 0'- YES [] NO PRIMARY DIAGNOSIS:

PATIENT IDENTIFICATION: CDS

Initials only = Indicates medication was administered
Initials and E =Effective
Initials and I =Ineffective*
Initials and 0 = Medication was not administered as ordered *

*See Nurse's note on SF 509

DA FORM 4678-1 (TEST), Aug 85 E-15 * GP 0: 1985-494-723



THERAPEUTIC DOCUMENTATION CARE PLANCLINICAL RECORD (MEDICATIONS):::! I :!:iii! !i I :ii! ! ! !i'! s i!i :ii :iiiii!!ii!!!i

Verify By Initie'ing..................................iINITIAL PROPER COLUMN FOLLOWING EACH ADMINISTRATION
.................................................. DATE DISPENSED

........................... ............... ..... ...........
ORDER CLERK/ RECURRING MEDICATIONS, HR
DATE NURSE DOSE, FREQUENCY

E-16-

__________ /

------------------------------------

_______ ______________________/__

- - - - - -- - - - - - - - - - - - - - - - -

_______ ______________________/__

- - - - - -- - - - - - - - - - - - - - - -

/______

/ ______________________

__________ / _____________________

- - - - -- - - - - - - - - - - - - - - - - -

I/ ______________________

- - - - - -- - - - - - - - - - - - - - - - -

_____ /

/

I

I

.', .. ,.,,,, ' ,---- --- --- --- --------------- - -. .-- ,. - .. --,-.



R/

THERAPEUTIC DOCUMENTATION CARE PLAN
-A __________ (PRN MEDICATIONS)

ORDER/ CLERK/
EXPIR. NURSE P14N MEDICATION, DOSE, INITIAL PROPER COLUMN FOLLOWING ADMINISTRATION

' ~DATE ROUTE, FREQUENCY, REASON TIMEfDATE/REASON/IN ITIALS/EFFECTIVENESS COE)!

CODES: Initials only - Indicates medication was administered
Initials and E - Effective
Initials and I -Ineffective*
Initials and 0 - Medication was not administered as ordered *

*See Nurse's note on SF 509

E-1 7



8 L-3
THERAPEUTIC DOCUMENTATION CARE PLANCLINICAL RECORD(MDCTOS

Verfy y Iitalig................................INITIAL PROPER COLUMN FOLLOWING EACH ADMINISTRATION
... ......... 6................. ... DATEDISPENSED _ _

ORDER CLERK/ RECURRING M E DICAT ION S
DATE NURSE DOSE, FREQUENCY M



DEPARTMENT OF THE ARMY
4OFFIE OF TH9 AOJUTANT GNCRA-

WASHINGTON, DC 20310-2100

HQDA LTR 40-85-4
" 2 o- I"PLY TO

DASG-PSC-N (M) (20 May 85) 13 September 1985

Expires 13 September 1987

SUBJET: Clinical Nursing Records Study-Test Formrs

SEE DISTRIBUTION

1. References:

a. AR 40-407 (Nursing Records and Reports).

b. JCAH Standard III (Accreditation Manual for Hospitals-1984).

c. AR 5-5 (Army Studies and Analyses).

2. The Office of The Surgeon General (DASG-CN) is studying revised
clinical forms for the documentation of nursing care in inpatient medical
treatment facilities to assist in reducing redundancy and fragmentation of
documentation in the clinical record. The test forms are:

a. DA Form 3888-2 (TEST) (Medical Record-Nursing History and Assessment).

b. DA Form 3888-3 (TEST) (Medical Record-Nursing History and
Assessent (Continued)).

c. DA Form 3888-4 (TEST) (Medical Record--Nursing Care Plan).

d. DA Form 3888-5 (TEST) (Medical Record-Nursing Discharge Summary).

e. DA Form 4256-1 (TEST) (Ciinical Record-Doctor's Orders for
Medications).

f. DA Form 4256-2 (TEST) (Clinical Record-Doctor's Orders for
Non-nredications).

g. DA Form 4677-1 (TEST) (Clinical Record-Therapeutic Documentation
Care Plan (Non-medication)).

h. DA Form 4678-1 (TEST) (Clinical Record-Therapeutic Documentation
Care Plan i"dications)).

E-19
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3. The forms will be field tested for I year at four MTFs:

a. Fitzsimmons Army Medical Center, Aurora, CO 80045-6000.

b. Bayne-Jones U.S. Army Community Hospital, Ft. Polk, LA 71459-6000.

c. Blanchfield U.S. Army Community Hospital, Ft. Campbell, KY
42223-1498.

d. Moncrief U.S. Army Community Hospital, Ft. Jackson, SC 29207-5700.

Based upon the evaluation data, recommendations for possible worldwide
implementation of the form changes will be forwarded to HQDA(SGCP-CON-N),
5111 Leesburg Pike, Falls Church, VA 22041-3258.

4. A copy of the guidelines (encl 1) for form usage by personnel in test
facilities is enclosed. A copy of a linear progrmnmed instruction (encl 2)
is also enclosed to aid the user of the guidelines.

5. A supply of the forms will be shipped direct to the test sites under
separate cover.

6. Any questions about the forms should be addressed to COL Audre
McLoughlin/COL Elizabeth Finn at AV 289-0143.

BY ORDER OF THE SECRETARY OF THE ARMYt

2 Encl Brigadier General, UA

DISTRIBUTION: The Adjutant General

HQDA (DASG-ZA)
HQDA(DAMO-ZA)
COMMANDERS
U.S. ARMY HEALTH SERVICES COMMAND
U.S. ARMY FORCES COMMAND
U.S. ARMY TRAINING AND DOCTRINE COMMAND

CF:
HQDA(DASG-CN)
COMMANDERS:

U.S. ARMY HEALTH SERVICES COMMAND, ATTN: HSCL-N
FITZSIMMONS ARMY MEDICAL CENTER
BAYNE-JONES U.S. ARMY COMMUNITY HOSPITAL
BLANCHFIELD U.S. ARMY COMMUNITY HOSPITAL
MONCRIEF U.S. ARMY COMMUNITY HOSPITAL

2
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SECTION I. INTRODUCTION

1. General information, a. Initiation of a permanent clinical record is an
essential part of the inpalient admission procedure. Authorized clinical record
forms for which nursing personnel are responsible or use frequently during the
test period of the Clinical Nursing Records (CNR) Study are described in the
following sections.

b. All entries on the forms will be made with a pen using reproducible
black, or blue-black ink, except when otherwise specifically stated.

c. Erasures are prohibited. A line will be drawn through an incorrect
entry and the initials of the person making the entry will be placed above
the lined-out portion. The correct information or statement will be recorded
following the lined out entry.

2. The nursing process. The nursing process is a systematic, problem solving
thought process which is essential to accomplishing specific, predictable
individualized care. This process consists of the following four elements:

a. Assessment/Appraisal: The nursing history gathers data from the
patient, other informed persons, and documentation in the record. Once the
nursing history is completed, a Registered Nurse (RN) will carry out the
appropriate physical assessment necessary to initiate an individual plan of
care. The nursing assessment must be accomplished by an RN so that all nursing
care is professionally directed. This assessment phase of the nursing process
will be completed within 24 hours of the patient's admission to the hospital.

6
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b. Plan . The nursing care plan is developed from the initial and
"on-going assessment of the individual patient's needs. The care plan con-

- sists of a problem list, expected outcomes or goals, and discharge consider-
ations to be accomplished by the nursing intervention. Planned nursing inter-
ventions are written as nursing ordets.

(1) The nursing orders are a vital means of communicating nursing
intervent4ons to all care providers.

(2) The nursing orders are essential for accountability and re-
sponsibility in the documentation of care.

c. Implementation. This phase of the nursing process includes nursing
actions determinedby the nursing care plan. The delegation of nursing care
to other care providers is the responsibility of the head nurse or designated
charge nurse. The Implementation phase concludes when the nurse's actions are
completed and recorded. Therefore, the utilization of nursing orders and inter-
ventions will be documented on DA Form 4677-1 (TEST) (Clinical Record--
Therapeutic Documentation Care Plan (Non-medication)) and DA Form. 4678-1 (Test)
(Clinical Record--Therapeutic Documentation Care Plan (Medications)).

d. Evaluation. This component is considered in terms of how the patient
responded to the planned action. Evaluation of the effects of actions during
and after the implementation phase determines the patient's response and the
extent to which-imediate, intermediate, and long-range goals are achieved.
The evaluation phase, like the entire process, must be documented.

- 3. Nursing process documentation, a. The purposes of the US Army Medical
Department (AMEDD) nursing documentation as a portion of the patient record are
to--,

(1) Serye as a communication tool, providing information for all care
providers about the patient's clinical condition.

(2) Provide a basis for planning and assuring continuity of care.

(3) Provide a basis for evaluation of care.

(4) Provide a basis for ensuring accountability.

(5) Serve as a legal document.

(6) Provide information for research and education.

(7) Serve as a tool to calculate patient acuity levels.

(8) Provide a record of quantifiable nursing activities for per-
formance measurement and workload considerations.

b. The AMEDD nursing records complement each other so that when a clinical
* record is reviewed, the documentation will reflect the nursing process; i.e.,

assessment of the patient, planning, implementing, and evaluating the nursing
care to meet the patient's individual needs. All forms must be completed.
Forms which document the nursing plan consist of--

7
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(1) A nursing"history (interview) documented on DA Form 3888-2 (TEST)
-.. (Medical Record--Nursing History and Assessment).

(2) A nursing assessment documented on the reverse side of DA Form
3888-2 (TEST) with continuation on DA Form 3888-3 (TEST) (Medical Record--
Nursing History and Assessment (Continued), as necessary.

(3) A nursing care plan documenting identified patient problems (or
nursing diagnoses, as appropriate), discharge considerations, and goals on
DA Form 3888-4 (Test) (Medical Record--Nursing Care Plan).

(4) Plans documented as nursing orders on DA Form 4677-1 (TEST)
(Clinical Record--Therapeutic Documentation Care Plan (Non-medication)) and
on DA Form 4678-1 (TEST) (Clinical Record--Therapeutic Documentation Care Plan
(Medications)).

(5) Discharge preparations, documented as a nursing discharge summary
on DA Form 3888-5 (TEST) (Medical Record--Nursing Discharge Summary).

(6) Evaluation of the patient's progress and effectiveness of nursing
interventions as documented on SF 509 (Clinical Record--Progress Notes), DA
4677-1 (TEST),..r DA 4678-1 (TEST).

SECTION II.

MEDICAL RECORD--NURSING HISTORY AND ASSESSMENT, DA FORM 3888-2 (TEST)
AND

MEDICAL RtCORD--NURSING HISTORY AND ASSESSMENT--CONTINUATION, DA FORM
3888-3 (TEST)

4. Purpose. DA Form 3888-2 (TEST) and PA Form 3888-3 (TEST) 'document a base-
line nursing history and assessment on each patient. Ideally, the nursing
history and assessment will be completed upon .admission to the medical treatment
facility (MTF). They will serve as the admission nursing note if completed at
that point. If not completed at admission, a nursing admission note must be
written in the SF 509 progress not9s. The nursing history is obtained by the
nursing personnel. The nursing assessment is completed and recorded by an RN
within 24 hours of admission. All forms are a permanent part of the patient's
clinical record. Currently approved overprints used as guides for the nursing
history and assessment may be reprinted on the test forms dring the course of
the CNR study. Information recorded on the test form should not be duplicated
on the overprint.

5. Preparation. Enter all patient identification data as indicated on the
forms.

6. Content. a. DA Form 3888-2 (TEST). Data entered on this form represents
* baseline healtW status information needed by the nurse to plan care. The infor-

mation may be obtained from the patient, other informed persons, and the
patient's records. -

8
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(1) The front portion of the form, containing a brief series of
questions, provides a guideline for the interview. (See fig 1.)

MEDICAL RECORD -NURSING HISTORY AND ASSESSMENT

Des# o Turns of Alutumot Adnuoon DuVAMr

ss\ YES NO1 Patttt own we" Wet poistam

'A
1. Toll u-0 whItS YOU kM*w lo Wu 1101101140f .lmfluzZt

2. 0. "W ess. any* etsV kwoS n 0MU *6 ?-

L. FlWO Vs. be, .oWitauug WWI IfS. whned*

O"O.Wlaon WW- ev.ue., r dw For how wnly5

L. Ate "e0 6106604 W snyth! It so. wat WOW

woiYO leay W es o nesC4 "at1 renw besewi5 " 7 4 ~
.Imh e umo 05b88 l. Iasp'4g two or iaiits ~i4S* A we

AL NeW Ols WM INe SW4t hMesd Iy W

je' ;g~etehon &&&A- eAe_ /;

lntW(.W@ WWW% IleakTwS.0 wsSfastnone

AssstZ IMlfflus-ft W PERSONAL Aft rCUCS AND VALUABLE$
(11141eie d1WJoutlO., Of 90 ISM, *Y IMIMPleb

DA FORM 3"6.2 TISTJ Ico51JUW neVw""u)

Figure 1. Example of a nursing history (front side of DA Form
3888-2 (TEST))
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s(a) -Date and time of admission with admitting diagnosis as

specified by the physician, are to be recorded in the provided space.

(b) Responses by the patient to the interview questions.may be
recorded next To the questions in the provided area.

(c) If additional space is required, the history may be continued
on DA Form 3889-3 (TEST).

(d) Spaces are provided for the recording of information to
assist in contacting the next of kin, or in their absence, another person
designated as a point of contact for concerns arising as a result of the hospi-
tal episode (e.g., support person, company comnander, first sergeant, etc.).

(e) The person collecting the data is to sign his or her name,
rank, and titli, and list from whom the data was obtained in the Informant block
(e.g., "patient," mother--Mrs. Jones,4 etc).

(f) A space is provided for the noting of the disposition of
articles brought to the hospital. Initialing of the disposition by the inter-
viewer attests to where such items were consigned. It is not interpreted to
mean the interviewer was the one who actually placed the article(s) in the
designated area-,

() The nursing history is obtained by the nursing-personnel.

(2) The reverse side of DA Form 3888-2 (TEST) provides an area for
additional assessment data. (See figs 2 and 3.)

(a) The nursing assessment is completed and recorded by an RN
within 24 hours of admission. If recorded at admission, it will serve as the
admission nursing note. The time and date the assessment is made is recorded in
the space provided.

(b) Categories of assessment, with guidelines, are provided at
the bottom of the page, for assistance in making the nursing assessment. Data
on the biophysical status of the listed items may be collected as appropriate
for planning care.

- (c) "Admission vital sign data will be recorded in the spaces
provided.

.() OA Form 3888-3 (TESI) ..ay be used as necessary. (See b below.).

(e) The nursing assessment is reviewed, and updated as additional
data are collected and patient needs and potentials change.

(3) The RN may use multiple modalities to collect patient data from
which a plan of care is developed. However, regardless of what data is
collected, and by whom, the RN is ultimately charged with the responsibility to
ensure validity and eliability of the collected data.

10
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- MEDICAL RECORD-NURSING HISTORY AND ASSESSMENT

ADITION4AL ASSUMR D9! ATA

DATadnmat

4#70sr 0 ' 1 W- 1

In accordance with the Army Medical Department
Standards of Nursing Practice (DA Pam 40-5):

A nursing assessment includes a minimal statement
on General Appearance, Age, Sex, Race, Height,
Weight, Physical Disabilities, as-applicable,
Condition of the Skin, Behavior indicative of mental-
emotional status.

Dat%,aon the biophysical status, in the categories
listed below, as appropriate for planning, care, is
als-o included in the admission assessment. "Appropriate"
is -the key word. Each category does not have to be
addressed if it is not adding information necessary
to provide nursing care.

SlwafUNr (Srestered NuJ
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IVIA&I'lif. C"1110o101 1118111 I to 8) Oflatlofmi Purte, cs£aretp, 99 a)~
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Figure 2. Example 1 of additional nursing history (Additional Assessment
Data) for DA Form 3888-2 (TEST)
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Figure 3. Example 2 of additonal nursing history (Additional AXSsessment
Data) for DA Forim 3888-2 (TEST)
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b. DA Form 3888-3 (TEST). This form provides space for the continuation
of da7ta collected-during either the nursing history or the nursing assessment.

- Date and time of continuation entry will be made prior to the beginning of the
notation. When used, the recorder will place signature, rank, and title at the
end of the entry. (See fig 4.)

MEDICAL RORD - NURING HISTORY AND ASSESSMNTi (Cont,aud?

FO' we.' eO m thdi... we DA LI. 4015. . Is.* pbpthe oo n 1n y4aI 
v

,. Otffie of The SW06" Gee.

ADDITIONAL AISESSUMNT DATA

(Cont'nR&M on ren lt Mde)

PATIENT IDENTIFICATION

*DAM7~r AWo' a A14~-

DALom 3888.3 TeIST)

Figure 4. Example of nursing history continuation for DA Form 3888-3
(TEST)
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SECTION III. MEDICAL RECORD--NURSING CARE PLAN, DA FORM 3888-4 (TEST)

7. Purpose. DA Form 3888-4 (TEST) is used to document the identified nursing
care problems, discharge considerations and goals derived from the problems,
reflective of the prognosis. Although all persons involved in the patient's
care will contribute to the development of the care plan, the RN is responsible
for its preparation. It is used by all nursing personnel involved in the care
of the patient. The nursing care plan is a permanent part of the patient's
clinical record- Currently approved overprints may be reprinted on the test
form during the course of the CNR Study.

S. Preparation. Enter all patient identification data as indicated on the form.

9. Content. a. The nursing care plan will reflect current standards of
nursing practice, and measures which will facilitate the prescribed medical
care to restore, maintain, and promote the patient's well being. It is used in
conjunction with DA Forms 4677-1 (TEST) and 4678-1 (TEST) which list the nursing
actions and other prescribed orders related to achieving the specified goals.

b. The date nursing and/or patient problems are identified is to be entered
In t7he column provided. (See fig 5.)

oa ,.,m. nof-COo - NURSING CARE PLAN

.- . .fCd0

Figure 5. Example of a Date Identified entry for a nursing problem on
DA Form 3888-4 (TEST)

c. Problems are to be listed in the appropriate column. Nursing
diagnoses (terms used to sunparize assessment data) describe the patient's
actual or potential health problems. They represent clinical judgements made by
the RN and are conditions primarily resolved by nursing care methods. When
appropriate, nursing diagnoses may be listed in lieu of patient problems.
Categories and diagnoses listed on the form are merely guides. As patient
problems (or nursing diagnoses) are identified, they are recorded in the
appropriate column, and numbered in sequence of identification. Problems are
prioritized, reviewed and revised by the RN to meet the changing need of the
patient. Corresponding nursing interventions written as nursing actions or
orders on- the DA Forms 4677-1 (TEST) and 4678-1 (TEST) will subsequently reflect
the number(s) of the identified problem(s) and nursing diagnosis(es). (See figs
6 and 7.)
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M,,EICAL RECORD - NURSING CARE'PLN thOfisSTeSDeRGe.
fee ~ ~ ~ It ot#WOM .D V4,& .ln 04"1 mpnyi ? fie tT~ 1tyn4*

lt-ririftU~~s, mtimw one Iftnl tago ffiWreI.

Id~etlflx"M ill Outillent@5 (G-4in

dig_ 4Aeia& 0*4AIAr Aanal

Figure 6. Example of a nursing care plan (specifiying "Problems") for
DA Form 3888-4 (TEST)

mEctcAJc. streclat - NURSING CARE PLAN
i to e of" fen.. eta DA Lvt 4043. the *,,.wwnt 8MCY I te e 1 Ofl f reM Sw.'qe GW.t

VSTSRUCTIONS, ftV#IbW and .;Itel each fswl~.__________________

Daelee oaIn Exomade Outcomes (GeLsI)
Identtffial I _____________________AccomoIlehed

Fioure 7. Example ofl a nursing care plan (use of nursing diagnosis) for
DA Form 3888-4 (TEST)

d. Expected Outcomes (Goals) based upon the problemis listed in the
preceeding column on the form will be specified. These goals (the desired
results of planned nursing interventions) should be mutually set with the
patient and/or family. Based on the nursing assessment, they will be
realistric, measurable, and consistent with the therapy prescribed by the respon-
sible medical practitioner. When a problem no longer exists, and the goal was
accomplished or revised, the date the goal was accomplished will be entered in
-ne proper column. Corresponding nursing orders on the therapeutic documen-
tation- care plans will be discontinued.

e.In -those isolated instances when there are no problems to be addressed
on admission, the RN-will document such on the care plan. Each patient's

-Statlus will be reassessed at least every 24 hours. Ifthere is no further
chance, it is necessary to document that a periodic assessment was done and that
the status remains unchanged. The reassessment of the patient may be noted as a
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nursing order folo those who have no identified problems specified on admission.
7 The reassessment and subsequent findings may be documented diredily on the care

plan or in the nursing progress notes. (See fig 8.)

wgga fCoR - NURSING CARE PLAN

.. ..... fam m 04 L2P 654%. - VA .0" iff W W . .. ... .T 540~ .. WaL

.. ... . "oam

~ ~ ~ A. ........ _______

.. .. . .. . ! " I __________________

Figure 8. Example of a nursing care plan (no identified problems on
-admission) for DA Form 388-4 (TEST)

f. Early-discharge planning is essential. Nursing is in a unique position
to identify'a variety of patient needs, ranging from special concerns for
small children to simple or elaborate rehabilitation needs. Nursing staff
should be alert to the need for early referrals to appropriate groups. Dis-
charge planning begins at admizsion with the assessment by the RN. Any dis-
charge considerations, identified at admission and tnroughout hospitalization,
are noted in the space provided on the reverse side of DA Form 3888-4 (TEST).
(See fig 9.)

MtOCCA.. ULCO,0- NURSING CARE PLAN CONINUCDI7

.Oje I 1

SFigure 9. Exan~ple of a nursing care plan rdis~charce ccnsid-era:ionse) 'or
~DA Form 3888-4 (TEST)

* iI fII III I II I _ __ ___ __ __ _ I ___l

____1*---*-I _ ___ ____ _ _ _1_
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SECTION IV.

CLINICAL RECORD--DOCTOR'S ORDERS FOR MEDICATIONS, DA FORM 4256-1 (TEST)
AND

CLINICAL RECORD--DOCTOR'S ORDERS FOR NON-MEDICATIONS, DA FORM 4256-2 (TEST)

10. Purpose. DA Form 4256-1 (TEST) is utilized for medication orders only;
this is inclusive for administration of medications in any form: intravenous,
oral, intramuscular, inhalation, or topical. DA Form 4256-2 (TEST) is utilized
for non-medication orders only. Currently approved overprints of medication and
non-medication standing orders may be reprinted on respective test forms during
the course of the CNR Study.

11. Disposition and use. DA Forms 4256-1 (TEST) and 4256-2 (TEST) are
three-part carbonless forms, maintained in the patient's chart. The original
copy of each form remains with the permanent record. The second copy (pink) is
sent to the pharmacy. The pharmacy is to receive a copy of all orders. The
ward copy (buff) is used to communicate orders to the nursing-staff. It may be
used as a medication or treatment reminder and discarded when no longer
required.

12. Preparation. Enter all patient identification on each form as directed
by AR 40-66. Addressograph plates should be used in each part marked Patient
Identification. The portion indicating Nursing Unit, Room Number, and Bed No.
may be utilized as appropriate.

13. Method of writing orders. The prescriber will record the date and time the
order is written as indicated on each form. More than one order may be written
in each section of the forms, but no more than one order may be written on a
single line. Use of the entry "routine orders" (to imply a number of predeter-
mined orders) is prohibited. A group of orders written at one time for the same
patient requires only one signature and one date entry per sheet. Standing
orders which are overprinted on the forms must be signed by the prescriber.
Nonapplicable standing orders will be lined out and initialed by the physician
initiating the standing orders. When additional sheets are required for con-
tinuation of a group of orders written at one time, each sheet will reflect both
a date entry and a signature. All prescribers' signatures must have the
prescriber's identification stamp. Orders should be written sequentially or
unused portions of the order sheets blocked out if a new form is initiated.
(See fig 10.)

14. Method of accounting for orders. a. Written orders will be accounted for
in the far right column titled Time Notid and Transcribed. Department of
nursing personnel trained in transcription of orders, who note two or more
orders, may enclose the orders in a bracket, list the time orders are noted, and
sign or initial his or her name. These notations imply that the order has been
transcribed to DA Form 4677-1 (TEST), or DA Form 4678-1 (TEST).

b. Single action order. A single action order is a one-time order which
is colpleted within the responsible RN's tour of duty. It requires no further
nursing action once completed and will be signed off as having been completed in
the extreme right column titled Time Single Order Done. The time and signature
or initial of the individual carrying out the order indicates that the order has

17
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ThE SHALLCLECO CAL ATE ORD DIOCTORSbROERS FOR NON-MEDICATIONS CODSSh

NON-MEDICATIONS ONLY IIIL

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

141 HOUR

7tftc~O

PAIET DETFICATO DATE OF ORDER TIME OF ORDER

HOUR$

NURSING~O UOIT -00'N.1 BD O

NURSING UNIT ROOM NO . aED NO. 
1 0,_ M9O R E

PATIENT IDENTIFICATION DATE Of ORDERTIEFORR

5IA FORM 428 ITESTI Edition Of I .Jul 77 is0060101s

Figure 10. Exaple of writing of orders for DA Form 4256-2 (TEST)
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been completed and requires no transcription to the DA Form 4677-1 (TEST) or DA
Form 4678-1 (TEST). Some single action orders (e.g., medications or proce-
dures) will require an assessment of the efficacy of the intervention. If such
an order has not been transcribed to the DA 4677-1 (TEST) or DA 4678-1 (TEST),
the assessment must appear in the progress notes. Results codes (see paras 18
and 26) appearing on the DA 4677-1 (TEST) or DA 4678-1 (TEST) are not authorized
for use on the DA 4256-1 (TEST) or DA 4256-2 (TEST). If the single action order
is not completed within the responsible RN's tour of duty, the order becomes a
delayed order and will be transcribed (rewritten) to the appropriate therapeutic
documentation care plan. Completed single action orders and all STAT orders
must be individually accounted for (may not bracket). (See fig 11.)

CLINICAL RECORD - DOCTORI ORDERS FOR NON-MEDICATIONS
For ie of this form. m DA u, 40-4. , t .e ormomt aun!Zjs the offle of The suf General.

THE DOCTOR SHALL RECORD DATE. TIME AND SIGN EACH SET OF ORDERS. IF PROILEM.ORIENTE MEDICAL RiECORD SYSTEM
INDICATE PROBLEM NUMBER.

NON-MEDICATIONS ONLY INITIALS

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Time Noed Tim Single

Il Alb~& ZA?9....HOUR Tranmmed Ore/Dn
li,06Wt CA Id ..00.-= o- .

NURSING .UIT ROO NO. O NO. 9 (

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

&446 1,,, .,.-, 14

NURSING UNIT 'ROOM NO. lED NO.

Figure 11. Example of the f.-ithod of accounting for orders--single
actions and delayed orders for DA Form 4256-2 (TEST)
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15. Method of discontinuing orders. To discontinue a medication or treatment,
a stop order must be-written and signed by the prescriber. Automatic stop
orders (e.g., antibiotics, controlled substances) will be governed by local
written policy. When an order is stopped, it is noted in the column Time Noted
and Transcribed (as described in para 14 above). The corresponding order on
DA Form 4677-1 (TEST) or DA Form 4678-1 (TEST), is discontinued using the nota-
tion DC/time/date/iitials above a diagonal line drawn across the grid adjacent
to the stopped order. In the case of a single line order, a horizontal line is
drawn across the grid adjacent to the stopped order. The initials in the grid
blocks'are bracketed to indicate no further use of the blocks. Use of any high-
lighter is not authorized. (See fig 12.)

Q.I/(IC). RI( ! THtERAPIUTIC DOCUJMENTATION4 CARE PLAN
tLcxn"M(ON4WJVDICA"TON P

4YlPv IT . . ... ..... JJJJ PIVXfl( FOIAC.17P 1 O ME!'

$A NUmM WIIS O ACTI. .

V/ ________,_I-

,~T HE L+

/
I L

Figure 12. Example of the method of discontinuing orders for DA Form
4677-1 (TEST)
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I'- 16. Verbal orders. Verbal orders will be confined to emergency STAT orders.
The RN accepting. the order must make an entry on the form noting the order,
followed by: VO/doctor's namhe/nursel'name, rank, and title. The order must
be countersigned by a physician immediately following the eme~ency. (See
fig 13.)

17. Telephone orders. Telephone orders will be held to the minimum, and
accepted only by an RN (with third-party verification whenever possible); they
must be countersigned by the prescriber within 24 hours. The RN accepting the
order must 'make an entry on the form noting the order, followed by: TO/doctor's
name/nurse's name, rank, and title. (See fig 13.)

CLINICAL 04ECORD -DOCTORS ORDERS FOR MEDICATIONS
itot %a of th. torc. - os DA 's, 4085 . th~e *ro..com. 4.s Cv Is lire Office of The Surgon centrfal.

THE DOCTOR SMIALL RECORD DATE. TIME AND SIGN EACH SET OF ORDERS. IF: PAOSLEM-ORIENTkD MEDICAL niECOD SYTmm
INDICATE PROBLEM NUMBER.

MEDICATIONS ONLY oitL

PATIENT IDENTIFICATION *DAYS OF ORDIER TIMEt 0f ORDER Tn odTresna

NURSING U IT ROOM O E No.

PATIENT IDENTIFICATION 'DATE Of ORDER TIME OF ORDER
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^SECTION V. -CLINICAL RECORD--THERAPEUTIC DOCUMENTATION CARE PLAN
(NON-MEDICATION), DA FORM 4677-1 (TEST)

18. Purpose. This form, printed on colored paper, is for non-medication doc-
tor's and nurse's orders. Medical orders will be transcribed from DA Form
4256-2 (TEST). Nursing orders, initiated b the RN, and written on this form,
will be so indicated by placing NO/nurse's initials'in the initialing column.
If appropriate, corresponding nursing interventions written as nursing actions
or orders on this form will reflect the number of the identified nursing
problems or nursing diagnosis. (See fig 14.) Currently approved overprints of
nursing or physician orders may be reprinted on the test form during the course
of the CNR Study.

~TMERAPEUTIC DCUuENTATIO4 ARI PLAM

1%fr14 rPOPA04 '"t V% PV.L&,II% r vptf*. .

DAT6 WVUE fECIuftaMC ACflO'4S. ,

_________ __t _

.. .,_ _. !! i i
I I' I L t I .I I . . .I I

- i !I _

Figure 14. Example of a nursing order for DA Form 4677-1 (TEST)

This form is also used to document patient care and patient response to nursing
intervention. Codes (see fig 15), printed on the form may be used throughout
this entire for,,; and are as follows:

a. Initials only--When placed in the designated block, indicates that the
order has been completed.

b. Initials and +--Indicates that the nursing intervention and/or
obser vation are satisfactory and/or within normal limits. This documentation
requires no further explanation in the progress notes if the nursing or medical
order completejy describes actions and/or observations.

c. Initials and 0--Indicates the results of nursing intervention
and/oFr observation are unsatisfactory. This code also may indicate th'at the
nursing intervention or observation was not observed or was omitted, Use of
this code alway requires further documentation in the progress notes.

-22
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THERAPEUTIC DOCUMENTATION CARE PLAN!
CLINCAL RECORD UNOMWEDICA,-- -

I ~~~~ ~ ~ PT * AT MEU ftcLftttO CTOI

____ -L -4 - 1-b

_ , / _ _ _ _ _ - -. _-,- I i

CLE/ .......

_____. ....-----....

'1 R/4 . '1 ' - -

_z_/0 " " 'I I -

Figure 15. Example of the use of the results codes on DA Form 4677-1
(TEST)

19. Preparation. Enter all patient identification data as indicated on the
form.

20. Allergies. Specify the presence or absence of allergies. When known,
indicate specific allergen.

21. Primary diagnosis. Enter admission diagnosis, or a corrected one, as a
definitive diagnosis is made or another condition develops. Add other diagnoses
if they significantly affect care to be given.

22. Recurring actions (see fig 16). a. Order Date. Enter the date that the
current order was written.

h b. Initialing. The individual who transcribes an order must initial
the s nreciTi c. The RN must co-initial all orders not transcribed by an
RN. The nurse's initials indicate that this person checked the accuracy of
the transcription against the order on the doctor's order form and is, therefore,
•accountable for its accuracy and its appropriateness from a nursing standpoint.

c Re'curring Actions, Frequency, Time. This section is used for recurring
actions when compliance with the order is repetitive and scheduled. The
complete order, as originally written, must be transcribed to this section.

23
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d. Hour. Specific times are listed vertically. Each space is for a
separate time of action. In those instances where actions are required every I
to 2 hours, two times may be entered in one block. Placement of initials must
correspond to placement cf the designated time. Orders which are pervasive
throughout the shift and are not time-related or sensitive (e.g., seizure
precautions, intake and outputi activity levels, etc.) are indicated by
designating the inclutsive times for each shift; e.g., 07-15, 15-23, 23-07.

e. Date. The top row of spaces is used to indicate the day the action
is ac comp'ished.

f. Initialing. The responsible person will initial the block opposite
each specific hour line for action and under the appropriate date column to
verify compliance with the order.

CLIN CAL RECO THIAPEUTIC DOCUMEN4TATION CAIRF PLAI4
(NON.W.EV(CA7IION ________

WGC;Ii L4 ! 1 i i i i ! l i i!

0*011 MEW. ................

- I tl -_.__,______ I I II!f~ - I ~~

r -[ !_______________ i I i iI 1 i I

A,/ 1 L,_.j ! .oTi 11111 I i ! I!I

. .. - i I I i T i i i I I

Figure 16. Example of recurring actions n A Form 4677-1 (TEST)

. Use of VA 4677-1 (TEST) as a flowsheet. If a frequently recurring-

order requires the recording of an assess~ent (e.g., color of an extr~iity)

or objective easurement (e.g., vial sign), the A 4677-1 (TEST) may be used

as a flowsheet, All, assessment or measurement components must be specified in
the order. .nusd portions of the form are to be lined out.

h. Discontinued order. When an order is discontinued, a diagonal line
'" is drawn .crss the remaining blocks (if a single line order, a horizontal

""line is used). DCdate/time/initials is written above the line. The initials -

in the grid blocks are bracketed to indicate no further use of the blocks. Use

I- of any highlighter is not authorized. (See fig 17.)
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... .PEUTIC DOCUMENTATION CARE PLAtN
CLINICAL RECORD _ ,NOlk.MEDCAlO.'Vj I

Figure 17. Example of the method for discontinuing orders for the DA
Form 4677-1 (TEST)

23. Single actions, delayed orders (see fig 18). a. .Delayed order. If a
single action order is not completed within the responsible RN's tour of duty,
the order becomes a delayed order and is transcribed (rewritten) to the Single
Actions, Delayed Orders column.

b. Order Date. Enter the date the current order is written.

c. Initialing. The individual who transcribes an order will initial the
specified block. The RN must co-initial all orders not transcribed by an RN.

: The RN's initials indicate that this per.son checked the accuracy of the
+ transcription against the order on the DA Form 4256-2 (TEST) and is, therefore,
II! accountable for its accuracy and its appropriateness from a nursing standpoint.

d. Single Actions, Delayed Orders. The complete order, as originally
i written, must be transcribed to this column.

e. To Be Done. Enter the date and time, if known, the action is to be
taken. Indicate "ion call" if so ordered.

f. Coet. Enter the date/time/initial the order was completed. If
ithe order is not completed, specify the reason and initial in the given block,

Further elaboration may be made in the progress notes.

25
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Figure 18. Example of single actions, delayed orders for DA Form 4877-1
(TEST)

24. PRN actions. Use when the time of an order is not predictable. (See fig 19).

a. Order/Expir (exoiration) Date. Enter the date the curftent order is
written in tne top portion. If applicable, enter the expiration-date in the
bottom portion.

b. initialina. The individual who transcribes an orde" must initial the
specified--bTock. The RN must co-initial all orders not transcribed by an RN.
The RN's initials indicate that this person checked the accuracy of the
transcription against the order on the DA Fcrm 4256-2 (TEST) and is, therefore,
accountable for its accuracy and its appropriateness from a nursing standpoint.

c. PRN Action, Frequency. Indicate the action to be taken and its frequency.

d. Time/Date/Reason/initials. Each block indicates a separate action.
The person completing tne action anters the date, time, initials, and if appli-
cable, the reason indicating the necessity of the action, at the time of comple-
tion. Results codes (see para 18) may be used as appropriate.

THERAPEUTIC DOCUMEHTATION CARE PLAN

rNo'. .CI'DCA71VV-

... II
- - i

Figure 19. Example.of PRN actions for DA Form 4677-1 LTEST)
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25. Recopied orders. a. When space in the Date Completed column is filled, a
double line is drawn across the entire page just below the last'entry. Directly
below this double line, or on a like blank form; Recopied Orders is written, the
dates for coming days are filled in, and each order still in effect, to include
the date of the original order, is recopied. The individual copying the
orders; if other than an RN, will follow the initialing procedures as previously
described, The responsible RN will verify these orders by initialing the proper
column. -The person transcribing the orders authenticates by signature, rank or
status at the end of the transcription. (See fig 20.)

CL1N1AJ. RCORDTHERAPEUTIC DOCUMENTATION CARE PLA14
CLINCALRr~oRD(NON MEZDICA77t0 N

s-zpjrror DY17AWND 1, 11 .4L PROPFR tYOt VV Fill 1.0W C I% e)VPL in%

SODER___.RC.......... DATE COMPLETED

er er er _____L &u40k, r S$t -s7 sr

LI Z __ _ 4 _ jA_ L ct I.A-,5 --L Z3P-W i ! ! a ....
L i§S __9_ -- 5- Z

42 /?d6 0-I 'rl V4p

I' f I I

*/11 1111 6 II ~

________________ Ic - -,

Figure 20. Example of recopied orders for DA Form 4677-1 (TEST)
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b. In the event that orders need to be recopied before the DUate Com-pleted7 column Is filled, the order is indicated as recopied by a daoa rsnlline drawn' across the remraining blocks. Recopied/date/initials are writtenabove the line. Existing initials are bracketed to indicate no fur'her use ofthe rem, aining blocks. '(See fig 21)

CLNIC L EMIM.) TATICX CARE PL4"),Tjrr UnF
......____--

OAP OMCTI.~z ~ ~ j ~12 ~' L
.T - CI

Figure 21. Exaniple of recopied orders wyith unJFi fled Date Com-,pletedarea for DA Form 4577-1 (TEST)
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SECTION VI. CLINICAL RE' ,J--THERAPEUTIC DOCUMENTATION CARE PLAN,
(MEDICATIONS), DA FORM 4678-1 (TEST)

26. Purpose. This form, printed on white paper, is for medication doctor's
orders and accompanying nursing orders which pertain to the administration of
the ordered medication. Medication orders will be transcribed from DA Form
4256-1 (TEST). Nursing orders, initiated by the RN, and written on this form,
will be so indicated by placing NO/nurse's initials in the initialing column.
(See fig 22.) Currently approved overprints of nursing or physician orders may
be reprinted on the test form during the course of the CNR Study.

CLINICAL RECOt T HERAPEUTIC DOCUMENTATION CARE PLAN

.............. J (MEDICA 77ONS)

YA ZA.~i.. . IN$tAL IPfIPt-II C.IJLUMN POLLOWING EACH Amm1isrtMAflom

CAM~ CLERK/ DATETIMS DISPENSED -~.
D A TE tRUS! C tJ R II A TI , . .

i 1 -__r_, __, ___ !- L _... /I__ _. t -fI- - VOI! iftLU Cot F REQ UIENCY

_______ 0 -1--i i i 2_ _ _L _

Figure 22. Example of nursing order for DA Form 4673-1 (TEST)

This form is also used to document patient response to the medication interven-
tion. Codes (see fig 23), printed on the form, may be used throughout the form
as appropriate and are as follows:

a. Initials only--When placed in the designated block, indicates that the
medication (order) has been admimistered (completed).

b. Initials and E--Indicates that the administered medication oas
effective. it achieved the desired results as specified in the original order;
i.e., if given for pain, the pain was relieved; if given for agitation, the
patient- is less agitated. This documentation requires no further explanation in
the progress notes.

c. Initials and t--Indicates that the administered medication was ineffec-
tive or did not achieve the desired results, as specified in the original order;
i.e., if given for pain the pain was not releived; if given for agitation, the
patient remains agitated. The use of this code requires a notation regarding
the actiVity and its results in the progress notes.

d. Initials and 7--Indicates that the medication was not administered as
ordered. "This documentation requires a notation in the progress notes regarding
the reason for omission and subsequent followup if appropriate.
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The effectiveness codes can be used for all controlled substances as well as PRN
medications other than controlled substances, e.g., milk of magnesia, Mylanta,
etc.

THERAPEUTIC DOCLuMENTATIO C.RE PLAN

CLINICAL RECORD________

i ...i "....a.e ~ ..S lf~l~l~

.... .. I L i ILL I 

Figure 23. Example of the use of codes for DA Form 4673-i (TEST)

27. Preparation. Enter all patient identification data as indicated on ;he
form,

28. Allergies. Specify the presence or absence of allergies. When known,
indicate specific allergen.

29. Primary diagnosis. Enter admission diagnosis, or a corrected one as a
definitive diagnosis is made or another condition develops. Add other diagnoses
if they significantly affect care to be given.

30. Recurring medications (see fig 24). a. Order Date. Enter date of the
current order.

b. Initialina. The individual who transcribes an order must initial the
speci7ied-- o-ck. An RN must co-initial all orders at the earliest possible time
regardless of who transcribes (rewrites) the order. An RN cannot co-initial an
order which he or she has transcribed. The RN's initials indicate that this
person checked the accuracy of the transcription against the order on DA Form
4256-1 (TEST) and is, therefore, accountable for its accuracy and its
appropriateness from a nursing standpoint.

c. Recurrinc Medications, Dose. Frequency. Thi5 column is used for

recurring crug adninistration, including controlled substances, or actions when
compliance with the order is repetitive and scheduled. The complete order, as
originally written, must be transcribed to this section.

d. Hour. Specific times are listed vertically. Each space is for a -

separate timen of administration. In those instances where medications are
ordered every I to 2 hours, two times may be entered in one block. Placement of
initials must ccrrespond to placement of the designated time. Orders which are!
pervasive throughout tne shift and are not time-related or sensitive (e.g., IV -

rates, oxygen administration, etc.) are indicated bydesignating the inclusive
times for each shift; e.g., 07-15, 15-23, and 23-07.
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e. Date. The top row of spaces is used to indicate the day the action

is ac7complished or medication is administered.

f. Initialing. The responsible person will initial the block opposite

each speclfic hour line for administration and under the appropriate date column

to verify compliance with the order. The effectiveness of the medication may

be recorded in the same block by using the codes (see para 26).

CLINICAL RECORD THERAPEUTIC DOCUmENTATION CARE PLAN

(M-DICATlO -S) _ _ _

ORDIA CLeAK/ DATE DISPENSED

DA NURSE RECURRING MEDICATIONS,,'-** 
*

DOSE, PLREGUC1 C- g _j t 1.2! !

-___L_ :_ _ __-_ fiL !_ $L - .L --
- __1~__ J_I _ i 11'_ I

_ -_- - -J_ . . --L . - -... . _

-z/ -

Figure 24. Example of recurring medications for DA Form 4678-1 (TEST)
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c7ilii~ . Discontinued order. Whnan ore sdsotnea diagonal line

is rawn across the remainin'g blocks (if a single line order, a horizontal line
is to be used). DCldateltirnelinitials is written above the line. The initials
in tegrid box are bracketed to indicate no further use of the blck~s. Use of
any highlighter is not authorized, (See fig 25.)

THERA~fiC OCU'4ENTATION cArE5 PLAN

CIJNX AL RECORD ThERP6L I ~CAMlNS)

C-RI / A_~ ~ k
I / It 7i~j ~ L±2.M.

SP

Figure 25. Example of the method -for disczn-ftinuing orders on the DA Form
4578-1 (TEST)

31. Single actions, delayed orders, preoperatives 'see fig 25). a. A single
action maodication order ,hich is not Completed veithin the respo~nsib~le RN's tour
of duty becomes a delayed order and is transcribed (rewritten) to this section.

b. O.rder Date_. Enter date of the current order.

c. Initialina. The individual who t-ranscribes an order will initial tne
spciie blc. A Nms o-initial allI orders at the earliest possible time

regardless of who transcribe-s the order. The RN's initiolIs indicace that this
person checked the accuracy ofP the transcription against DA Form~ 4256-1 (TEST-)
and is, therefor-, ac~countable for its accuracy and its appropriateness from a
nursing standpo n~t.

d. Sinqle Actions, Delayed Orders, Preooeratives. The complete order,
as originally witnmutbe transcribed to tnis column.

e. To Be Given. Enter the date and time, if' known, the drug is to be
adim in is te re d Fill in "on call" ifso ordered.

fI Date/Time Given/Initi- als. Date, time, and initials are entered af'ter
the nedcation is acministered_. If the order is not completed, specify the
reason and initial in this block. Further elaboration mnay be made in the
progress notes, as appropriate.

32

E-52



Verify by THERAPEUTJC DOCUMENTAl tOl CAH E PLAN (MIE'DI( A7TIOVki

Irnit: ling l .. f....... 'Of 9 " A @. t X

-Z. - _I___ 'V

?~-IT D.. NL. RCOEA~

Figure 26. Example of single actions, delayed orders, preoperatives
entry for DA Form 4678-1 (TEST)

32. PRN modications. Use when the time of administration is not predictable.
(See fig 27.)

a. Order/Expir (expiration) Date. Erter the date the current order is
written in the top portion. If applicable, enter the expiration date in the
bottom portion.

b. Initialina. The individual who transcribes an order must initial
the specified block. An RN must co-initial all orders at the earliest possible
time regardless of who transcribes the order. The RN's initials indicate that
this person checked the accuracy of the transcription against the order on DA
Form 4256-1 (TEST) and is, therefore, accountable for its accuracy and its
appropriateness from a nursing standpoint.

c. PRN Medication, Dose, Route, Frequency, Reason. Indicate the medica-
tion to be aaministered, dose, route, frequency, and reason; e.g., Demerol, 50
mg, IM, q4H prn, pain.

d. Time!Date,'Reason/Initials/Effectiveness Code. Each block indicates
a sepa7rate action. The person completing the action enters the time, date,
initials, reason for administration, and the code designating th,2 effectiveness
of the medication (see para 26 for code explanation). If a choice of route or
dose is given in the order; e.g., PO or IM, (50-75 mg), specify the route and
dnse administered.

33

E-53



THEPAPEUTIC DOCUm. -. TATMC CARE PLAN

t, _4. ,.. ..:sY, RZA

CIOi

I(II

?J~~Z4. POCGRB:.S NOrES

/ I/ I I I /
... . .__ 9. ,++_.+++,.._._ +_ +_ _L '-- . ,+'_. - c-_ ..._., _

Fiue27 ,xa- of PR meiato and use., • f coe fo DA .. r

+ - , ' .A',.#

___ - / _.X...._-.., ._------+._ -. +.---++_.

- I ___ {

+: Figure 27. Exa.rnple of PRN rned~cation end use of codes for DA Fcrm-

4678-1 (TEST) and SF 509
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33. Recopied orders. a. When space in the Date Dispensed column is filled, a
double line is drawn across the entire page just below the last entry. Directly
below this double line, or on a like blank form, Recopied Orders is written, the
dates for coming days are filled in, and each order still in effect, to include
the date of the original order, is recopied. The individual copying the orders
will follow the initialing procedures as previously described. The responsible
RN will verify these orders by initialing the proper column. The person
transcribing the orders authenticates by signature, rank, or status at the end
of the transcription. (See fig 28.)

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN
DT (MEDICATrIONS)

ValJMV MY WIT?1.-V IN117AL I-WO- IN I J LWN POLLOWINL. AACI AIwrNtsTrAtA,

ORDER CLERK/ --- DATE DISPENSED ---
DATE Nuall RECURRING MEDICATIONS. -

goo a-__ 0 1 e

he __ -4,0yQ -Z Sc-- &c

"r -7 a/aaA

I--------------------------------------------- -A --

V- 
I-

- _ _ - -

Figure 28. Example of recopied orders for DA Form 4678-1 (TEST)
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b. In the event that orders need to be recopied before the Date Dispensed
column is filled, the order is indicated as recopied by a diagonal or single
line drawn across the remaining blocks. Recopied/date/initials are written
above the line. Existing initials are bracketed to indicate no further use of
the remaining blocks. (See fig 29.)

CLINICAL RECORD' THERAPEUTIC DOCUMENTATION CARE PLAN

CINICAL RECORD (MEDICA TONS)

:I)'t... I.ITIALsEO .. ... . .. INI rIA* PROPPP t fLUMN IVOLLOWIN LACH ADMINISTRATION

OR CLERK/ DATE DISPENSED
DATE N SE RECURRING mEDICATIONS. t -...

HI DOSE, FREQUENCY * R ;" 6/ ' 52 "

L6H .rl6 '1 41... .

Ag- '6l %A04--44

- _A __-

_ - I-

//

Figure 29. Example of recopied order with unfilled Date Dispensed area
for DA Form 4678-1 (TEST)
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SECTION VII. CLINICAL RECORD--NURSING NOTES, SF 510

34. Use. This form will not be used for the duration of the CNR Study. All
narrative nursing notations will appear on the SF 509.

SECTION VIII. CLINICAL RECORD--PROGRESS NOTES, SF 509

35. Purpose. In accordance with AR 40-66, paragraph 7-11b, "...Progress
notes will describe chronologically the clinical course of the patient. They
should reflect change in condition and results of treatment.... "

36. General. For the period of the CNR Study, an integrated approach will be
taken towards the writing of progress notes. Health team members, including all
nursing personnel, will record on the same form in a chronological sequence.
This promotes reading of each other's notations, avoids duplication, decreases
total charting required, and enhances quality and continuity of care.

a. The nursing progress notes begin with an admission note, unless one
was written on DA Form 3888-2 (TEST) when the patient was admitted. They con-
tinue with notes during hospitalization and conclude with a final note on
discharge or death.

b. Nursing personnel will cont4nue to use DA Forms 4677-1 (TEST) and DA
Form 4678-1 (TEST), and other approved flowsheets to indicate routine activi-
ties or therapy. Specific notations of the petient's response will be written
on SF 509, depending on the prescribed circumstances further defined in these
guidelines.

c. The patient's record will show progress or lack of progress, which--

(1) Documents objective evidence of treatment anJ procedures.

(2) Iadicates that medical orders are followed and appropriate care is
given by respective departmen'.s.

(3) Documents observations that describe and answer questions
regarding what the patient does, how he o.- she does it, and how he or she looks.

(4) Documents patient interactions or subjective statements which
describe what the patient says, how he or she says it, and how he or she feels.

37. Preparation. Enter all patient identification data as indicated on the
form.
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38. Format of notations. Notations on the narrative progress notes may be diary
style or problem oriented. No specific charting format is mandated. However,
components of the nursing process; i.e., assessment, plan, implementation and
evaluation, should be evident in the progress notes written by the nursing per-
sonnel. The following "mechanics" for writing the note are to be followed:

a. All notations will be made in black o, blue-black ink.

b. Each notation will be preceeded with the date and time of the entry and
the nursing care plan problem(s) to be reflected in the progress note. (See fig
30.) The problem may be listed by number or name. Such identification will
facilitate location of a previous nursing entry and tracking of nursing inter-
ventions for quality assurance. If there are no specific nursing care plan
problems to be reflected in the progress notes, a note is to be preceeded with
the words "Nursing Entry" or "Nursing Note".

MEDICAL RECORD PROGRESS NOTES

Figure 30. Example of nursing notation for SF 509

c. Multiple problems may be referenced in one note provided they are iden-
tified in the opening notation. (See fig 31.)

MEDICAL RECORD _TPROGRESS NOTES

Figure 31. Example of multiple problems referenced in progress
note for SF 509

d. All notes will close with the signature, rank, and title of the person
making the nntation. A line is to be drawn to complete unused space as
necessary. ,jee fig 32.)

-AW

Figure 12. Example of close of progress note for SF 509
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e. Entries out of chronological order may be made by first noting the date
and time of the current notation, followed by an indication that this is a
recording of an event out-of-sequence. No attempt is to be made to "squeeze" in
this data to fit the sequence of notations. (See fig 33.)

AM _r_ AS -4 A .e ___s_____"

Figure 33. Example of an out-of-sequence progress note for SF 509

f. A mistake is not erased. A line is to be drawn through the error and
marked "error in recording" followed by a notation of the correct information.
The error is not to be obliterated. (See fig 34.)

Figure 34. Example of an error in charting for SF 509

g. Standard abbreviations as specified in AR 40-66, Appendix B will be
used.

h. Block charting, such as the notation of "0700-1500," is not to be used
to provide a summary comment of happenings during the preceeding timeframes.
Rather, the specific time the notation is being made is stated, followed by
the summary statement. (3ee fig 35.)

____ ad -r, 04:de .a0 0 & 4 f

0 O: "A2.kl

Figure 35. Example of a summary statement for SF 509
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39. Frequency of charting. Frequency of charting will be dictated by the
patient response and professional responsibility and judgement of those
authorized to chart on this form (see para 40 below).

a. If used appropriately, DA Form 4677-1 (TEST) and DA Form 4678-1 (TEST),
will subsume the majority of incidental and routine charting related to the
efficacy of nursing interventions and other patient responses. The coding
systems on these forms indicate when charting is to be done on other than
"satisfactory or within normal limits" or "effective, achieved desired results"
occurrences. Hence, if a less than desired result or response is noted, a
problem has arisen and the subsequent notation by the nursing personnel in the
progress notes will be problem oriented. However, this does not preclude
the writer from making a notation on a patient even in those instances where
all has gone according to plan. For example, a note may be necessary to add
continuity or to provide a succinct summary of a shift's activity.

b. If no notation appears, it indicates that the previous status exists
and the patient received care in relation to the medical orders and care of
other health professionals; no unusual observations were made; and no unusual
activities or incidents were noted. Hence, charting will be based primarily on
exceptions to the expected course of the patient's treatment.

c. Notations should be made on any shift as frequently as necessary to
record changing conditions, interventions, and responses during serious or
critical problems.

40. Nursing personnel authorized to chart on the SF 509. All nursing
personnel are authorized to chart on the SF 509.

a. Progress notes review. Documentation in any form by other than the RN
does not absolve the RN (i.e., head nurse, charge nurse, team leader, etc.) of
the responsibility for professional supervision and review of nursing care. The
RN must assess the individual nursing provider's skill level. The head nurse,
or designee, must cuasider the quality of the progress notes written by the
paraprofessional or RN to be meeting professional standards and medical and
legal requirements. Additional training may be done on an individual basis
between the head nurse and staff members, by the nursing education and training
service at the MTF, or as otherwise designated by the chief nurse. The head
nurse will periodically review progress notes written by staff members.

b. Nursing student charting. The issue of student charting will be
negotiated by the Chief, Department of Nursing at the MTF and the faculty
representative of the nursing program.

41. Content. What the recorder determines to be pertinent is related to his
or her nursing judgement. However, several points are emphasized:

a. Documentation of patient transportation to and from the Following
areas is to be made:

(1) Operating room.

(2) Recovery room.
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(3) Treatment off the MTF premises.

(4) Transfer to another unit.

It is not necessary to chart routine successful transportation to various
treatment areas, such as physical therapy, radiology, etc. Exceptions, how-
ever, will be charted.

b. Some single action orders-will require an assessment of the interven-
tion's efficacy. If such an order has not been transcribed to either DA 4677-1
(TEST) or DA 4678-1 (TEST), the assessment must appear in the progress notes.
In most instances, this will apply to STAT procedures performed, or medications
administered during a change in the patient's condition. For example, anginal
pain unrelieved by the ordered medication is subsequently relieved by a STAT
dose of another substance as ordered by the physician. Such a notation
describing the problem and following activities must appear in the progress
note. If there is any question whether a single order not transcribed needs to
be noted on the progress note, NOTE IT!) (See fig 36.)

____/ &,4 zte L

4F "- C/ d

PROGRESS NOTES

agt AApA /&M 40,0 tI

-0-w~ A j-

e, ~ ~ 00_41ft lg A16 .n Qtn $

0 0-~

Figure 36. Example of charting a single action for SF 509

c. Negative statements should be avoided unless they serve a useful pur-
pose. -Without a new statement, the previously documented status exists, since
charting is based on exceptions to the expected course of the patient's
treatment. Entries such as "denies pain" implies that the patient has been
asked if he or she has any pain; "no complaints" indicates that the patient did not
volunteer any information. Examples of significant negatives which ,:,ay be
includeo are--

41
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(1) "Dressing dry" immediately after surgery and once each shift for
the first 24 hours. If at any time, it is draining, then a notation will be
made until it is again dry.

(2) For a non-elective patient who is admitted with a specific pain, a
statement regarding the pain or absence of it should be noted at least once each
shift for the first 24 hours. If the patient does not have pain, it does not
have to be recorded shift after shift with entries such as "denies pain" or "no
complaints".

d. Generalized, judgemental statements without supporting facts on which
such judgements were made are to be avoided. For example, "Patient seems to
accept the loss of her baby without seeming too upset." (What was said to make
the nurse think this?) Quote the patient directly, more frequently, on all
shifts. For example, "6 July 84, 0800, NCP #3, Sally has said, 'the doctor told
me the baby's heart wasn't formed right. She wouldn't have a normal life.'
Patient tearful, husband at bedside, Chaplain here too."; then later, "6 July
84, 1600, NCP #3, Mrs. Stewart walking in the hallway with husband, said to the
nurse 'I had a good cry this morning, but it still will take time, won't it?'
Attempts to smile, has put on makeup and wearing own clothes rather than hospi-
tal PJs. Seems to be working through the grieving process. Continue to support
and allow opportunities to express feelings."

e. Be specific as the situation is seen. Avoid using the terms
"appears" and "seems" unless additional data is given. "Appears" may only be
appropriate in relation to sleep since it may be difficult to determine. Re-
cord concisely.

f. Correlate what is seen with what is known. For example, if the
patient's respirations were shallow when checked for the first time, chart
whether they are less shallow or the same the next time. If the pulse was weak,
the next time chart whether the pulse has become weaker or stronger. Since such
judgements are subjective, only the person making the first judgement can deter-
mine whether or not a change has occurred. Another example: If a particular
medication is suspected as the cause when the patient develops blurred vision or
any symptoms that might be caused by the medications he or she is taking, chart
the drug received immediately after the symptoms. Keep in mind that the medica-
tions are charted on a separate form from the progress note.

q. While, as much as possible, the narrative notes should emphasize
progress or lack of progress, there are some situations of accountability which
may be recorded in the progress notes. Examples of such accountability infor-
mation are--

(1) "Yellow metal wedding band removed from safe at wife's request and
given to her to take home."

(2) "Dr. here, told patient tissue report was positive
for cancer, but he felt they got it all and would treat with radiation as an
added precaution."

(3) "Dr. was told 'patient respiration had increased to
40; BP down from 120/66 at 0830to 84/40 at 0845. Pulse up from 88 to 126;
condition poor, etc'".
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(4) "Dr. called to inquire about patient's condition."

(5) "c/o dizziness after taking shower. Instructed not to be up
when dizzy; patient unsteady on feet. Instructed to put light on when he
needs to get up. Told to put the call light on when he asked what he was to do
if he needs to get up. He said, 'Light on' when asked what he would do if he
needs to get up." (Record instructions given to the patient).

h. Finally, it can be helpful to look at notes from other disciplines
to gain insight into the assessment process at various stages of the patient's
recovery.

SECTION IX. MEDICAL RECORD--NURSING DISCHARGE SUMMARY, DA FORM 3888-5 (TEST)

42. Purpose. DA Form 3888-5 (TEST) is used to facilitate summarizing of the
patient's progress or lack of progress, provide the patient with a copy of writ-
ten instructions upon discharge, and summarize data to ensure audit criteria
have been met.

a. Areas of instructions and patient's response have been documented
elsewhere in the patient record (progress notes, approved teaching flowsheets,
etc.). The discharge summary pulls together information scattered throughout
the chart.

b. DA Form 3888-5 (TEST) is the "discharge nursing note" and suffices for
a lengthy notation at discharge on the SF 509. All that is required on the SF
509 when the discharge summary is completed is "patient discharged, see DA Form
3888-5 (TEST)," or words to that effect.

43. Preparation. DA Form 3888-5 (TEST) is a three-part carbonless form
completed at the time of discharge. The original copy becomes .;art of the
patient's inpatient treatment record; the second copy is reviewed with the
patient and retained by him or her or the family; the third copy is placed in
the outpatient treatment record.

a. Entries may be made by nursing personnel. However, regardless of
what information is recorded, and by whom, the RN is ultimately responsible for
ensuring the accuracy and completeness of the entries, and for reviewing the
instructions with the patient or significant other person prior to discharge.

b. All patient identification information is to be entered in the space
provided on the form.

44. Content. Information on this form should be pertinent, factual, and writ-

ten in terms understood by the patient.

a. Complete the form as specified by each section of the summary.

b. The writer's initials, followed by a "yes" or "no," as appropriate,
are recorded in all blocks related to patient understanding of instructions.

c. "N/A" is placed in those spaces not applicable, or where notation is
unnecessary.
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CLINICAL NURSING RECORDS STUDY

A PROGRAMMED INSTRUCTION

Purpose

The purpose of this program is to enable you to correctly use the

newly developed Clinical Nursing Records Study Forms.

Objectives

Upon completion of this program you will be able to--

1. Account for doctor's orders in the correct manner on the Clinical
Record--Doctor's Orders for Medications, DA Form 4256-1 (TEST).

2. Account for doctor's orders in the correct manner on the Clinical
Record--Doctor's Orders for Non-medications, DA Form 4256-2 (TEST).

3. Correctly use the Clinical Record--Therapeutic Documentation Care Plan
(Medications), DA Form 4678-1 (TEST).

4. Correctly use the Clinical Record--Therapeutic Documentation Care Plan

(Non-medication) DA Form 4677-1 (TEST).

5. Account for Single Action and Delayed Orders.

6. Appropriately use codes to indicate results and effectiveness of
nursing actions.

7. Correctly use in an integrated manner, the test forms and the Clinical
Record--Progress Notes, SF 509.

Instructions

1. Each new frame presents some new information or reviews material pre-
viously presented.

2. Write your response(s) in the spaces provided in the progrsm.

3. Look at the correct response(s) only after you have made your own
response.

4. The programmed text is designed to be used in conjunction with the
Clinical Nursing Records Study--Form Guidelines. You should have copies of
all test forms and guidelines for reference as you read through the text.

I
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5. The following short titles for each test form described in the
programmed text are listed below.

Note. Short titles are indicated in parenthesis following the full
form name and number.

a. Medical Record--Nursing History and Assessment, DA Form 3888-2
(TEST) (Nursing History and Assessment form)

b. Medical Record--Nursing History and Assessment (Continued), DA
Form 3888-3 (TEST) (Nursing History and Assessment Continuation form)

c. Medical Record--Nursing Care Plan, DA Form 3888-4 (TEST) (Nursing
Care Plan form)

d. Clinical Record--Doctor's Orders for Medications, DA Form 4256-1
(TEST) (Doctor's Orders for Medication form)

e. Clinical Record--Doctor's Orders for Non-medications, DA Form
4256-2 (TEST) (Doctor's Orders for Nonmpdication form)

f. Clinical Record--Therapeutic Documentation Care Plan (Non-
medication), DA Form 4677-1 (TEST) (Nonmedication Therapeutic Care Plan
form)

g. Clinical Record--Therapeutic Documentation Care Plan (Medications),
DA Form 4678-1 (TEST) (Medication Therapeutic Care Plan form)

h. Medical Record--Nursing Discharge Summary, DA Form 3888-5 (TEST)
(Nursing Discharge Summary form)

2
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PART I
GENERAL

Read Down The Page

1. AR 40-407 governs the use of the
doctor's orders and nursing records.
However, for the test of the proposed
new forms, the special guidelines
will be used.

The use of the doctor's orders and
nursing records is governed by AR
however, for the test of the
proposed new forms

will be used.

AR 40-407,
special guidelines

2. Registered nurses on the unit
are responsible for the complete-
ness, accuracy, and appropriateness
of entries made by the paraprofes-
sional personnel they supervise.

No answer required.
Go on to the next frame.

3. Initiation of a permanent
clinical record is an essential
part of the inpatient admission
procedure.

Initiation of a permanent
clinical record is an essential
part of the

4
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inpatient admission procedure

4. Entries may be printed or
written in longhand, but must
be legible.

Clinical record entries may be
or in

longhand.

printed; written

5. All entries will be made with a
pen using reproducible blAck or
blue-black ink.

Entries on clinical records must be
made with a using

black or
ink.

pen; reproducible; blue-black

6. Erasures of any information in
the clinical record are prohibited.

You are from
any information in

the clinical record.

prohibited; erasing

5
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7. To correct an error, a line will
be drawn through an incorrect
entry. The initials of the
person making the entry will be
placed above the lined out entry.
Correct information will be
recorded following the lined out
entry.

Errors are corrected by
through the incorrect

entry and . Correct
information will be recorded

the entry.

lining; initialing;
following

8. A basic requirement in the prep-
aration of all clinical records is to
enter the patient's identifying
information. The addressograph plate
contains all necessary information.
This information includes: The patient's
last name, first name, middle initial,
rank, hospital number, social security
number (sponsor's social security number
will be used for dependents), the
date, name of the facility, and nursing
unit.

No answer required.
Go on to the next page.
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PART II

THE NURSING PROCESS

9. The nursing process is a

systematic, problem solving thought

process which is essential to

accomplishing specific,

predictable, individualized care.
The process consists of four

phases: a. Assessment and appraisal,
b. planning, c. implementation, and
d. evaluation.

The is a

systematic, problem solving thought

process which is essential to

accomplishing specific,
predictable, individualized care.

The process consists of four

phases: a.

b. , c.

and d.

nursing process;
assessment and appraisal;

planning;

implementation;

evaluation

10. The assessment and appraisal are

the nursing history: the gathering of
data from the patient, other informed

persons, and patient records. Based
on the history, the RN completes a
nursing assessment and initiates a
plan of care. The assessment phase

is completed within 24 hours of the
patient's admission.

7
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The assessment and appraisal are the
: the

gathering of data from the patient,
other informed persons, and patient
records. Based on the history, the
RN completes a nursing assessment and
initiates a plan of care. The assess-
ment phase is completed within

of the

patient's admission.

nursing history, 24 hours

11. Planning is the development of
the nursing care plan which is devised
from the initial and on-going
assessment of the individual
patient's needs. The care plan
consists of a problem list,
expected outcomes or goals, and
discharge considerations to be
accomplished by nursing intervention.
Planned nursing interventions are
written as nursing orders. The
nursing orders are a vital means of
communicating nursing interventions
to all care providers. The nursing
orders are essential for account-
ability and responsibility in the
documentation of care.

Planning is the development of the
nursing care plan which is devised
from the and

- _ _ assessment of the
individual patient's needs. The
care plan consists of a problem
list, expected outcomes or goals, and
discharge considerations to be
accomplished by nursing intervention.
Planned nursing interventions are
written a.-

The nursing orders are a vital means of
communicating nursing interventions
to

8
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initial; on-going;

nursing orders;
all care providers

12. Implementation of the nursing
process includes nursing actions
determined by the nursing care plan.
The delegation of nursing care to
other care providers is the respon-
sibility of the head nurse or desig-
nated charge nurse. The implementa-
tion phase concludes when the nurse's
actions are completed and recorded.

Implementation of the nursing process
includes nursing actions determined by
the nursing care plan. The delegation
of nursing care to other care providers
is the responsibility of the head nurse
or designated charge nurse. The imple-
mentation phase concludes when the nurse's
actions are -and .

completed; recorded

13. Evaluation is considered in

terms of how the patient responded
to the planned action. Evaluation

of the effects of actions during and
after the implementation phase deter-
mines the patient's response and the
extent to which immediate, intermediate,
and long-range goals were achieved.
Ths eva.luation phase &s ..... 0.u...c...

9
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Evaluation is considered in terms

of how the patient to
the planned action. Evaluation of

the effects of actions during and
after the implementation phase de-
termines the
6nd the extent to which immediate,

intermediate and long-range goals
were achieved. This evaluation

phase is also documented.

responded, patient's response

14. The Army Department of Nursing

records complement each other so
that when the clinical record is

reviewed, the documentation will
reflect the nursing process, i.e.,
assessment of the patient,
planning, implementing and

evaluating the nursing care to meet
the patient's individual needs.
All forms must be completed. Forms
which document the nursing process

consist of--

a. A nursing history (interview)
and assessment on the Nursing
History and Assessment form, DA

Form 3888-2 (TEST).

b. A nursing care plan documenting

identified patient problems (or
nursing diagnoses, as appropriate),
goals, and discharge considerations

on the Nursing Care Plan form, DA
Form 3888-4 (TEST).

c. Plans documented as nursing

orders on the Therapeutic
Documentation Care Plan forms,

Non-medication, DA Form 4677-1 (TEST),
and Medication, DA Form 4678-1 (TEST).

d. Discharge preparations,
documented as a nursing discharge

summary on the Nursing Discharge
Summary form, DA Form 3888-5 (TEST).

10
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e. Evaluation of the patient's
progress and effectiveness of

nursing interventions as documented
on the Clinical Record--Progress

Notes (SF 509), the Therapeutic
Documentation Care Plan,

Non-medication, DA Form 4677-1 (TEST), or
the Therapeutic Documentation Care
Plan, Medication, DA Form 4678-1 (TEST).

The Army Department of Nursing
records complement each other so
that when the clinical record is
reviewed, the documentation will
reflect the nursing process, i.e.,

assessment of the patient,
planning, implementing, and
evaluating the nursing care to meet
the patient's individual needs.

All forms must be completed. Forms
which document the nursing process

include--

a. A nursing history (interview) and

assessment on the

form, DA Form 3888-2 (TEST).

Nursing History and Assessment

b. The nursing care plan

documenting identified patient
problems (or nursing diagnoses, as
appropriate), discharge
considerations, and goals

recorded on the
form,

DA Form 3888-4 (TEST).

Nursing Care Plan

11
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c. Plans documented as nursing
orders recorded on the

form, DA Form 4677-1 (TEST).

Therapeutic Documentation
Care Plan, Non-medication

d. Discharge preparations
documented as a nursinig discharge
summary recorded on the

form,

DA Form 3888-5 (TEST).

Nursing Discharge Summary

e. Evaluation of the patient's
progress and effectiveness of
nursing interventions documented
on the

(SF 509), the

DA Form 4677-1 (TEST), or
the

, DA Form 467S-1 (TEST).

Clinical Record--Progress Notes;
Therapeutic Documentation Care Plan, Non-medication;

herapeutic Documentation Care Plan, Medication;

Go on to the next page.
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PART III

TEST FORMS

Note. Short titles are indicated in parenthesis following the

full form name and number.

Page

Medical Record--Nursing History and Assessment, DA Form
3888-2 (TEST) (Nursing History and Assessment form) ................ 14

Medical Record--Nursing History and Assessment (Continued)
DA Form 3888-3 (TEST) (Nursing History and Assessment
Continuation form) ................................................. 17

Medical Record--Nursing Care Plan, DA Form 3888-4 (TEST)
(Nursing Care Plan form) ........................................... 19

Clinical Record--Doctor's Orders for Medications,
DA Form 4256-1 (TEST) (Doctor's Orders for Medication form) ........ 26

Clinical Record--Doctor's Orders for Non-medications, DA
Form 4256-2 (TEST) (Doctor's Orders for Nonmedication form) ..... 26

Clinical Record--Therapeutic Documentation Care Plan (Non-
medication), DA Form 4677-1 (TEST) (Nonmedication Therapeutic
Care Plan form) .................................................... 39

Clinical Record--Therapeutic Documentation Care Plan
(Medications), DA Form 4678-1 (TEST) (Medication Therapeutic
Care Plan form) ................. .................................. 53

Medical Record--Nursing Discharge Summary, DA Form 3888-5 (TEST)
(Nursing Discharge Summary form) .................................. 81
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Medical Record--Nursing History and Assessment, DA Form
3888-2 (TEST)

(Nursing History and Assessment form)

15. Data entered on this form represents baseline health status informat-
ion needed by the nurse to plan care. The information may be obtained from
the patient, other informed persons, and the patient records.

The front portion of the form, containing a brief series of cuestions,
provides a guideline for the interview. Date and time of admission with
admitting diagnosis (as specified by the physician) are to be recorded in
the provided spaces. Responses by the patient may be recorde:O next to the
questions in the provided area. If additional space is required, the
history may be continued on the History and Assessment Continuation form,
DA Form 3888-3 (TEST). Spaces are provided for the recording of informa-

tion to assist in contacting next of kin, or in their absence, another
person designated as a point of contact (e.g., company commander, first
sergeant, support person, etc.) for concerns arising as a result of the
hospital episode. The person collecting the data is to sign name, rank
and title and list from whom the data was obtained in the "informant" area
(e.g., "patient," "mother- Mrs. John Doe," etc.). A space is provided for
the noting of the disposition of articles brought to the hospital.
Initialing of the disposition by the interviewer attests to where such
items were consigned. It is not interpreted to mean the interviewer was
the one who actually placed the article(s) in the designated area. The
nursing history (interview) is obtained by the nursing personnel.

The reverse side of the Nursing History and Assessment form provides an
area for additional assessment data. The nursing assessment is completed
and recorded by the registered nurse within 24 hours of admission. If
completedand recorded at admission it will serve as the admission nursing
note. The nursing assessment is reviewed and updated as additional data
are collected and patient needs and potentials change.

It - important to take note that the RN may use multiple modalities to

collect patient data from which a plan of care is developed which addresses

identified needs and potentials. However, regardless of what data is
collected, and hy whom, the registered nurse is ultimately charged with the
responsibility to ensure validity and reliability of the collected data.

No answer required.

Go on to the next page.
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EXAMPLE: Nursing History and Assessment form, DA Form 3888-2 (TEST)

MEDICAL RECORD -NURSING HISTORY AND ASSESSMENT
P. ail of 19,1, fonn oW OA 119 404Sff the proponent agenCy to the Ofte, of0 fte Svf.gon Gighorli

Del.enOTgn of d'le0 Ad-In ,0.' DlegfO.

:YESn' NOnwd t9 De~l

I Toll mec what VYlu it"" 800.11 9,01 -Il-h0 fl'lI/

3. f~e.* QI. tll o lieo~e bfotor? If ilo hhfr o ~o,#

4 wha.t enlaoiCiotifl* howe Vow be"~ pklin' (to linil0fil0

5 A~fe Va0. ellalgC to aO3.~fln2 Of -0 -Ohl"? Wfhef

,epctionf

8 00 Va. hO9,e. -Vbal.tl 1 rwlelei that *I paloo lt -

_ _ _ _ _ dolIVgS Z 4vt" ( i lltrl.tilhr

SWinIll 0"i0 00f.1 oyO de. - II', Aid i ,h.4 .

N-' of Lo"'1 Conteo.V%1K elflh'.D -lphneb.,e

Pet1.0" etI~cto PERSONAL ARTICLES APIC VALUA3LES

(,s'dicart dispoifon ot ,oCh ifer, by In't0o/s]

tefin SCOS ill, TPIanIC L*9W ol(Spclfyl

DA FORM JIM2 IyESy (Continue on. f"(n*0)
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EXAMPLE: Nursing History and Assessment form (Reverse side)

kacorare, ist alotnced mn hea aDepissiont aStasmnadso 'Anp-ropi h

kev word. Each category does not have to he addressed If It Is not adding
informationlnecfj. sar,:vto royde nurls in~ e j- I

Y~~2' $. " ~4 '

4iESSMENT CATEGORIES 0 IV's Contentst of WNw .. angl.. 7. Gansloullnorty
bottas flJYOb afCl~l fll) urination Contlnincy. patten 04099"

O~~ewlf and DU.Oao~~~~flwnt Irart P ;L~tel ,aic .. on. r.,, aold~caO.LI.li A

2. )ueltica type, 1WlOl' I 8OC1.eC

*)olfatatlo' 0) 1 Meet .'IorCj thhl and/0, 411,1,111116 p C As as Aznorm a,M O i gs,9 hwnti-I pain.
0L*=~ of odtwn. otn. aloenr. -o. nes.enay

brtine wrnaiow. Reto..m to is) AMost*iolnf Rate, naqutI*Iy,*ffa(- at Lhe..L 011nsr points. contraclu-
ineba 1a,, PainfulasIItl l A1,111ty to tlnft.M. 0.0111. UM of a1CoO11111r) n..tIcal. b) coler, m.oirtia. bseems. 190,, chane9.
901kow com"Ma.,d. Aofml~l deonanni aywna Chanl Oileetl

C, Oesttnaiba*noffmeltt.U mtoen ass ociaeIt" 1 resaions 9 IeuCuo~m..atA1

I Eywn 'Ears. Dow. ed TOieaf s) 5ath loni case, to .c.,lio.a) tMo-mn~n PN,Pfx~uk/hfen owcoie.t,
a) EyO" Pu011. inl. R&.L Atio0, Where~ anc.I ACMA. mc..tmcl . ifinqfn le. ,Iuaa

" E ist m4a-sn drainage c) oxyen 0,e..,an ,0 llaeornmin, malod *Cliily
C) NOW Ahinweha. hasl IMWY/tfllU of admni4,.tion. ontnUoc. Of PAN1 b) foot cam, (as applica0la) 7 ED00oW
41) Thoes Ie 41o"EWlcoti 0)l-It * C000. sputu. .suldio"nn to. fxsycft.$octal

1.*010 Winerh 0040 4MZ = a) Adjustment to Phnmetallulie"^ and

IC4a411-ifnsl~ a) Abdominal AuscuttatiOn (beal sOundSaio toflU .ndnna,. moun Iio

a) Sk~ Colo,. tomep tiaron, molftu" pneent). Palpitationl. abidominal 911 OtlOit or0 ald o.

DA FORM 3U8&2 tV(SI) ilo-frai
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Medical Record--Nursing History and Assessment (Continued),
DA Form 3888-3 (TEST)

(Nursing History and Assessment Continuation form)

16. The Nursing History and Assessment Continuation form provides space
for the continuation of data collected during either the nursing history

(interview) or the nursing assessment.
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EXAMPLE: Nursing History and Assessment Continuation form,
DA Form 3888-3 (TEST)

MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT icontinued)

foe .of 1ho , to' - 0 A 1 40 8, th* p.opotet bfCy 4 th. Offil. o Th. Sjgt
9

or G.-t..

AOOITIONAL A$SESSMINT OATA

2~(.*4' f/ 0e~~~-i Cs 4

zya, . . . ,,,'.4 , -. .-,z "
,'44Lll eo

'etcj tt'~''

PA T.Ell 0(I NT.' -C ?*)

DAFocm38883 OfST,
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Medical Record--Nursing Care Plan, DA Form 3888-4 (TEST)

(Nursing Care Plan form)

17. This form should reflect the "product" of initial and on-going assess-

ments of an individual patient's needs. The care plan consists of columns
indicating the date a problem is identified, an area for problem statement,

the goal to be achieved, and the date accomplished. Interventions to
achieve the goal may appear as nursing orders or physician's orders on

either the Nonmedication Therapeutic Care Plan form or the Medication
Therapeutic Care Plan form. An area is provided to note discharge

considerations which should be assessed as close to the admission date as
possible. A new addition to this form appears at the bottom of the page.

Nursing diagnostic categories are provided as suggested guides to stimulate
thought by the registered nurse during care plan development. The Nursing

Diagnostic Category Guidelines, in and of themselves, are not a problem

list.

Three patient situations are provided with various care plan formats to

demonstrate how a care plan can be developed at the time of admission. The
various forms within this documentation system are interrelated. An inte-

grated record with planned care is the result. Thus, no one form can "stand

alone."

No answer required.
Go on to the next page.
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Patient Situation 1

Mrs. Price is a 28 year old, G1, P0, AbO, admitted 14 July 1984 in active

labor. There are no fetal heart tones discernable on your initial exam.

She delivers a stillborn infant male; cause of death cord related. She

resides off-post in a one-bedroom apartment with husband, E-4 Eric. She

has missed several OB visits according to the medical records review.

The following care plan is developed:

MADICAL R[CORO - NURSING CARE PLAN
Fo. - of t.h# foom - DA 0i, 40 8b h-. PhoIoPonOM lb9ncy t$ tfs. OffiO of T% Sug9on Or61

INSTAUCTIONS N 1. M1O 1140 "CIh 14C.109ng

Disc Dale
PNoblems Erpw <t¢d Outomne. (Goa~ls)AsO 'sc

M'V."A'N Rt- NSN CARE PLAN (CONIINUt D,

10 OIIhIlI."*,lI( Il*Och* o I) Slg ' GfltO

. ,r , ,p t ,, ,Jp ~ r ~ I

Oi, .....

~//)L$h , $ f YXI ,1 /U-iA /,+E-85
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Discussion:

The care plan was developed utilizing an accepted nursing diagnosis

(as specified by the Fifth National Conference of Nursing Diagnosis). The
goal of the nursing staff is assisting Mrs. Price to enter an acceptable

pattern of grieving. Documentation to achieve this goal may be found on
the-- 1) Medication Therapeutic Care Plan form (DA Form 4678-1 (TEST) to
indicate physician ordered sedatives and their administration; 2) Non-
medication Therapeutic Care Plan form (DA Form 4677-1 (TEST) to ind:cate a

nurse has made a referral to the community health nurse for a home visit
or to social services for an inpatient visit and/or; 3) Progress Notes
form to address areas of attentive listening, provided acceptance, ventila-
tion of emotions by the patient, or evidence of Mrs. Price's ability to
learn health management in the post partum period. This care plan is in
addition to, or personalizes many overprints which may be in use within the
OB setting.

No answer required.
Go on to the next page.
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Patient Situation 2

Mr. Jackson Pratt, 47 years old, was transferred from an outlying medical
facility in a comatose state. His provisional diagnosis is "Atypical
Guillian Barre." The initial assessment of Mr. Pratt reveals absence of
all protective reflexes. His only fluid intake is Isocal feedings l00cc/hr
per dophoff. There is no IV. Urinary output is less than 30cc/hr average.
His wife is present and is the only available historian of events. She
relates displeasure over previous care provided and informs you that she is
seeking litigation.

The following care plan is developed:

MIDoICA, gcono - NURSING CARE PLAN
Fol u of tM6 o DA L11 40 85 , ti proponeItt *lfCY It the Offl Of Tt SutAOn 04-0)t

INOTOUCTIONS Nwlb+ an8 tll h OtOltt,, (t
D+ch lllilll
Date obltc., Ex pected Ostcomes tGols) Dt

,or:

aId~l PbcleplidOawc (o Accomplt+htd

Mt ~,L. ( ("L, NURSING CARL PLf-N I,.UNIINUI I)

* I '"1 " t ' LI"0m ~ U Utt ,.t i, pl,0 t, S ') I,.

A.....

INST1Y OuTINS N-t'.0"ll'*A I'fUQA
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Discussion

This care plan was developed utilizing presented patient problems.

Since the patient is comatose, the care plan does not reflect a problem

verbally stated by the patient . Problem 1 indicates a low urinary output

with a goal of UOP>30cc/hr average. Nursing actions to meet the goals are

identified in conjunction with the patient's lab data and physician's plan

of care. The nursing actions would be recorded on the Nonmedication Thera-

peutic Care Plan form. Such actions may include--

a. Isocal 100cc/hr 07
15
23

b. Flush Feeding System 07
after each 4hrs of 15

feeding with 120cc H 0 23

2

c. Cranberry Juice 120cc 07

every shift 15

23

d. Prune Juice 120cc 07

every shift 15

23

The types of fluid reflect thought by the nursing staff; i.e., free water,

cranberry juice to increase acidity of urine and thereby help prevent

stones, and prune juice which could be an intervention on another

identified problem involving GI motility.

If the patient's length of stay exceeds an accepted timeframe set by the

nursing unit which, in this Instance, is 1 month, a review of the

problems/nursing diagnoses is made with notation of resolution or conti-

nuation. A temporary resolution should be noted; the previously stated

problem now becomes a potential problem.

No answer required.
Go on to the next page.
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Patient Situation 3

Major Gerald T. Williams, 36 years old, retired, is admitted with an upper
respiratory infection. He is quadriplegic as result of an accident on 12
'June 1981. NAJ Williams completed an intensive rehabilitation program and
was discharged home 12 June 1982. He is gainfully employed with no hospi-
talizations since discharge.

The following care plan is developed:

VLOCALRECRD- NURSING CARE PLAN
Fat wA Of ttIf 1oten 0A Let 40 45 Ina1 pfpat0Ifl atI y is tnl. Offi. of Thw Svrtaon GQ@Imf.

INST PVC!IONS NumbO..&no 10111.1 *50 ,I'Ordi

Wt ~ ~ P~,.t Expelle~d Outoti J l, Date~1

~~ d~eJ4 ~6 // eAa
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Discussion:

This care plan again utilies the nursing diagnosis format. There is

one major goal listed with four objectives. The major goal is not achieved

(accomplished) until each objective is accomplished. Nursing actions are

reflected in their appropriate areas. Documentation regarding attained

resolution of each objective may include, but not be limited to--

a. Improved respiratory function
(1) Active participation of client

(2) Improved breath sounds
(3) Adequate ABG's

(4) Improved pulmonary function studies

b. Mobilization of secretions

(1) Production of sputum

(2) Improved breath sounds

c. Maintenance of a patent airway

(1) Performance of nonlabored breathing
(2) Maintaining normal activities

d. Need fir minimal suctioning
(1) No. of times suctioning performed

(2) No, of times suctioning required

25
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Clinical Record--Doctor's Orders for Medications, DA Form 4256-1 (TEST)
(Doctor's Orders for Medication form)

Clinicel Record--Doctor's Orders for Non-medications Form,
DA Form 4256-2 (TEST)

(Doctor's Orders for Nonmedlcation form)

18. Doctor's Orders for Medication
and Nonmedication forms are
three-part carbonless forms,

maintained in the patient's chart.
The original copy of each form
remains with the permanent record.
The second copy (pink) is sent to
tl-z pharmacy. The pharmacy receives
a copy of ALL orders. The ward copy
(yellow) is used to communicate all
orders to the nursing staff.

No answer required.
Go on to the next frame.

19. Doctor's Orders for Medication
form (DA Form 4256-1 (TEST))
is utilized for medication orders
ONLY, inclusive of medications in any
form: Intravenous, Oral, Intramuscular,
Inhalation or Topical.

The

form (DA Form 4256-1(TEST))
is utilized for medication in any form.

Doctor's Orders for Medication
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20. 50 mg. Demerol IM q4h prn is
written on the

form.

CLINILAL RECORD DOCTOR'S ORDERS FOR MEDICATIONS
0, u n I tfll t .. . - DA Lt, 40 8 the PiOPOnent *QnCy II Ih. Office of Yh Suion GenetaI

THE DOCTOR SHALL RECORD DATE TIME AND SIGN EACH SET OF OROEI IF PROBLEM-ORIEN DE MEDICAL RECORD SYSTEM
INDICATE PROBLEM NUMBER

MEDICATIONS ONLY
INITIALS

PATIENT IDENTIFICATIOc DATE OF ORDER TIME OF ORDER I

- HOURS OdDn

Ti. No TI " s.d

Doctor'suq Orders4 for" Med t1o

4Ve,4~~ 9 4#61
21. The /;o)49r_ IVs

NRIGUNIT ROO M NO Z N

INENTIFiCATION DATE OF ORDER TIME OF ORDER

- -___HOURS

NRIGUNIT aooWo6 ED No

Doctor's Orders for Medication

21. The Doctor's Orders for
Nonmedication form (DA Form 4256-2 (TEST))
is utilized only for nonmedication
orders.

The only oiders to be written the
Doctor's Orders for Nnnmedication form
are
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Nonmedication Orders

22. Vital signs q4h will be ordered

on the
form.

CLINICAL RECORD DOCTOR S ORDERS FOR NON MEDICAT IONS
' ' oA 40 IA oOunhrI *grry a. IA. OfAacb ot The o, oo Gn' Th.

T0o OOION . HALL LiOO DA'E TIME ANO SIGN EACH SET OF 0R E IF PROBLEMORIENTD MEDICAL RECOCO SYSTEM

INDICATE PROBLEM NUMBER

NON.MEDICATIONS ONLY__
PATiENT I(,TI IFI 

6 
AT- I

(  
OATC OF ORDER TE Of" ORDR TI-4 Notd Ti-4 m.ingl

NURSING UN,! ROOM NO B52 --

,s-s JV&_ ...
PATIENT IDENTIFICATION DATL OF ORDLR TIME OF ORDER

HOURS

AU ,,U" " K ___ 1----- -- -Lo-

Doctor's Orders for Nonmedication
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23. Patient identification data
will be entered on each form as

directed by AR 40-66.
Addressograpb plates should be used

in each part marked Patient

Identification. The portion
indicating nursing unit, room
number and bed number may be

utilized as appropriate.

NON.MEDICATIONS ONLY _INITIlALS

PAT ENT IONTIFICATIO OATE OF ORDER TIME OF ORDER i
Jordan, Peter J. 2Lt ,.So' . o.
356 7 20 39022 37 34 _____ b.1_____o_______

'1 24 O

__________W(AM N I _____ ____1

No answer required.
Go on to the next frame.

24. For either form, the prercriber
will record the date and time the

order is written. More than one

order may be written in each
section of the form. ONE order
only may be written on a single
line.

PA'T [T ICANTIFICA1,0 DATE O OiOLN rrML OF O DIt R

r J. 21.t I/

36<'j: 2) 3902? 37 34

29
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No answer required.
Go on to the next frame.

25. Groups of orders written 9L one
time for the same patient rcquire one
entry per sheet. Overprinted standing

orders on forms must be signed by the
prescriber. Nonapplicable standing

orders will be lined out and initialed
by the physician initiating the orders.

All prescriber's signatures MUST have
the prescriber's identification
stamp. Orders are written
sequentially with unused portions

of the order form blocked out if a

new form is initiated.

(LINAL 4CUHL DOCTOR ORDERS FOR NON MEDICATIONS
" T, " -, IVv,, Is ,, n O,fll . of Th. Suvoo Gns.

THE OULIUR HALL RECORD DAIt IJMI AND SIGN EACH SET OF ORDERS IF PROBLEM-ORIENTED MEDICAL RECORD SYSTEM
INDICATE PROBLEM NUMBER

NON-MEDICATIONS ONLY
INITIALS

IRENT IDENT.FICAIIc)t DATE OF ORDER TIM OF O RD _E0n ROI.O fl TI~ Ii

PATIEN~
T 

iOEIN]i~iCIA~ilI 0-1( E OFID' TIME OF OROLFk
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No answer required.

Go on to the next frame.

26. Nursing personnel will account
for written orders in the right hand
column entitled Time Noted and

Transcribed. Two or more orders
may be enclosed in a bracket with
the time noted and the transcriber's
initials or signature.

A column on the right entitled
and

is used to account
for orders. The transcriber may

two or more orders
and note and

or

Time Noted; Transcribed
bracket; time;

initials; signature

27. A one-time order completed within the
responsible registered nurse's tour
of duty is a Single Action Order.

A
is a one time order

completed within the responsible
registered nurse's tour of duty.

Single Action Order
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28. A Single Action Order requires no
further nursing action once completed.
The individual carrying out the order
signs off the order as having
been completed in the extreme right
hand column entitled Time Single Order
Done.

A Single Action Order requires no
further

once signed off as
completed.

nursing action

29. The individual carrying out the order
signs off a completed Single Action Order
with time and either initials or signature.
Once signed off as completed, the
order requires no transcription to
the Nonmedication Therapeutic Care Plan
form or the Medication Therapeutic Care
Plan form.

The time and initials of the

in the Time Single Order
Done column indicates the order is completed
and requires

to the Nonmedication
Therapeutic Care Plan form or the
Medication Therapeutic Care Plan form.

individual carrying out the order;
no transcription
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30. Some single action orders

(e.g., medications or procedures)

will require an assessment of the

efficacy of the intervention.

If such an order has not been trans-

cribed to either the Medication or

Nonmedication Therapeutic Care Plan

form, the assessment must appear on the

Progress Notes form. Results Codes

appearing on either the Medication

or the Nonmedication Therapeutic

Care Plan form are not authorized

for use on the Doctor's Orders for

Medication or Nonmedication forms.

Some single action orders

(e.g., medications or procedures)

will require an assessment of the

efficacy of the intervention. If

such an order has not been transcribed
to either the Medication or the Nonmedi-

cation Therapeutic Care Plan form, the

assessment must appear on the

form. Results Codes appearing

on either the Medication or Nonmedication

Therapeutic Care Plan form are
for use on either of the

Doctor's Orders for Medication or Nonmedi-

cation forms.

Progress Notes;
not authorized

31. A Delayed Order is a Single

Action Order NOT completed within

the responsible registered nurse's

tour of duty. It MUST be transcribed
to the section Single Actions, Delayed

Orders on the appropriate Medication or

Nonmedication Therapeutic Care Plan form.

33

E-98



A Single Action Order not completed
within the responsible registered
nurse's tour of duty is a

Delayed Orders must be
to the appropriate

Medication or Nonmedication Theraputic
Care Plan form.

Delayed Order; transcribed

32. Completed Single Action Orders
and all STAT Orders must be accounted
for individually. They may not be
bracketed.

No answer required.
Go on to the next page.
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33. Example of usage.

Situation: A patient is admitted to the unit at 0930 on 14 July of the

c urrent year with the fol lowing orders:

CLINICAL RECORD DOCTOR S ORDERS FOR NON-MEDICAT IONS
h~,~.e'i ,., .. 04 A .140 8" Iht P,0Pon@MIagwnCy %t In. 011k of The Sufqeon Gonel

THEI 0O&IO1(R SMHALL HELUFD LjATL TIME AND SIGN EACH StT OF ORDERS IF PROSL -EM.ORIENTED MEDICAL RECORD SYSTEM

INDICATE PROBLEM NUMBER

NON-MEDICATIONS ONLY __

PATE~ ,ENIFCA~~DATE OF ORDER TIME O11 ORnER

PATIENT IDEN TIFCATIO" DA:>RIWTIEO 101

ld,.IR$INGUNI 11D .D] 
BE

PATIENT IDENTF.CATO, DAE Of ORDER TIME OF ORDERR

nlT 11 INII A U.DATE OF ORDER TIE FORE

DA FORM 425()2 ITI ?Eao 
R J'1 bll

Requirement: Using the above example, note the orders; i.e., take the

action necessary to account for the orders.

3 5
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Solution:

CLINICAL RECORD DOCTOR S ORDERS FOR NON MEDICATIONS
Fo, u." of ith. for- ide DA L, 40 ". , th O tOspO.ent sincy is fh* Office of The S 9,uteon ofne,.l

THE DOCTOR SHALL RECORD DATE TME AND SIGN EACH SET OF ORDERS IF PROBLEM ORIENTED MEDICAL RECOfij S SEM

INDICATE PROBLEM NUMBER

NON-MEDICATIONS ONLY IA

I'ATLNT IDENTIFICATION DATE OF ORDER TIME Of OOER T."e NotFoR T-. S. ;

,,,. od~96 NOIJS , .:o.o co. ,

line C - ______

NURS,Nz. UN-, ROOM ND6 %e WA -e.e

-7 poI at q_

PAYILNI I ONi I CATION -OTL OF ORDER v 7IFAT OF OAR)LA

PATIENT IDENTIFICATIION DATE OF ORDERl TIME[ of 04DER

NS UNIT ROMN OLED NO)

PAIIENI lDLNTIfICAllIDN DATE or ORDER 1TI1L Or OAOt N

... . OURS

__- -- -1--l-:-

D A F O R M 4 2 06 2 TI ,' 1. j ,. ,p o - T , o R , ,

Go on to the next page.
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34. A Stop Order must be written
and signed by the prescriber. The
order is then noted in the Time
Noted and Transcribed column.

To discontinue a medication or
treatment, a

must be written and
signed by the prescriber. When Pn
order is stopped, it is noted in
the

and column.

Stop Order; Time Noted;
Transcribed

35. The Stop Order is transcribed

to the corresponding order on either
the Medication or Nonmedication
Theraputic Care Plan form.
DC/date/time/initials are noted above
a diagonal line drawn across the
grid adjacent to the stopped order.
A horizontal line is drawn across the
grid in the case of a single order.

Initials are bracketed to preclude
further use of the blocks.

No answer required.
Go on to the next frame.

36. Only emergency STAT orders
can be accepted as Verbal Orders
noted by the registered nurse with
V.0. physician's name/accepting
nurse, title.
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Verbal Orders will be confined to

Orders.

Emergency, STAT

37. Telephone Orders will be

accepted only by the registered
nurse. They must be countersigned
by the prescriber within 24 hours.
The registered nurse will note
telephone orders by T.O.
physician's name/accepting nurse,
title.

No answer required.
Go on to the next page.
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Clinical Record--Therapeutic Documentation Care Plan (Non-Medication),

DA Form 4677-1 (TEST)

(Nonmedication Therapeutic Care Plan form)

38. The Nonmedication Care Plan
form is printed on colored paper for
nonmedication doctor's orders and
nurse's orders. The doctor's orders

are transcribed from the Doctor's Orders
for Nonmedication form (DA Form 4256-2 (TEST)).
N.O./ nurse's initials in the initialing
column will identify nursing orders.

Preparation: Enter all patient
identification data as indicated.

Allergies: Specify the presence
or absence of allergies. Where
known, indicate the specific allergen.

Primary diagnosis: Enter admission

diagnosis or a corrected one, as a
definitive diagnosis is made or
another condition develops. Add
other diagnoses if they

significantly affect the care to be
given.

Nonmedication doctor's orders and

nurse's orders will be transcribed
to the

form.

Nonmedication Therapeutic Care Plan
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39. Patient care and patient
response to nursing intervention
will be documented on this form by
the use of initials, + and A codes.

This form will
patient care and patient
_____________ to nursing
intervention.

document, response

40. Codes to document patient care
and patient response to nursing
interventions are located on the
Nonmedication Therapeutic Care Plan
form for ready reference.

No answer required.
Go on to the next frame.

41. Initials alone indicate an
order has been completed.
Initials with a + indicate the
results of the nursing intervention
and/or observation was satisfactory or
WNL. Initials and.Q indicate the
result of intervention and/or
observation is unsatisfactory.

A completed order is indicated by
only. A

satisfactory result from nursing
intervention is coded with
....tals and . Initials
and indicate unsatisfactory
results.
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initials; +; .K

42. Use of the initials and 2"

code indicating unsatisfactory
results from a nursing intervention

and/or observation ALWAYS requires
further documentation on the Progress
Notes form.

Unsatisfactory results from nursing

intervention and/or observation is
indicated with and

Z and must be

documented on the

form.

initials; always; Progress
Notes

43. Vascular checks that note a decrease in circulation would be indicated

with initials and 9'. Further documentation is made in the progress
notes.

Requirement: On the following Nonmedication Therapeutic Care Plan form,

indicate vascular checks of the R hand that show a decrease in circulation.

THERAPEUTIC DOCUMENTATION CARE PLAN

CLINICAL RECORD (voN *ILDICAT0oN
IIEJF "7 fffnr'Lft W.'~l +" ..... ...... ',' "' 7'li o 'lt 77 vl.' 7 7 , 1 1 , , 'w - ' ,

. . .... AECM-FEORDER CLINK/ ...... -.....

DATI? NURSE RECURRING ACTIONS,. M
FREQUINCY. TIME .2/1// &

__ / ~ 4 /A-~-4-4--
H-
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Solution:

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAUI
I (ON MEDICA 7ION,

VE F)FY MY 1XITALfRCv I~l41 rAorp, I ~S~
CLINK. ''/ OATE, OMPLETED

I At MUNS1 If CURRIMG ACTIONS, , j
FREQUENCY, TIME MRkul,! I.o~s L '14

GO on to the next frame.

Frames 44-49 concern the Recurring Action section

44. The Recurring Action section is
used when compliance with the order
is repetitive and scheduled. The
complete order must be transcribed

to this section.

When compliance with the order is
repetitive and scheduled, it is
transcribed to the

Recurring Action section
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45. Order Date: Enter the date the

Current Order was written.

No answer required.
Go on to the next frame.

46. Initialing: The individual who

transcribes the order must initial
the specified block. A registered

nurse must co-initial all orders

not transcribed by a registered

nurse.

All orders not transcribed by a

registered nurse must be co-

initialed by a

registered nurse

47. Hour: Specified time(s) are listed
vertically. Each space is for a
separate time of action. For actions

required every 1 to 2 hours, two

times may be entered in one block.
Placement of initials must correspond
to placement of the designated time.

Orders that are not time related and

are pervasive throughout the shift

are indicated by designating the

inclusive times for each shift.

No answer required.

Go on to the next frame.
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48. The top row of spaces indicates
the day the action is accomp]ished.

No answer required.

Go on to the next frame.

49. When an order is discontinued,

a diagonal line is drawn across the

remaining blocks (if a single line
order, a horizontal line is used).
DC/date/time/initials is written

above the line. The initials in the
grid blocks are bracketed to indicate
no further use of the blocks. USE OF ANY
HIGHLIGHTER IS NOT AUTHORIZED.

Requirement: Using the following example, discontinue the orders:

CICL O THERAPEUTIC DOCUMENTATION CARE PLAN
CNIALRECORD ... (NON MEDICATON,

vi~~pvBrttvn~uNO..................................II)l 'IFh(jI.li/15V fl4j
.. - ...... .......................... DATE COMPLETED

VE~~f PY BY E' ITIAUG.... ...... . "... ........... ............ .. II II' I.N r ( \lllI€gP,.¢ l 7t\

ORDER CLERK/
DATE NURSE RECURRING ACTIONS, -!

FREOUENCY. TIME 11R 1~ 6,/ /7 1/5 4A -.2e /~~ .Y4-- .~

LL L..

'IITJ I 1

W__ I Vi F : j- I jVKKE
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Solution:

THERAPEUTIC DOCUMENTATION CARE PLAN

CILiICAL RECMJD (NON WEDI CA TY ON,

Y#MrrPV Y 7~ALjWC PII141 PF0I h l I Wf( P,' 1 1,1 1 (OI I ZTf

CATE "UESIE RECURRING ACTIONS. I
- - FREQUENCY. TIME -:yY 5" _

_ - ? T

Go on to the next frame.

Frames 50-54 concern the Single Action, Delayed Orders section

50. Delayed Orders are Single
Action Orders not completed within
the responsible Registered Nurse's
tour of duty. They will be transcribed
to the Single Action, Delayed Orders
section.

Delayed orders are transcribed to
the _ _ _ _ _ _ _

___________ __________ section.

Single Action, Delayed Orders
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51. The date the order is written
and the initials of the individual

who transcribes the order must
appear. All orders not transcribed
by a registered nurse MUST be
co-initialed by a registered nurse.

No answer required.
Go on to the next frame.

52. The complete order must be
transcribed. Enter the date and
time the action is to be taken in
the To Be Done column.

The date and time the action to
be taken is documented in the

column.

To Be Done

53. In the ometed column enter
the date,time, and initial when tLe
action was completed. If an action
is not completed, indicate the reason
why and place your initials in the given block.
Elaborate on wh on the Progress
Notes form.

No answer required.
Go on to the next frame.

46

E-111



54. Example of usage.

Situation: It is now 1500, time for you to give your report, and go home.

The following orders were written during your shift:

CLINICAL RECORD OOCTOH S ORDERS rORl NON MEDICATIONS

So f u~, 'n , '~ g rA I - A' P ,1oO,,*0 aQ.' , , * . 'c, of ("I" , uT r,' Ceer

THE LUC1Ok SMHALL RECORlD DATE IIME AND SIN ZACH SLT OFOMOEP, If PR~eLEMDRIENIED MEDICAL RECORD SVS7Ev

INDICATE PROBLEM NUMBER

NON.MEDICATIONS ONLY INITIALS

AT.NT IO[NFCAiO- . ... OF ,OLA 7 F - .. . .. T

HOURS 0~oo~' Of0" D"

6%4q.,'. A CS/ - , -'- .. ........ ....____ 
-

Nl- ,:- ,-- - o -l. -t-OIN. . . . .. .. .... ,7 - - - --

P'~flitNT FDLNTIF CA~iOf D)AI OFD URDER TIMEf OF ORDER

Requirement: Using the above orders, transcribe the Single Action Orders

that have become Delayed Orders.

.... THERAPEUTIC DOCUMENTATION CARE PLAN(NOJ..MEDICATION)
Velliy b,

Init,oLng For us of this form w DA Letter XXX ., the proponent agency iS the Otfiec of the Sgrgeon Genersl

Od ,, C SINGLE ACTIONS, DELAYLD ORDERS TO BE DO\ CH:'L ILL)

DoI-
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Solution:

Ve~Y y ERAPIUTIC DOCUIENTAJ1CARE PLAN (INONEDICATIONJ ia
In.,ohng Fw urn of thk fwm ow DA Low XXX.U. the prpo lt spr y is Oftl 0ie ofie O brpeo Oemel

C)... N,.., SINGLE ACTIONS, DELAYED ORDERS TO BE DONE COWLETED

_ /_ 4 t4

! /1

No answer required.
Go on to the next frame.

Frames 55-56 concern the PRN Action section

55. When the time of an order is
not predictable, the order is
transcribed to the PRN Action
Frequency column, indicating the
action to be taken and the
frequency. The individual
transcribing the order must initial
in the specified block. The registered
nurse must co-initial all orders not
transcribed by a registered nurse.

No answer required.
Go on to the next frame.
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56. When a PRN action is completed,

it is recorded in the

Time/Date/Reason/Initials/Results Code

block. Each block indicates a separate

action. Use of initials and + or 0

codes may be appropriate.

The person completing a PRN action

enters the / /
_ _ _ _ _ _ / / _ _ _

in a block indicating an action has been taken.

Time/Date/Reason/Initials/Results Code

57. Orders are recopied when the

Date Completed column is filled.

No answer required.
Go on to the next frame.

58. Orders are RECOPIED by drawing

a double line across the entire
page immediately below the last entry.

Recopied Orders is written below the

double line or on a like blank form.

Dates of forthcoming days are filled in

and orders rtill in effect recopied.

THE DATE OF THE ORIGINAL ORDER is also
recopied. The initialing procedures

previously described will be used.

The person transcribing the orders

authenticates by signature, rank or
status at the end of the transcription.

No answer required.
Go on to the next frame.
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Situation: Recopy the orders in the following example:

CLINICAL RECRD THERAPEUTIC DOCUMENTATION CARE PLAN
(NONMEDICA T7ON)

vamr. rmr nA o . .. .......... r4 PROI 't roi Ui ' FOI.LOlING COWPLFThf%
.. ............ .... DATE COMPLETED

o O R C L E R K / ................ ...... ...-.

DAT NURSE RECURRING ACTIONS,
FREQUENCY.,TIME HR ( ~ 7~ ~/ 1/3/

09 er r tr ri 57- S .r S- S T S7

_ _ o'1 e fCe _ 7~L 5T
/ .. ._'_ 7-1 7" r 7r a 77-7r 5t S r

/ / a ._ _r e l 6_ r r t 7 d 17 x r 5 r I 5 , 5 5 7 . -.......... I I 1...4s / J Z, 4f- Iz k z I z Q 4k-

/ ,., ,- .7- - - - - - - -

.1-3__ /V/

____ .23 - 7-- - - - -- - - -

LV Z 1 I' -o 1--- -- --- 5r-sr 3--757

/50

/1

/

1__.. i 171'I7IJII~ 711 11111 I I I I I II
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Solution:

CLINICAL REC"ORD THERAPEUTIC DOCUMENTATION CARE PLAN
(NON MEDICA T1ON)

vamFlr DY Ir!t17ALLYO ' .V.A. .~. ........... .. 1l 11 PROPI'R ro ( u% Fu,.LOEI. V COVIL fTm.......... ......................
ORDER CLERK/ . ....... ....... ...... DATE COMPLETED

DATE NURSE RECURRING ACTIONS, ,

- ,- FREQUENCY, TIME , R , / /1 " /3 / / 6

7X e aer e~r C f r7t 7y -s r 5r ssr Sr S7

z~0 Ate e 14 f~ r 6e a

-. - mi v L.,

__/ i/. t ee-T~ 7 ~ 5 -

Arr

_ _ _ / __ _ __ _ _ _ _ _

___y_6 a' r ___ c 2i at .gr r $ s 57-

___ / __ _ _ _ / .d-/ 0  a ~ y.

/* 4'a4f- __ __l r

/,s- ( r, e /Ir 7 ,7 7z e .1- - -

__ _ / __ __ _ __ _

i / I ____ _ _ _I L _ _1 _

51-

E-11

/t d IW v L L 7-- - - - - ----------- J - -

?__ _ _ 1;? _ -- - - - - - - - - - - - - - - -

1 -/ _JA4l~?c ~.i I I I F[VfI
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59. Orders recopied prior to the
Date Completed column being filled may
be so indicated by bracketing existing
initials and drawing a diagonal or
single line across the remaining blocks
and writing recopied/date/initials
above the line.

No answer required.
Go on to the next page.
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Clinical Record--Therapeutic Documentation Care Plan (Medications),

DA Form 4678-1 (TEST -

(Medication Therapeutic Care Plan form)

60. The Medication Therapeutic

Care Plan, printed on white paper,

is used for doctor's medication

orders and accompanying nursing

orders pertaining to the admin-

istration of ordered medications.

Medication orders will be trans-
cribed from the Doctor's Orders

for Medication form, DA Form 4256-1
(TEST). Nursing orders will be

indicated by N.O./nurse's initials

in the initialing column.

Doctor's medication orders and
nursing orders pertaining to

medications will be written on the

form.

Medication Therapeutic Care

Plan

61. Codes identified on the form

are used to document the patient's

response to medication.

Patient response to medication

is by using codes

identified on the form.

documented
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61. Initials placed in the
designated block indicate the
medication has been administered.

When a medication has been
administered, it is designated by
placing in the
appropriate block.

initials

63. Initials and E indicate the
medication was effective and
achieved the desired results as
specified in the original order.
Further documentation is unnecessary.

If the medication was effective an
and your initials are all the

required.

E; documentation

64. Initials and I indicate the
medication was ineffective. This
code requires further explanation
in the progress notes.

You indicate if the medication was
ineffective with an and your
initials. Further documentation is

I; necessary
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65. Initials and 0 indicate the
medication was not given or adminis-

tered as ordered. This code requires
additional notation on the Progress
Notes regarding the reason for the
subsequent omission and followup, as

appropriate.

When a medication is not given, it

must be noted on the
and is indicated on

the Medication Therapeutic Care Plan

form with your initials and

Progress Notes;

66. Preparation: Enter all

patient identification data as
indicated.

Allergies: Specify the presence or
absence of allergies. When known,
indicate specific allergen.

Primary di aosis: Enter admission

diagnosis, or a corrected one as a

definitive diagnosis is made or
another condition develops. Add
other diagnoses if they significantly
affect the care to be given.

No answer required.
Go on to the next page.
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Frames 67-76 concern the Recurring Medication section

67. The Recurring Medications,
Dose, Frequency column is used
for recurring drug administration
when compliance with the order
is repetitive and scheduled.

When compliance with the order is
repetitive and scheduled, the

column is used.

Recurring Medications, Dose, Frequency

68. Order Date: Enter the date
the current order was written.

No answer required.
Go on to the next frame.

69. Initialing: The individual who
transcribes the order must initial
the specified block. A Registered

Nurse must co-initial ALL orders at the
earliest possible time regardless

of who transcribes the orders.

All transcribed orders must be
- _ _ by a registered

nurse.

co-initialed
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70. Hour: List specific times vertically.
Each space is a separate time of admin-
istration. When medications are ordered
every 1 to 2 hours, two times may be
entered in one block. Orders not time
related, but pervasive throughout the
shift are indicated by designating the
inclusive times for each shift.

No answer required.
Go on to the next frame.

71. The top row of spaces indicates
the day the medication is to be
administered.

No answer required.
Go on to the next frame.

72. To verify compliance with the
order, the responsible person will
initial the block opposite each
specific hour line and under the
appropriate date column.

The responsible person will initial
the block opposite each specific

and
under the appropriate date column.

hour line
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73. Codes to indicate the
effectiveness or ineffectiveness of
the medication can be recorded in
the same block with the responsible
person's initials.

To record the or

of the medications,
codes and of the

responsible person can be used in
the same block.

effectiveness; ineffectiveness;
initials

74. Initials and E indicate the
medication was efCective and
achieved the desired results. No
additional documentation is
required.

If the medication is effective, the
only required documentation is your
initials and an

E

75. Initials and I indicate the
medication was ineffective. If
this code is used, further notation
is required on the Progress Notes form.

Medication that is ineffective is
recorded with your initials and an

with further notation on the
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1, Progress Notes

76. The procedure for discontinuing

crders on the Medication Therapeutic
Care Plan form, DA FORM 4678-1 (Test),
is identical to the procedure used
for nonmedication orders on the

Nonmedication Therapeutic Care Plan
form.

When an order is discontinued a

line is drawn across
the remaining blocks. A horizontal

line is drawn across a single line
order. /

/_ are

written above the line.

around the
initials in the grid indicate no

further use of the remaining

blocks. USE OF

IS NOT AUTHORIZED.

diagonal; DC/date/time/initials;
Brackets; HIGHLIGHTER

Frames 77-80 concern the Single Actions, Delayed Orders Preoperatives

section

77. A delayed medication order is a
Single Action order for medication which
is not completed within the respon-
sible Registered Nurse's tour of duty.

It will be transcribed to the Single
Actions, Delayed Orders, Pieoperatives
section of the Medication Therapeutic

Care Plan form, DA FORM 4678-1 (TEST).
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Delayed orders are transcribed to
the

section of the

Single Actions, Delayed Orders,
Preoperatives

78. The original order date is
recopied. The individual who
transcribes the order must place
initials in the space provided. A registered
nurse must co-initisl all orders it the
earliest possible time regardless of
who transcribed the order.

No answer required.
Go on to the next frame.

79. The complete delayed Single Action
Order must be transcribed. Date and
time the drug is to be administered
is entered in the To Be Given column.

The date and time the drug i to be
administered is transcribed to the

column.

To Be Given
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80. After the medication has been
administered, the date, time, and
initials of the person administer-
ing the medication are written in
the appropriate column. If the
medication was omitted, initials
appear in the designated block and
an explanation is made on the Pro-
gress Notes form.

Further clarification on the
form is

made when a medication is not
administered as ordered.
Initials are recorded in the

column.

Progress Notes; Date Given/
Time/Initials

Frame 81-84 concern the PRN Medications section

81. The PRN Medications, Dose,
Route, Frequency, Reason column is
used when time of administration is
not predictable.

No answer required.
Go on to the next frame.

82. The date the current order was
written is recorded in the top
portion of the Order/Expir Date column.
An expiration date can be entered in
the bottom portion. The individual
transcribing the order must intial
the specified block. A registered
nurse must co-initial all orders at the
earliest possible time, regardless
of who transcribes the order.
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No answer required.
Go on to the next frame.

83. The column identified as PRN
Medication, Dose, Route, Reason and
Frequency is for the recording of
medication whose administration is
not predictable. The medication to be
administered, its dose, route, reason,
and frequency are transcribed to the
appropriate space.

No answer required.
Go on to the next frame.

84. When a PRN medication is administered,
it is recorded in the Time/Date/Reason/
Effectiveness Code column. Each block
indicates a separate action. Use of
initials and the previously discussed
E and I codes are appropriate.

No answer required.
Go on to the next page.
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85. Example 1 of usage.

Situation: Dr. Jones has ordered the following medications for

COL Adams who was admitted with a compound fracture of the left tibia:

CLINICAL RECORD DOCTOR S ORDERS FOR MEDICATIONS
F or - of Nt fot m D A L It 40 8 b th o Pfopon ni *I Cy I s !PK O IlNlC of T he Su Omn G n wral

THE DOCTOR HALL RECORD DATE TIME AND SIGN EACH SET OF ORDERS IF PROBLEMOIENTED MEDICAL RECORD SYSTEM

INDICATE PROBLEM NUMUERMEDICATIONS ONLY IA

INITIALS

PAT.ENT IDNIFIATIN DATE OF ORDER TIME OF ORDER
CTTlm NOS O TIm. 100.

HOURS

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

HOURS

NURItNr UNIT ROMNO 0E NO0

PATIENT IDENTiFICATION DATE OF ORDER TIME OF ORDER

- HOURS

NIjVASI$NO UNIT ROO NO 1ED NO0

P44TIENT DENT IFICATION DAEOf ORDER TIME OF ORDER

~7E -~ - HOURS _ _

DA FOAM 4256 1(TST , IdO o l Jul 77(Y EoSO,.
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Requirement: Transcribe the medication orders to the following
portions of the Medication Therapeutic Care Plan form:

CNA O THERAPEUTIC DOCUMENTATION CARE PLANCLINICAL RECORD J (EDICATIONS)

VEJFV MY LNITIAL.VG INrIAL PROPI.XA LOLUMN POLLOING ACH ADMINISTt4 fON

ORDER CLERK/ DATE DISPENSED
DATE NURSE RECURRING MEDICATIONS,

DOSE, FREQUENCY
HR

THERAPEUTIC DOCUMENTATION CARE PLAN
(PRN MlhDICATIONS)

IAITIAL PROPI- R COLVMI' FOLLOWIN( Afl41,*1';TKA11

F spit Clark' PRN MEDICAT ION, DOSE, ______

Dote Nurls ROUTE, FREQtJENCY, REASON TIME/DATE/REASON/INITIALS/EFFECTIVENESS CODE

S/ /

1 I I I I
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Solution:

CLINIAL RCORDTHERAPEUTIC DOCUMENTATION CARE PLAN
CLINIAL RCORD(MEDICATIONS)

'tPUP My UVMTAL.....4 It IAL VIPPt. CVIULMM POL101OV6~. &ACH AmmIisTrA foN.

ORDER CLERK' DA
T

E DISPENSED

DATE NURSE RECURRING MEDICATIONS,
- - DOSE, FREQUENCY 7- -Y___

THERAPEIUTIC DOCUmENTATION CARE PLAN
(PRN NU)ICATIOINS,

0.4.. ~~ PRN. ME DICAl ION. DOJSEAT. pQ' ILS%1.tC~h .~IlTI.T

.- F ~RTE, FREOLIENCY, REASON ?IME/DATE/REASON/INIIJALS/EFFEc1IVENESS CODE

AUJI7 -e--W
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86. Example 2 of usage.

Situation: At 1600 you administered 50 mg of Dprmeral I to COL
Adams. At 1645 COL Adams informed you his pain had subsided markedly.

Requirement: Accurately document the administration of Demerol and
results on the Medication Therapeutic Care Plan form:

... .THERAPEUTIC DOCUMENTATION CA RE PLAN'
. .. .... (PRN MEDICATIONS) . . .

0,,,, Cl 4, - PRN MED ICATION , DOSE , INITIAL P ROP E-R COLUM A FO LLO WIN( ADW IVIST IA 17"O 
,

Date Nre ROUTE, FREQUIENCY, REASON TIME/DATE/REASON/INITIALS/EFFECTIVENESS CODE
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Solut ion:

THERAPEUTIC DOCUMENTATION CARE PLAN
PRO MI IICA lION,

0., ' PNN K UICA|IOIN. DOSL. "I_ ,*p 'lf 0 I ,',' A( l 'N .I-,P Ar? I

ROUT(, FRI W NCY, REASON ItL/DAiE/R1A',ON/IN1IALS/f FECTIV[WSS CODI

/

/ /

/

/ "

/

/
////

///

/

.ell_- - - -

/#

S/

/ /

-* -4 - -

O.'[S: Initials only indicate medication was adminlstere
]

Initials and E = effective
Inltials and I = ineffective *

-at;6 and - I.t(.dtLor was not agmrnstered as ordpre
* See Nurse's note on r 509
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87. Example 3 of usage.

Situation: At 2300 COL Adams requested a sleeping pill. You gave him
100 mg of Seconal po as ordered. At 0030 COL Adams is wide awake. When
asked, he denies pain and says: "I can't sleep; I have too much on my
mind."

Requirement: Accurately record the administration of Seconal 100 mg

po and results on the Medication Therapeutic Care Plan form:

CODES: Initials only =indicate medication was administered
Initials and E = effective
Initials and I = ineffective*

See urs's nte n SF509 Initials and 0 = medication was not administered as ordered
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Solution:

THERAPEUTIC DOCUMENTATION CARE PLAN
FIRM MIDICA ON%,

o.,., c1.4 PRNd IoICAI oN. VOSL. I r/ 4^t. I .. . " 4 .. .', I I (I*IN4 WI, N . %7 k

p,, . ' nu ir, U F QU NCY, RASOD - IIt/DATf/RFASON/INIIIALS/tFFCTIVFNS COfX

/"

/

/ 7t

///

//

//

/ /

.. . - - --- -,- -

CODES: Initials only i lndicate medication was adrinistvre

Initials and E = effective

Initials and I z ineffective*
Initials and 0 = medication wa , rnot Armnicns d ac ordc~ A
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88. Example 4 of usage. Medication orders on the Medication Therapeutic
Care Plan form are recopied when the Date Dispensed column is filled. A

double line is drawn across the entire page below the last entry. Below
the double line, or on a like blank form, Recopied Orders is written, the

dates for coming days filled in, and each order still in effect, including
the date of the original order, is recopied. Initialing procedures pre-

viously described for the Nonmedication Therapeutic Care Plan form will be
used.

Requirement: Recopy the following orders:

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN
____________(MEDICATIONS)

VfIJrY MY INITIAL"VG INt rIAL I*1(Ptk (ULMN lOLI O L( ACI ADMINIS$RATIOM

ORDER CLERK/ DATE DISPENSED
DATE NURSE RECURRING MEICATIONS.

Dose, FREQUENCY HA /3 ~

<_____,J' - ... !X ) ¢:

-- -1

,. _ _____ ---
- - . . ... . .. . . .. -..

/ _____...._____

/ .... I__ __ __ _

/ -

/ __________
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Solution:

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN

(MEDICATIONS)

t NIP 0 tf LVITI A1,. JIAf A 1 I0 NItIA (,A MN tOt I 0 7N, A I fA IN ISkA 710.

ORDER CLiRK OATE DIEPNSED

DAIC muIs RECIJRRIC MDOICATIONS, -
DOS,..,R.0ICY i " ,7 4 ,,J/i /3 , 1'C ,H

t_- t -r I ,, -rA.

I------gnm p/ .4p

7 1

/ 36
/ ______,..____

/

- .

-/
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Integration of the Medication and Nonmedication Doctor's Orders and

Therapeutic Care Plan forms.

89. Example of integrated clincical record forms usage.

Situation: COL John Doe is admitted to your unit at 1700 on 14 July

198x with a diagnosis of cirrhosis of the liver. The following orders were
written:

CLINICAL RECORD DOCTOR'S ORDERS FOR NON MEDICAT IONS
0,~ .. .1 titl. for-v . 04 A t, 40 1, ItI, Proponent Sgtc is the Office of iTM* Surgeon GonelsI

THE DOCTOR SMALL RECORD DATE TIME AND SIGN EACH SET OF ORDERS IF PROBLEM-ORIENTEO MEDICAL RECORD SYSTEM
INDICATE PROBLEM NUMBER

NON-MEDICATIONS ONLY INTIL

PATIENT IDENTIFICATION T ATE OF ORDER TIME OF ORDER T.-n NotTl rr 

S14 Jul 84 -1 Q OURS Fnrj)0 'C 0'

41 NPO except for PO medicationIs __ _

Vital signs Q 4h ______

3%12T in A.11

Bedre st p Chest XRay __

SHA 6 STAT___
NURSING UNIT BOMN *~ C STAT

IRO N 0PPTT STAT _____ __

PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER

Type & XDatch 6U Packed RBC's foURs___L es t X~atonig--
PA & LAT Chest i AM__
CBG Q_0600,1400,2400 hrs___
Dily abdominal girth 0600 __

-- 0-~i~ 7 7 7
NURSING UNIT IROOM NO IBED NO

CLINICAL RECORD DOCTOR S ORDERS FOR MEDICATIONS
1-0,- o. f tn,, form, fee DA Lt 4085t , th. Bopon.,t ogercy is the Ottivi of The* Sron~f Gsn*tII

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS IF PROBLEM-ORIENTED MEDICAL RECORD SYSTEM
INDICATE PROBLEM NUMBkR

M EDICATIONS ONLY TIEOFjORS TIP.N171~ALS

PATIENT IDENT-FICATION DTE Of ORDER -lf TIME OFn~ ORDER

14Jul 84 Orcet_ Done_

~~ ~ Lasix 10 m& IM STAT __

Aldactone 5S)m,, Po OTD __ ___ __

Thiamin'e 50mg po QIL ______ __
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All blood work was done and STAT medication administered at 1730 hours;
recurring medications were started at 1800. Oral QID medications
are given at 0600-1200-1800-2200 on your unit. Ward clerks work during the
day shift.

Requirement: Account for the doctor's orders and use the column for Single
Action Orders as appropriate:

CLINICAL RECORD - DOCTOR'S ORDERS FOR NON MEDICATIONS

o, 
u
m of thll fo- . D A Lt, 40 85 the PIODoont brncy IS "h. Office o

f 
The Sy' oon G*n.,Il

THE DOCTOR bHALL RECORD DATE, TIME AND SIDN EACH SET OF ORDERS IF PROBLEM ORIENTED MEDICAL RELORD SYSTEM
INDICATE PROBLEM NUMBER

NON.MEDICATIONS ONLY INITIALS

PATIENT IDENTIFICATION DATE OF ORDER TIME OF OllOt C TT-m Notea T1-e S ,

14 Jul 84 -17QQ-0UO UAS To:%,f.= o .... o°
.,@ p. NPO except for PO medications __

Vital signs Q 4h -- ____

S!IA 12 in AFF-

Bedrest p Chest XRay ..... __._-

SMA 6 STAT
NURSING ,NIT ROOM No CBC STAT

IPT, PTT STAT --
PAiICNT IDENTIIICATJON DATE OF" 0R1 ER; TIML OF OQDLR

Type & XMatch 6U Packed RBC's$..o 5

ZG~- t XRay ongto-~T __

PA & LAT Chest in AM
CBC Q 0600,1400,2400 hrs
Daily abdominal girth 0600

CLINICAL RECORD DOCTOR S ORDERS FOR MEDICATIONS
P o, M of tn fomn, We DA Lt 4085 . the Ptooneln &0ercy It tIh OflJc 0f The Surpon O*0.,4I

THE DOCTOR SHALL RECORD DATE, TIME AND SIGN EACH SET OF ORDERS IF PROBLEMORIENTIED MEDICAL RECORD SYSTEM
INDICATE PROBLEM NUMBER

MEDICATIONS ONLY
PATIENT IDENTIFICATION DATE OF ORDER TIME OF ORDER Tlmv HOW TI" Sing

Jul 84 -U00R HOUS Tr... r , D

'- ,-i- 2-/P Lasix 10 mg IM STAT .'__

Aldactone 50mg po QID ..

Thiamine 50mg po QID

HURSING UNIT z
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Solution:

CLINICAL RECORD DOCTOR'S ORDERS FOR NON.MEDICATIONS
Fro -Of it'l fI~ - 0 A L' &0 85 ,. he oPoent .q"-y Is the 0f1" 01 Th. S.u ,ql Genel

T-E DOCIOR SHALL RECORD DATE TIME A ID IN EACH SET OF ORIDER IF PROBLEMOlIENTEL, MEDlIT-AL RELIJij SY5,EM

INDICATE PROBLEM NUMBER

NON-MEDICATIONS ONLY
ATIENIT IDNTFCATION DTE OF ORDER TIM O ORDtI P - Nola T.-

14 Jul 84 -OURS n O__ _

/ A r- NPG except for PO medications
Vital signs Q 4h

Bedrest p Chest XRav
SIA 6 STAT C__

~~~B STAT- 7-,, __PT, PTT STAT l 7

PATILNT IDT NTIfICATION OATE OF ORDESTAT TIME OF ORa 
z

P

Type & XNatch 6U Packed RBC .. s o ____/___

est X st tonight 7__

PA & LAT Chest in A1
CBC Q 0600,1400,2400 h~ s
Daily abdominal girth 0600

ITO-F O LD N_ _ _

CLINICAL RECORD DOCTORS ORDERS FOR MEDICATIONS

.e. i .401- - DA Lte 4 415I 1, ooneA aeCy $ the OffYiI. D T"e S 1Qon Gele,

THE DOCTOR SHALL RECORD DATE TIME AND SIGN EACH SET Of ORDERS IF PFIOBLEM-OR.ENTEO MEDICAL RECORD SYSTEM
INDICATE PROBLEM N'.8IBER

MEDICATIONS ONLY INITIALS

PATIENT I(NTIFICATI~ft DATE Of ORDER TItlE OF ORDER l NO Tl slq

14 Jul 84 OURS , .... .

/,., L, ' Lasix 10 gTM STAT
Aldactone 50mg Do QIT "'

'Ihimi~nine_50mgp pQID
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Requirement: Transfer COL Doe's recurring medications to the

Medication Therapeutic Care Plan form. Account for medications administered:

C.C..CDTHERAPEUTIC DOCUMENTATION CARE PLAN (MEDICATION)CLINICAL RECORD Fo, v,, o, ,j, lor,,,'su AR 40-407.
the_ proponent 'yn. , the Of o of The utrgeon General

IE F Y INITIA V . INI IAL I'IOPIH ()OLU IN OL .OW MN(, ACH ADIIISTRA 70N

ORDER CLERK/ ... DATE DISPENSED
DATE NURSE RECURRING MEDICATIONS, -

DOSE, FREQUENCY T
HR

,,_ - - - - - -

E1-14_

/ ____________

/ -~ - - - - - - -

!7
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Solution:

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN
(MEDICATIONS)

t'EPWF y MiIT.ALVG IVIrIAL IOPPtH (.NLUANV OLI OING L ACH ADmINIsTro47oh

ORDER CLERK/ -DA- -ISPE14Sr

DATE NURSE RECURRING MEDICATIONS,

DOSE, FREQUENCY . - -

/ ___ __ a/
MA 6

_ /J-------

IN

- - - - - - - - - --

/ _ _

.!__ _ __ _ __ _I.,

/ _____________
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Requirement: Transfer COL Doe's recurring nonmedication orders to the
Nonmedication Therapeutic Care Plan form. Account for completed actions:

CLINICAL RECORD THERAPEUTIC DOCUMENTATION CARE PLAN

_(NON ,dEDICA ,ION)

VFRIFY BY INITIALZNG......................................... . .1714 PROPFR C o L 4h FOL1,01 o (, CO')PLFT10

R.CLERK/ . .............................

ATE NURSE RECURRING ACTIONS,
FREQUENCY, TIME HR_

9 -

/

/ _ _

FI
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Solution:

CLINIAL RCORDTHERAPEUTIC DOCUMENTATION CARE PLAN4
CLINICAL___ REOR __9N IEEDI CA 77ON,

VERLFY DY W~flALWO .~. .. ........... I'J1. RPI II4~F~ lfr OIi10

ORDE. CLERK/ DATE COMPLETED

f -

1-- A I I I I 1 1

/CNINI 0_ V IfI kR

/ - ~ -78
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Requirement: Transfer the nonmedication Single Action, Delayed Orders
to the Nonmedication Therapeutic Care Plan form. Account for completed

actions:

Ver (y b ' THERAPEUTIC DOCUMENTATION'M AE PLAN (NON.MEDICATION)
Initohng For use of this form se DA Letter XXX.8, the proponent egency is the Otfice of the Surgeon Geriarsf

Dat,,e_ , SINGLE ACTIONS, DELAYED ORDERS 10 BE DONE COMPLETED

1 4... .

/ _ _

1 / _ _ _ _ _ _ _ _ _ _ _ _ _

~- / !_ _ _ _ _ _ _ _ _ _ _ _ _
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Solution:

Vt,,y b . THEAPEUT . ;TAT B CARE PAN (NON MIDICATION)
Intohng Few of this fo'r -e DA Lvt'1. XXX U. the propoent pney b dw Ofw of the bMpoo GenerJ

o' . ( SINGLC ACTIONS, OLAYEO OROCRS to BE DONE COMPLETCU

I

Ini ial an' j~ t S d t r /Jtu ,,v d
0, /.ite

__ ./ i -_ ___

18 0

E- 4

.. .. _ __....._ _ _ _ _ _ __o_ __CO_ __S:

C , CC . P CS. C

I) ,o. 4G,,7- oTrST

80
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Medical )ecord--Nursing Discharge Summary, DA FORM 3888-5 (TEST)

(Nursing Discharge Summary from)

90. The NursIrig Discharge Summary form, is used to summarize the patient's
health status/special instructions upon discharge. This nursing discharge
summary bringt together all pertinent patient information found throughout
the chart, ancl ensures that all audit criteria have been met. It is
considered thi discharge nursing note and suffices for an otherwise lengthy
discharge note on the Progress Notes form. All the notation required on
the Progress Note form after completion of the Nursing Discharge Summary
form is "Patient discharged, See DA Form 3888-5 (TEST)," or words tc that
effect.

The Nursing Discharge Summary is a three part form: The original copy
becomes part of the patien,'s inpatient treatment record; the second copy
is reviewed with the patient and retained by him or her or the family; the
third copy is placed in the outpatient treatment record.

Entries may be made by nursing personnel. However, regardless of what
information i; recorded, and bv whom, the registered nurse is ultimately
responsible r ensu ng the accuracy and completeness of the entries, and
for reviewing the instructions with the patient or significant other prior
to discharge.

All areas and blanks are completed with pertinent, factual information
written in ter'rs the patient can understand. The recorder's initials,
followed by a yes or no are placed in all blocks related to the patient's
understanding of instructions and information.

Situation: MAJ. Fred Smith is a 42-year old male who was admitted to the
medical ward following 1 week of Serial Blood Pressures which were taken on
an outpatient basis. His admission BP was 170/98. The primary diagnosis
was Essential Hypertension. The hospital course was uneventful, all lab
tests were within normal limits, and the patient responded well to treat-
ment of Catapres and a 1500 calorie low sodium diet. During his hospital
stay, MAJ Smith and his wife were instructed in how to take a blood pres-
sure, specifics of a 1500 calorie low sodium diet, and his medication
regimen. The patient is presently 40 pounds overweight. MAJ Smith and his
family express interest and concern in the control and maintenance of a
normal blood pressure and are willing to work wth the professional staff
to alleviate this medical problem. MAJ Smith is discharged to duty after 8
days of hospitalization. He has an appointment for a followup visit in the
medical clinic in I week. His discharge BP is 130/80.

Requirement: Complete the following Nursing Discharge Summary form
using the above information.
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MEDICAL RECORD - NURSING DISCHARGE SUMMARY

For use of tis, formr ire DA 1?' 40 85 . the proponent £encV q t Offi~Ci of The Su,900A General

DaeTm.Discharged to LJ Home Other (Specify) Accompanied by
Mod# C Ambulatory Other (Specify)

I ACTIVITY 0 No Retvctions Limitations (Specify) ______________________________

-Patient anid/or Significant Ottbr (S 0.) communicatast knowledge and understanding of activity limitations

11. DIET. 0I No Dietary Restrictions If special, identity
- PatientlS U. communicates understanding of dietary restrictions.

III MEDICATIONS. 0 No Medication Required

Name of Medication Doug.4 Frequency of Medication Special Insiructions

Patient and/or Significant Other IS 0 communicates knowledget and understanding of name, dosage, frequency and special ins-tructions.

IV. TREATMENTS/CARE:

IPatient/'S 0 Observed Patient/S 0 Returned
Instructions Given. Demonstration (Date) Demonstration (Date)

Equipment,/Supplies (Specify)____________ ________________

V. FOLLOWUP You should be sen in ______________clinic in _____________(time period).

Important Telephone Numbers Emergency Room_____ Central Appointment _______Ward ______ Clinic

A~in~m~ni. C No appointment needed_____
S An appointment is to be made by the patient at _________

CD An appointment has been made at clinic on at hours.
C3 Referral Initiated

Patient/S 0 communicates understanding of followup instructions

VI. PATIENT'S CONDITION (Health Status relative to Nursing Cars Plan)-____ ____-______

Signature (Registered Nurse) Additional Information

Patient Identification

DA Form 3888-5 (TEST)
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SoluLt ion:

MEV~ICAL RECORD - NURSING DISCHARGE SUMMARY

ate/Tm, U, ii gir to fume Oln.' ISpecdlyl Acmaidb
j/. r 13 0~Q -4ude Arnb,1iIvfv Orhi S,~

-i ACTIVITY No 8110o"o~n tbimi-ta,oflglSpeufil____

S'I'i,lr: Othegr IS 0 tomnijfl~cites kno*iscitjaend undirstend-rig of &eini'y lim-tallons

II~h .9o 1 ,u 0fit
t  ons It spavof identify

. . 0 cornaflun.'clate urrd'ttndig of dietry railrictioni,
IIMEDICATIONS f~c blosgcer0 n Railwed

ware of iediEalion Doig F'eQu#ncv of Medication Spec*e Instrucions

~~~~~~~O ( do q~fno re SO Clommunicaesu knowltedge arid understinding of name, dosago frequency and special inhtructions.

IV TREATMENTSiCARE

Patent, 5 0 Observed ParntS Returned
Ontutos17vr emronsttalton (Dole) Demonrtion (Date)

V FOLLOWUP Yto- shouldo b clinic on (t..~~i~ iepetodi

imporiani Talenong humbil Etrc Rom - Central Appointment -53e 7y" Word P/ clinic

appNo*intment nooded
An appnmrrrictvt be rail, b1 -Iotwa t'rnriI _______

Anacpiimn fic 1 At ur~0

A- ($f r~Lte iranding o o10U>ft( in

VitPATIENT'S CONDITION (fr..th Status filltivi, to Nursing Ca --on

rn~aiwe i~gseWhw Additional Information

Patient_ I ___________

D A Fo0rM 3880 I TEl
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PART IV

INTEGRATED RECORD
PROGRESS NOTES

91. Clinical Record-Nursing Notes
(SF 510) (Nursing Notes form). This

form will not be used for the duration
of the study period. All narrative

nursing notations will be recorded

on the Progress Notes form.

No answer required.

Go on to the next frame.

92. In accordance with AR 40-66,

para. 7-11b, "Progress notes
will describe chronologically the

clinical course of the patient.
They should reflect any change in

condition and results of

treatment...."

In accordance with AR

para. 7-11b, "Progress notes
will describe chronologically

the clinical course of the
patient. They should reflect any
change in condition and results

of treatment..."

40-66
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93. For the period of the Clinical
Nursing Records Study, an integrated
approach will be taken towards the
writing of progress notes. All health
team members, including nursing person-
nel, will iecord on the same form in a
chronological sequence. The nursing
progress notes begin with an admission
note, unless one was written on the
Nursing History and Assessment form

when the patient was admitted.

For the period of the Clinical Nursing
Records Study, an integrated approach
will be taken towards the writing of
progress notes. __ health team

members, including
, will record on the

same form in a
_ The nursing

progress notes begin with an admission
note, unless one was written on the
Nursing History and Assessment form
DA FORM 3888-2 (Test) when the patient
was admitted.

All; nursing personnel;
chronological sequence

94. Nursing personnel will continue
to use the Medication and Nonmedication
Therapeutic Care Plan forms, and other
approved flowsheets to indicate routine
activities or therapy. Specific nota-
tions of the patient's response will
be written in the progress notes. For
example, nursing may do a history and
assessment, identifying problems, dis-
charge considerations, and nursing
goals, but afterwards, depending on the
prescribed circumstances as further out-
lined, followup notes are made on the
Progress Notes form.
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Nursing personnel will continue to

use the Medication and Nonmedication
Therapeutic Care Plan forms and other
approved flowsheets to indicate routine
activities or therapy. Specific no-
tations of the
will be written on the

form. For example, nursing
may do a history and assessment,
identifying problems, discharge con-

siderations and nursing goals, but
afterwards, followup notes are made

on the form.

patient's response; Progress Notes;
Progress Notes

95. The patient's record will show
progress or a lack of progress which
would indicate: 1) Objective

evidence of treatment and procedures

is documented; 2) medical orders are
followed and appropriate care is given
by the respective departments; and

3) observations which describe and answer
questions regarding what the patient
does, how it is done, and how the patient
looks are documented when pertinent. In

addition, interactions with the patient or
subjective statements of the patient

which describe what the patient says,
how it is said, and how he or she feels are
documen~ed when pertinent.

The patient's record will show

or a
, which would

indicate: 1) Objective evidence
of treatment and procedures is
documented; 2) medical orders are
followed and appropriate care is
oi e .... th respective d'a..........

3) observations which desrribe and

answer questions regardii., what the
patient does, how it is done, and
how the patient looks are documented when

In addition,
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interactions with the patient or
subjective statements of the patient
which describe what the patient says,
how it is said, and how the patient
feels are documented when pertinent.

progress; lack of progress;
pertinent

96. All nursing personnel are
authorized to chart on the Progress
Notes form during the test period.
However, documentation, in any form,by other than the registered nurse,
does not absolve the registered nurse (i.e., headnurse, charge nurse, team leader, etc.)
of the responsibility for professional
supervision and review of nursing care.

nursing personnel ate authorized
to chart on the SF 509 during the
test period. However, documentation,
in any form, by other than the registerednurse, does not absolve the registored nIurse of the

for professional
suDervision and review of m, rsing care.

All;
responsibility

Go on to the next page.

87

E-152



97. The registered nurse must assess
the individual nursing provider's skill
level for documentation. The head nurse,
or designee, must consider the quality
of the progress notes written by the
paraprofessional or regiqtered nurse to be meeting
professional standards and medical!
legal requirements. Additional
training may be done on an individual
basis between the head nurse and

staff members, by the nursing
education and training service at
the MTF, or as otherwise designated
by the chief nurse. The head nurse
will periodically review progress notes
written by staff members.

No answer required.
Go on to the next frame.

98. Frequency of nursing
charting will be dictated by
the patient's response and the
professional respovsibility and
judgement of those authorized
to chart on the form. Charting
will be based primarily on
exceptions to the expected course
of the patient's treatment.

Frequency of char:ing will be
dictated by the patient's response
and the professional responsibility
and judgement of those authorized to
chart on the form. Charting will be
based primarily on

to the

of the patient's treatment.

exceptions;
expected course
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99. What the recorder determines to
be pertinent is related to his or her
nursing judgement. Several points are
emphasized:

a. Documentation is made of patient
transportation to and from the operating
room, recovery room, treatment off
the MTF premises, or transfer to another
unit. It is not necessary to chart
routine successful transportation to
various treatment areas such as PT,
X-Ray, etc.

b. Some Single Action Orders will
require an assessment of the interven-
tion's efficacy. If such an order has
not been transcribed to either the
Medication or Nonmedication Therapeutic
Care Plan form, the assessment must
appear on the Progress Notes form,

c. Negative statements should be avoided
unless they serve a use ful purpose. With-
out a new statement, the previously doc-
umented status exists, since charting is
based on "exceptions to the expected course
of the patient's treatment."

d. Generalized. judgemental statements
without supporting facts on which such
judgements were made are to be avoided.

e. Record concisely; be specific as
the situation is seen; correlate
what is seen with what i6 known.

What the recorder determines to be
pertinent ' related to nursing
judgement. Several p,,ints are
emphasized:

a. Documentation is made of
transportation to and from the

__d _f _- premises,
and transfer to
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operating room, recovery room,
off the MTF;
another unit.

b. The assessment of the

efficacy of a Single Action Order
not transcribed to the Medication
or Nonmedication Therapeutic
Care Plans is to appear on the

form.

Prcgress Notes

c. Negative statements should be
unless they serve a use-

ful purpose. Without a new statement,
the -exists.

avoided;
previously documented status

d. Generalized, judgemental state-
ments without
on which such judgements were made
are to be avoided.

supporting factb
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e. Record ; be

as the situation is seen.

concisely; specific

100. The majority of the incidental
and routine charting related to the
efficacy of nursing interventions
and other patient responses will be
done on the Medication and Nonmedication
Therapeutic Care Plan forms using the
codes printed on each sheet. However,
if a less than desired result or response
is noted, a problem has arisen, and the
subsequent notation by the nursing
personnel on the Progress Notes will
be problem oriented. This does not
preclude the writer from making
a notation on a patient even if every-
thing has gone according to plan. For
example, 2 note may be necessary to add
continuity or to provide a succinct summary
of a shift's activity .

The majority of the "ncidental or routine
charting of the efficacy of nursing inter-
ventions and other patient responses will
be done on the

forms.

However, if a less than desired result or
response is noted, it will be charted on the

form.

Medication and Nonmedication
Therapeutic Care Plan; Progress Notes
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101. Notations on the Progress
Notes form may be diary style

or problem oriented. No format
is mandated. However, components
of the nursing process should be
evident in the progress notes
written by nursing personnel.

Notations on the Progress

Notes form may be

or . No format

is mandated. However, components
of the nursing process should be
evident in the progress notes
written by nursing personnel.

diary style; problem oriented

102. The following mechanics for
writing a note on the Progress Notes
form are to be followed by nursing
personnel:

a. All notations are to be made
in black or blue-black ink. Standard
abbreviations as noted in appendix B
of AR 40-66 will be used.

b. Each notation is to be preceded
with the date and time of entry, and the
nursing care plan problem(s) to be
reflected in the progress note (e.g.,
6 July 1984, 0800, NCP #2,3 ). The pro-

blem may be listed by number or name.

c. All entries will close with the
signature, rank, and title of tne
writer. A line is to be drawn to
complete unused s;,ace as necessary.

d. LATE eniries (enLries out of
chronological order) may be made by
first noting the date and time of
the current notation, followed by an
indication that this is a recording
of an evnt out-of-sequence. No attempt
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is to be made to squeeze in this data to

fit the sequence of notations.

e. A mistake is not erased. A line is
drawn through the error and marked error
in recording followed by a notation of

the correct information.

The following mechanics for writing
the note are to be kept in mind:

a. All notations are to be made in
or ink.

black; blue-bJack

b. Each notation is to be pre-
ceeded with date and time of entry
and the

(s) to be reflected
in the progress note.

nursing care plan problem

c. All entries will close with

I and

of the writer.

signature; rank; title
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d. LATE entries may be made by
first noting the date and time of
the current notation, followed by an
indication that this is a recording
of an event
No attempt is to be made to
in this data to fit the sequence of
notations.

out-of-sequence;
squeeze

e. A mistake is

not erased

One final note:

The preceding forms and governing instructions have been developed in
accordance with DA Regulations, the AMEDD Standards of Nursing Practice and
nursing ser-?ice standards published by the Joint Commission on Accredita-
tion of Hospitals (JCAH). Documentation of patient care has become an
essential component of daily nursing activities. In reality, it can become
a cumbersome, redundant, and inflexible exercise, frustrating even the most
proficient, dedicated, and organized care provider. The test forms were
designed to reduce redundancy and fragmentation of the clinical record.
Yet, it is the overall quality of a patient's record which will convey a
true picture of the hospital stay. The forms are merely the basis for
organizing the information. Quality flows from the pen of the writer!

* * . . * * * * * * * * * *

THIS IS THE END OF THE PROGRAMMED TEXT
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HSHN-H

1 August 1985

INFORMATION PAPER

SUBJECT: The Clinical Nursing Records Study

ISSUE: To describe a study regarding nursing documentation conducted by
the USA Health Care Studies and Clinical Investigation Activity (HCSCIA),
Ft Sam Houston, TX. Prepared for Commanders and headquarters' staffs at
test sites.

FACTS:

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been
an overwhelming number of requests for overprints and exceptions to Dolicy.
A 1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program. Emphasis was expanded to examine
all inpatient forms currently in use at MTFs. The Study Director is COL
Marian Walls, ANC, formerly Senior Staff Officer, Nursing Division, HQ HSC,
currently, Chief, Department of Nursing, Brooke Army Medical Center. Co-
investigators are MAJ Martha Bell, ANC and LTC Terry R. Misener, ANC,
Nursing Methods Analysts, HCSCIA.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, ARs, and medical-legal
considerations. Representatives from HSC DCCS, PAD, and JAG served as
advisors. In addition, proposed changes were coordinated with OTSG PAD,
OTSG Publications, and DA TAG to insure that "test" forms are considered
parts of the permanent inpatient record. Concomitantly, proposed changes
have been reviewed by the JCAH. OTSG Consultants were briefed regarding
the study effort and have concurred.

3. The authority for the test is HQDA Letter 40-85-4 "Clinical Nursing
Records Study-Test Forms". Five revised and three new forms (Appendix 1)
will be tested. SF 509 Progress Notes will be used by nursing personnel
during the test. Test forms are authorized for use only at designated
sites. The forms dill be phased in over a month on all nursing units at
each test site, and used for an additional three months. HQDA Letter 40-
C5-4 authorizes use of the test forms for two years; hence, facilities will
have the option to continue using the forms after the testing period.
Printing costs will be absorbed by DA; one year's quantity has been ordered
to preclude local reproduction of forms and guidelines.

4. Four MTFs (FAMC, and the hospitals at Fts Jackson, Campbell, and Polk)
will particiDate in thp study. Hnnia stff -l be or i e nte + t " te

test by project Dersonnel from local Departments of Nursing. Site coordi-
nation will be completed through project officers appointed by local Chief
Nurses. Your Project Office2r is

MAJ Bell/471-4880
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APPENDIX 1

Clinical Nursing Records Study

Test Forms

REVISED FORMS

DA Form 3888-2 (TEST) Medical Record--Nursing History and Assessment
(revision of DA 3888)

DA Form 3888-4 (TEST) Medical Record--Nursing Care Plan
(revision of DA 3888-1)

DA Form 4256-1 (TEST) Clinical Record--Doctor's Orders for Medications
(revision of DA 4256)

DA Form 4677-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Nonmedications

(revision of DA 4677)

DA Form 4678-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Medications

(revision of DA 4678)

NEW FORMS

DA Form 3888-3 (TEST) Medical Record--Nursing History and Assessment,
continued

DA Form 3888-5 (TEST) Medical Record--Nursing Discharge Summary
(NOTE: a multiple copy form; copies designed to be included in the

inpatient and outpatient treatment records and provided as a record of
discharge instructions for patient's home use.)

DA Form 4256-2 (TEST) Clinical Record--Doctor's Orders for Nonmedications
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HSHN-H
1 August 1985

INFORMATION PAPER

SUBJECT: The Clinical Nursing Records Study

ISSUE: To describe a study regarding nursing documentation conducted by the
USA Health Care Studies and Clinical Investigation Activity (HCSCIA), Ft
Sam Houston, TX. Prepared for Department of Nursing personnel at test
sites.

FACTS:

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentatioi. There has been
an overwhelming number of requests for overprints and exceptions to policy.
A 1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program. Emphasis was expanded to examine
all inpatient forms currently in use at MTFs. The Study Director is COL
Marian Walls, ANC, formerly Senior Staff Officer, Nursing Division, HQ HSC,
currently Chief, Department of Nursing, Brooke Army Medical Center. Co-
investigators are MAJ Martha Bell, ANC and LTC Terry R. Misener, ANC,
Nursing Methods Analysts, HCSCIA.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, Army Regulations, and
medical-legal considerations. Representatives from HQ HSC Patient
Administration Division, Judge Advocate General, and Deputy Chief of Staff
for Clinical Services served as advisors. "Test" forms will be part of the
permanent inpatient record. Proposed changes and guidelines have been
reviewed by the JCAH. OTSG Consultants have been briefed regarding the
study effort and have concurred. Commanders of test sites have agreed to
testing of forms at their respective facilities.

3. Five revised and three new forms (Appendix 1) will be tested.
Revisions involve the nursing history, assessment, and care plan formats
(DA Forms 3888 and 3888-1); the use of a coding system on revised
Therapeutic Documentation Care Plans (DA Forms 4677 and 4678) to indicate
efficacy uf intervention; and the separation of nonmedication from
medication orders on the physician's order sheets (DA Form 4256). Chart
dividers will be provided to separate medication from nonmedication orders,
with necessary "pull tabs" to enable care providers to "flag" newly written
orders. Transcription of certain orders to revised Therapeutic
Documentation sheets will io longer be required because of the format of
the order sheets. New forms to be introduced are a nursing discharge
su#sary and nursing history/assessment continuation form. Nursing
personnel will use the SF 509 Progress Notes rather than SF 510 Nursing
Notes during the test period.

4. All Department of Nursing personnel and other hospital staff will be
oriented to test forms and guidelines by study personnel from iucdl
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Departments of Nursing. The forms will be phased in over a month on all
nursing units at each test site and used for an additional three months.
Following the testing period, personnel will be asked to assess various
aspects of the forms and guidelines. Facilities will have the option to
continue using the forms after the testing period.

5. Four medical treatment facilities (Fitzsimons Aymy Medical Center, and
the hospitals at FTs Jackson, Campbell and Polk) will participate in the
study effort. Test forms are authorized for use ONLY at designated sites.
Project officers from the Departments of Nursing have been appointed by
local Chief Nurses. Questions or issues concerning the test forms are to
be directed to your Project Officer who is

MAJ Bell/471-4880
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APPENDIX 1

Clinical Nursing Records Study

Test Forms

REVISED FORMS

DA Form 3888-2 (TEST) Medical Record--Nursing History and Assessment
(revision of DA 3888)

DA Form 3888-4 (TEST) Medical Record--Nursing Care Plan
(revision of DA 3888-1)

DA Form 4256-1 (TEST) Clinical Record--Doctor's Orders for Medications
(revision of DA 4256)

DA Form 4677-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Nonmedications

(revision of DA 4677)

DA Form 4678-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Medications

(revision of DA 4678)

NEW FORMS

DA Form 3888-3 (TEST) Medical Record--Nursing History and Assessment,
continued

DA Form 3888-5 (TEST) Medical Record--Nursing Discharge Summary
(NOTE: a multiple copy form; copies designed to be included

in the inpatient and outpatient treatment records and orovided as
a record of discharge instructions for patient's home use.)

DA Form 4256-2 (TEST) Clinical Record--Doctor's Orders for Nonmedications
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HSHN-H
1 August 1985

INFORMATION PAPER

SUBJECT: The Clinical Nursing Records Study

ISSUE: To describe a study regarding nursing documentation conducted by
the USA Health Care Studies and Clinical Investigation Activity (HCSCIA),
Ft Sam Houston, TX. Prepared for MC, AMSC, and MSC officers at test sites.

FACTS:

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been
an overwhelming number of requests for overprints and exceptions to policy.
A 1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program Emphasis was expanded to examine all
inpatient forms currently in use at MTFs.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, Army Regulations, and
medical-legal considerations. Representatives from HQ HSC Patient Adminis-
tration Division, Judge Advocate General, and Deputy Chief of Staff for
Clinical Services served as advisors. Proposed changes and guidelines
were reviewed by the JCAH. OTSG Consultants were briefed regarding the
study effort and have concurrEd. Commanders of all test sites agreed to
testing of forms at their respective facilities.

3. Five revised and three new forms will be tested. Revisions involve the
nursing history, assessment and care plan formats (DA Forms 3888 and 3888-
1); the use of a coding system on revised Therapeutic Documentation Care
Plans (DA Forms 4677 and 4678) to indicate efficacy of intervention; and
the separation of nonmedication from medication orders on the physician's
order sheets (DA Form 4256). Chart dividers will be provided to separate
medication from nonmedication orders, with necessary "pull tabs" to enable
care providers to "flag" newly written orders. New forms to be introduced
are a nursing discharge summary and nursing history/assessment continuation
form. Nursing personnel will use the SF 509 Progress Notes rather than SF
510 Nursing Notes during the te3t period. "Test" forms will be part of the
permanent inpatient record.

4. Hospital staffs will be oriented to test forms and guidelines by
project personnel from local Departments of Nursing. The forms will be
phased in over a month on all nursing units at each test site and used for
an additional three months. Following the testing period, personnel will
be asked to assess various aspects of the forms and guidelines. Facilities
will have the option to continue using the forms after the testing period.
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5. Four medical treatment facilities (Fitzsimons Army Medical Center, and
the hospitals at FTs Jackson, Campbell and Polk) will participate in the
study effort. Project officers from the Departments of Nursing have been
appointed by local Chief Nurses. Questions or issues concernirng the test
forms are to be directed to your Project Officer who is

MAJ Bell/471-4880
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HSHN-H
1 August 1985

INFORMATION PAPER

SUBJECT: The Clinical Nursing Records Study

ISSUE: To describe a study regarding nursing documentation conducted by
the USA Health Care Studies and Clinical Investigation Activity (HCSCIA),
Ft Sam Houston, TX. Prepared for Patient Administration Division personnel
at test sites.

FACTS:

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been
an overwhelming number of requests for overprints and exceptions to policy.
A 1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program. Emphasis was expanded to examine
all inpatient forms currently in use at MTFs.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, ARs, and medical-legal
considerations. Representatives from the HQ HSC PAD, JAG, and Deputy Chief
of Staff for Clinical Services served as advisors. In addition, proposed
changes have been coordinated with OTSG PAD, OTSG Publications, and DA TAG
to insure that "test" forms are considered parts of the permanent inpatient
record. Proposed changes and guidelines were reviewed by the JCAH. OTSG
Consultants were briefed regarding the study effort and have concurred.
Commanders of test sites have agreed to allow testing of forms at their
respective facilities.

3. The authority for the test is HQDA Letter 40-85-4 "Clinical Nursing
Records Study-Test Forms". Five revised and three new forms (Appendix 1)
will be tested. Forms are authorized for use ONLY at test sites. Nursing
personnel will use SF 509 Progress notes to record narrative notations
usually found on the SF 510 Nursing Notes. SF 510 will not be used during
the period of the test.

4. Hospital staffs will be oriented by study personnel from local
Departments of Nursing. The forms will be phased in over a month on all
nursing units at each test site, and used for an additional three months.
HQDA Letter 40-85-4 authorizes use of the test forms for two years; hence,
facilities will have the option to continue using the forms after the
testing period. One year's quantitiy has been ordered to preclude local
reproduction of forms or guidelines.

5. Four medical treatment facilities (Fitzsimons Army Medical Center, and
the hospitals at FTs Jackson, Campbell and Polk) will participate in the
study. The costs of printing all forms and accompanying guidelines will be
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absorbed by DA. Guidelines will be provided to medical records personnel
at test sites. Project officers from the Departments of Nursing have been
appointed by local Chief Nurses. Questions or issues concerning the test
forms are to be directed to your Project Officer who is

MAJ Bell/471-4880
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APPENDIX 1

Clinical Nursing Records Study

Test Forms

REVISED FORMS

DA Form 3888-2 (TEST) Medical Record--Nursing History and Assessment
(revision of DA 3888)

DA Form 3888-4 (TEST# Medical Record--Nursing Care Plan
(revision of DA 3888-1)

DA Form 4256-1 (TEST) Clinical Record--Doctor's Orders for Medications
(revision of DA 4256)

DA Form 4677-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Nonmedications

(revision of DA 4677)

DA Form 4678-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Medications

(revision of DA 4678)

NEW FORMS

DA Form 3888-3 (TEST) Medical Record--Nursing History and Assessment,
continued

DA Form 3888-5 (TEST) Medical Record--Nursing Discharge Summary
(NOTE: a multiple copy form; copies designed to be included in the

inpatient and outpatient treatment records and provided as a record of
discharge instructions for patient's home use.)

DA Form 4256-2 (TEST) Clinical Record--Doctor's Orders for Nonmedications
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Fitzsimons Army Medical Center

Aurora, Colorado

Major Timothy P. Williams
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Introduction

This report is being provided at the request of the U S Army Health Care
Studies and Clinical Investigation Activity, Fort Sam Houston, Texas, by the
project officer, MAJ Timothy P. Williams, Army Nurse Corps. Fitzsimons Army
Medical Center is located in Aurora, Colorado and currently has 526 functional
beds. The population that Fitzsimons serves is an eleven-state, tri-service
region, with the majority of patients served arriving at this facility through
the air evacuation system provided by the U S Air Force. Fitzsimons, being a
medical center, is a teaching facility. Currently, there are 284 staff
physicians that are credentialed. These physicians are categorized as follows:
118 active duty, 48 civilian, 22 contract, and 70 consultants. We have 21
dentists on Ictive duty at Fitzsimons, 9 civilian dentists, and 2 consultants.
Nurses show 184 active duty Amy Nurse Corps officers, 123 civilian nurses, and
13 contract nurses. Those total do not include the paraprofessional staff
consisting of LPNs, 9lAs, 91Bs, 91Cs, and nursing assistants. The total number
of paraprofessional staff currently is 381 personnel.

Fitzsimons Amy Medical Center is a multi-disciplinary facility providing
services which include the traditional elements found in Department of Medicine
-- allergy, immunology, cardiology, endocrinology, hematology/oncology,
gastroenterology, general medicine, infectious disease, rheumatology, internal
medicine, pulmonary disease, dermatology, neurology, and an emergency medical
team. The Department of Surgery consists of otolaryngology, neurosurgery,
general surgery, orthopedics, plastic surgery, thoracic surgery, and urology.
Fitzsimons Army Medical Center also has a Department of Psychiatry, a Clinical
investigation Service, a Physical Medicine and Rehabilitation Service,
Department of Obstetrics and Gynecology, Department of Pathology, Department of
Primary Care, and Community Medicine, Department of Radiology, and a Department
of Pediatrics.

The actual test of the clinical nursing records was conducted at
Fitzsimons from the period November 1985 through March 1986. During that time
period, no other tests, data base information or additional training was
occurring. The breakdown of the several months that the test was conducted is
a follows: During the month of November 1985, the entire nursing and medical
staff and all other ancillary staff that had access to the inpatient medical
records were trained. Because of size, it took the entire month of November to
accomplish this task. This will be addressed in more detail later in the
report. During the month of December 1985, the new forms were slowly
integrated into the inpatient medical records. This process will also be
outlined in greater detail later in the report. The actual test window began
January 1986 and ran through March of that year. At that time (March 1986), it
was the decision of the Commander of Fitzsimons, Brigadier General Philip K.
Russell, that the use of the test documents be continued for the next two-year
period.

Implementation

The command at Fitzsimons Army Medical Center was first notified of their
potential selection as a test site for the Clinical Nursing Records Study in
May 1984. A letter was received from the Army Health Care Studies and
Clinical Investigation Activity Commander, LTC Fred A. Cecere. At that time,
the Commander of the Health Care Studies and Clinical Investigation Activity
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had asked for input as to the cooperation of Fitzsimons Army Medical Center as
a potential test site and also the need to designate a project officer. The
response that came at that time was that Fitzsimons Army Medical Center would
indeed be willing to participate in this particular project and LTC Rosalie
Lord was designated as the project officer. A final determination was made in
June 1984 that Fitzsimons would be considered as the medical center test site
for this project, and communication began to flow requesting background data
about the facility. Briefing of the command group at Fitzsimons was conducted
by the Assistant Chief Nurse, COL Naldene Borg and LTC Rosalie Lord. The
decision was made by BG Russell that he would support this test should FAMC be
selected as a test site. BG Russell had no particular concerns or questions,
and agreed to full cooperation.

Included at enclosure 1 is the Memorandum for Record presented by LTC Lord
to the command group with reference to the Clinical Nursing Records Study. At
that time we were also told that the other three test sites would be Fort
Campbell, Fort Polk, and Fort Jackson; these would be the only four test sites
due to funding constraints. Due to the numerous revisions of the test forms
and drafting of new forms, the Clinical Nursing Records Study did experience
several delays. The delays were not those at Fitzsimons, but those with
logistics in trying to coordinate the revisions of the new forms at a higher
level. A pre-site selection information report was provided to LTC Martha Bell
by LTC Lord outlining the functional beds aid the approximate monthly usage of
forms at Fitzsimons (see enclosure 2). With the permanent change of station
move of LTC Lord in February 1985, a new project officer was assigned, MAJ
Timothy P. Williams. When MAJ Williams assumed the responsibilities of project
officer, the forms had already been ordered for Fitzsimons in a volume which
LTC Lord had approximated would suffice for one year's use. Quantities
supplied can be found at enclosure 3. With the large volume of forms coming in
to Fitzsimons, immediate coordination had to be made for logistic control of
these documents.

Logistics

Forms Management at Fitzsimons Army Medical Center was tasked with the
receipt of these forms, their inprocessing, and accountability. Two problems
arose from this particular situation. First, the area designated for storage
of forms at Fitzsimons could not handle the volume of forms being sent. There-
fore, an alternative site had to be obtained for storage. Secondly, because
the forms were in the test mode, there were problems with accountability using
current logging systems. A new system was developed by our Forms Manager to
keep track of the test forms and they were separated from all other forms
currently in the system.

Distribution of the forms was coordinated by the project officer with the
cooperation of the Chief Wardmaster of the hospital, the service NCOICs, and
the wardmasters of each nursing unit. The loading dock at the back of
Fitzsimons was used for distribution of the forms. A special detail provided
by the brigade headquarters at Fitzsimons brought the forms from the storage
site. The project officer logged all of the forms by number and distributed
them over a four-hour period to all of the wardmasters and NCOICs in the
facility. Each wardmaster and NCOIC was responsible for obtaining a one-month
supply of the forms for their particular activity. Prior coordination had been
made by the project officer with the individuals to ascertain what this number
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would be so that an adequate amount of forms could be transported to the
loading dock area. At this time, inpatient wardmasters also received the
Carstens dividers based on the total number of chzrt backs currently being used
in their particular unit. Once again, there was a problem with the number of
dividers that were supplied. A shortage of approxim.ately 50-75 of the dividers
was realized. The wardmasters cooperated and shared the dividers supplied and
an emergency request was made to obtain the additional number needed. With
implementation occurring over a holiday period, the low census allowed the test
to continue until additional chart dividers were received. By January when the
census started to rise again, the additional chart dividers needed were on
site.

Training

It was identified immediately that due to the size of Fitzsimons,
additional trainers would be required. Two additional trainers were
identified. Both were staff nurses within the Department of Nursing,
Fitzsimons Army Medical Center, and were selected because of their ability to
verbalize and an interest that they had shown in other documentation projects
at Fitzsimons. As was discovered during the actual training time frame, due to
the fact that these two individuals were staff nurses, often times it meant
that they were pulled from their staff duties or they had to come in on days
off or off scheduled times in order to conduct training sessions. The
dedication that these two individuals showed during the training should be
underscored and was certainly a factor in the success of this study at
Fitzsimons.

Strategies for training included a verbal presentation and also overheads
were used as audio-visual aids. Formal presentations were held in the
auditorium in the main hospital. At enclosure 4 is the schedule of classes for
the mandatory briefings held at Fitzsimons. Training was made mandatory upon
realizing that all personnel having access to inpatient records should be
readily informed of the changes in medical records being studied. Training was
set up to incorporate morning, afternoon, and evening time frames to allow for
all shift work personnel to attend one of these briefings in the most
convenient manner for them. Personnel were notified using the chain of command
within u,:artment of Nursing through the service supervisors, the head nurses,
down to all the staff personnel. Ancillary personnel were notified by the
project officer by contacting their particular department chiefs and informing
them of the necessity for this training.

Training also included project officer briefings at Form Sam Houston where
the project officer and the two additional trainers were given an in-depth
background as to the Clinical Nursing Records project and strategies for
training and implementation. This was conducted prior to our November 1985
mandatory briefings.

Implementation of Forms

Due to a delay in printing and also a printing error, the implementation
of the project at Fitzsimons was nearly delayed. Permission was given to
proceed with the project. Implementation began in December 1985, and the staff
was alerted to the errors that were present.
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The strategy that was used to incorporate the new forms in to the system
is as follows: All patients that were admitted to Fitzsimons beginning
1 December were admitted using the new form documents. Patients that were in-
house patients on 1 December 1985, the old forms were used until their
discharge. If a patient's hospitalization was continued after 31 December 1985,
their cha,' were converted to the new forms. On 1 January 1986, all patient
charts contained the new chart documents. This particular strategy of phasing
in the forms seemed to work well and no particular problems were encountered.
Of concern was the problem that was faced during the implementation phase with
the lack of knowledge and cooperation from the medical staff in the use ot the
divided Doctors Order Sheet, i.e., one Doctors Order Sheet for medications and
a separate Doctors Order Sheet for non-medication orders. Through discussions
with the Commander at Fitzsimons Army Medical Center and the various department
chiefs, this particular problem was quickly resolved.

Because of the size of Fitzsimons, it also should be pointed out that many
of the units, being very specific in the patient clientele which they serve,
had many overprinted forms already in use. With the immediate implementation
of new form documents, the old documents with overprinting were no longer
available. The particular overprinting problems encountered were, first, that
the Forms Management personnel could not handle the volume of requests for
immediate overprinting. Secondly, the Therapeutic Documentation Care Plans
(TDs) for both medication and non-medication presented a problem for
overprinting as they did not fit into the printing machinery. At Fitzsimons,
fortunately the particular type of printing machine could be modified so that
these documents were eventually hand-fed through the press and overprinted.
In the interim, several computerized typewriters were used to generate these
documents. This problem was overcome, although it did initially present an
additional workload for the nursing and clerical staff.

During the implementation phase and during the entire test window, unusual
occurrences were monitored carefully. There were no unusual occurrences
generated by the use of the new chart documents.

During implementation, much cooperation had to be gained from not only the
staff using the forms in direct patient care, but also ancillary staff, such as
our Directorate of Patient Administration. All charts, upon discharge of the
patient, are reviewed for completeness and accuracy. Checklist, used by PAO
personnel, had to be modified to include the new documentation forms (see
enclosure 5). Records were returned to the respective department chiefs
whenever nursing documentation was not complete or it was inaccurate.
Appreciation is expressed to the Directorate of Patient Administration for
ingenuity and imagination in developing a modified checklist to include the new
nursing documents.

During the course of the implementation and test phase, December 1985
through March 1986, updates were sent to the staff from the project officer as
reminders for the proper use and completion of forms. This project officer is
also the Quality Assurance Coordinator for the Department of Nursing, therefore
chart auditing was done on a daily basis to make certain that the staff was in
compliance with the new rules and regulations governing the use of the new
chart documents. These particular newsletters served a great purpose in
reminding the staff of the proper use of the chart forms and reinforced their
continued cooperation.
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The test ended in March 1986. Before the end of the test, on 17 March
1986, an information paper was compiled by the project officer and provided to
the Chief, Department of Nursing to help guide in the decision to continue or
not to continue to use the new forms. The advantages that were identified are
as follows:

a. there was a decrease in the amount of narrative charting by nursing
staff, with an increase in the quality of charting.

b. there was an improvement in the completion of inpatient nursing
documentation,

c. positive comments with apparent increase in staff morale were received
from all nursing staff, and there was a general acceptance by the medical staff
of the nursing documentation and the use of the Doctors Order Sheets, and

d. it improved the efficiency within the Pharmacy Service with the
processing of new medication orders. Pharmacy Service is holding these
statistics.

The disadvantages of the new forms were:

a. there was a slow process for overprinting; that problem was resolved
at FAMC,

b. printing errors in the test forms still existed, however, new forms
had been requested, and

c. the division of the Doctors Order Sheets; there was still a small
minority of medical staff that objected to this particular part of the test.
This information was provided to the Commanding General, and on 31 March 1986,
the decision was made to continue to use the new chart documents for the next
two years.

When the test itself had concluded, several problems had arisen,
logistically, with obtaining new supplies of forms. Emergency printing
requests had to be submitted in March and April 1986 to continue to have an
adequate supply of the Doctors Order Sheets for medication. This order could
not be filled before our supply had been exhausted. The project officer worked
carefully with Reproduction and Forms Management personnel to locally reproduce
these forms on an emergency basis to supply the needs of the hospital. This
did present an added expense on the already strained budget of the Forms
Management activity at Fitzsimons. When problems had been resolved at the DA
le,-el, the new forms did arrive to replace those that we had to reproduce
locally.

The second major logistics problem that occurred at the conclusion of the
actual test is that we began running out of all of the forms. The original
figures that had been provided by LTC Lord for an actual one-year supply of the
forms was exhausted during the first four months, i.e., the one month of
imolementation, and the three month test. In retrospect, a more careful
analysis need be made of actual usage of forms, keeping in mind that the new TD
Sheets are used to a greater degree than the old TD Sheets were, and also that
the Doctors Order Sheets for medications are used to a greater degree than the
Doctors Order Sheets for non-medications.
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Assistance visits from the Health Care Studies and Clinical Investigation
Activity were made by LTC Bell and Pat Twist during the month of December when
we had initially begun the implementation and use of these forms. These on-
site visits were a great help to the staff at Fitzsimons and also afforded the
staff an opportunity to ask questions directly of the principal investigator.
I would recommend in future implementation strategies that on-site visits be
made early in the test so that during these times of maximum confusion, the
experts in the use and development of these fonrs will be on-hand to answer
auestions that the staff may have. This on-site visit included ward rounds by
tne principal investigator which also afforded opportunities for the head
nurses to ask their questions directly to LTC Bell.

Evaluation

The evaluation of the Clinical Nursing Records Study was conducted at
Fitzsimons with the cooperation of the Health Care Studies and Clinical
Investigation team. The questionnaires were provided by the Health Care
Studies Division and arrived at Fitzsimons for distribution. Distribution was
conducted by the project officer. The NCOICs and wardmasters of each clinical
nursing unit were asked to represent their inpatient units. In addition, each
of the departments were asked to send a representative to a meeting to collect
the questionnaires that they would need for their respective areas. An
information DF was sent to all of the activities involved in the test
explaining the need for a:curacy in the distribution, completion, and
collection of these questionnaires. The project officer coordinated the
distribution and the turn-in of the evaluation questionnaire as well.

Evaluation was conducted over a five-day period. The forms were
distributed on the first day, and it was asked that they be returned by the
fourth day. All questionnaires were to be returned whether or not they were
completed. On the fourth day, the project officer with the assistance of the
Assistant Chief, Department of Nursing at Fitzsimons collected all of the
outstanding questionnaires and logged them in based on the numbers that had
been provided to the specific departments. Packaging had been furnished by the
Health Care Studies activity, day five, the questionnaires were returned to
Fort Sam Houston. Instructions for completion of the evaluations were written
by the project officer and were provided to all the department chiefs and chief
of ancillary departments that were involved in the test. Participants in the
study were divided into four groups for evaluation purposes: The nursing
staff, the medical staff, the ancillary staff that worked in the inpatient
setting, and the administrative staff. Each point of contact for these four
separate groups was asked to check off the names of all the individuals as they
handed out the evaluation form to them. Distribution began on 23 July, with a
return on 25 July. The questionnaires were then returned to the project
officer sealed in the coded envelope. As the envelopes were returned, the
names were again checked off. The project officer was careful to make certain
that the exact number of questionnaires distributed was maintained and that the
exact number of questionnaires returned were accounted for.

The majority of the staff provided excellent input as to their opinions
for the use, modification and implementation of the test documents. The staff
at Fitzsimons felt that the new chart documents provided a much greater
resource for accurately assessing and narrating the documentation in the
inpatient setting. The medical staff cooperated with the use of the two
Doctors Order Sheets during the test, however, the majority of the medical
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staff during the evaluation phase felt that it still was an inconvenience, but

agreed to continue to cooperate.

Recommendations

Recommendations are as follows:

1. That more than one project officer be identified when the forms are
implemented. Consideration should be given to the size of the facility, the
time that was required for educating the staff, the logistical coordination and
monitoring activities necessary to ensure that care is not compromised.

2. I would like to outline each form individually as to recommendations
from this facility. Only minor modifications would be needed with any of these
forms.

a. DA 3888-2, Nursing History and Assessment form: No
recommendations noted.

b. DA 3888-3, the Nursing History and Assessment continuation sheet:
No recommendations noted.

c. DA 3888-4, the Nursing Care Plan: The recommendation from the
nursing staff was overwhelming that the list of the nursing diagnoses at the
end of the form was not an all-inclusive list, and because of its everchanging
nature, should be eliminated. This space could be used to increase the size of
the Nursing Care Plan and the section to write discharge considerations.

d. DA 3888-4: No recommendations.

e. DA 4677-1: Therapeutic Documentation Care Plan for Non-
medications and DA 4678-1, Therapeutic Documentation Care Plan for Medication:

(a) The first recommendation is that the sequential order of these
forms coincide with the sequential order of the Doctors Order Forms. The DA
4258-1 Doctors Order Sheet for Medications and the first of the Nursing TD
Sheets for Medication be the DA 4677-1. As it is now, just the opposite is
true.

(b) Other recommendations for the DA 4877-1 and the DA 4878-1:
From this facility we had no problems with overprinting once the necessary
arrangements were worked out with the FAMC Forms Management activity. In the
critical care setting, it was noted that because of the bi-fold nature of this
form, it became impossible for the staff nurses to use this particular form on
a standardized clipboard.

f. Doctors Order Sheets, DA 4258-1 and DA 4258-2: No recommendations
are made.

g. Clinical Nursing Records Study Guidelines: They were well written
and have been reprinted numerous times at FAMC for distribution to new
personnel. The programmed instruction for the Clinical Nursing Record Guide
has also been beneficial. An additional recommendation would be that in
future implementation, a form-by-form handout be given to individuals during
the instructional phase so that they can follow on a document in front of them,
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as well as following on an overhead. Many times, particularly at Fitzsimons
with the size of the audiences that we had, personnel in the back of the room
were not able to see the fine print on the forms used with overhead.

Conclusion

In conclusion, not many recommendations for change are made. The elements
that caused the greatest problems were outside the control of the investigation
team and the test site project officers. Planning was started for educational
implementation before the actual arrival of the test documents; however,
planning should not be done until the documents arrive and have been screened
for printing errors. A team would be necessary for implementation,
particularly at the larger MEDDACs and MEDCENs when worldwide distribution
occurs. This has been a learning experience for this project officer and the
learning continues as additional personnel and newly assigned personnel arrive
at the facility.
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HSHG-NS 9 November 1984

MEMORANDUM FOR RECORD

SUBJECT: Clinical Nursing Records Study

1. PURPOSE:

a. In recent years, much controversy has surfaced regarding all nursing
documentation in US Army Treatment Facilities. General dissatisfaction with
current documentation procedures has been verbalized within the Army Nurse
Corps. The volume of requests for exception to policy and requests for
overprints have demonstrated the magnitude of this concern. Pursuant to TSG
FY 84 Army Medical Department Study Program, under AR 5-5, the Clinical Nursing
Records Study will examine all inpatient nursing documentation required by the
Army and the JCAH. The study proposes to determine inpatient nursing
documentation needs and to field test the revised forms.

b. In order to insure validity of alternative documentation methods, it
will be necessary to study facilities of various sizes and population served.
Several MTFs are being contacted. Eight sites will be selected for final
testing. Because of the size and locale of Fitzsimons Army Medical Center, it
has been recommended by HQ, HSC as one of the possible sites for data
collection. The study will entail a complete test of nursing documentation by
removing selected DA and Standard Forms from facilities for a 90 day period,
and substituting DA test forms.

2. POSITIVE REASONS FOR CONDUCTING STUDY AT FAMC:

a. Large, teaching facility with a variety of services (medicine, surgery,
OB/GYN, etc.), thus providing a large sample from which to collect data for
validating the study.

b. Target population for doing the study is good due to variety of
participants; various ranks, various educational background, and levels of
expertise.

c. Enthusiasm of the participants. Nursing personnel are dissatisfied
with the present forms and are enthusiastic to try other types (revision or
new) forms.

3. POSITIVE REASONS FOR DOING THE STUDY:

a. Present forms are inadequate:

(1) Two sided requiring a turning of papers from side to side
particularly TDCP DA 4678 leading to medications being overlooked or delayed in
administration.

(2) Quality of paper: Paper is very flimsy, tears easily, and becomes
dislodged from binders and charts.
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HSHG-NS 9 November 1984
SUBJECT: Clinical Nursing Records Study

b. New Forms will decrease reolication of documentation.

c. Standardization of forms at all MTFs:

(1) Reduce the need to overprint "other" forms.

(2) Reduce confusion in being introduced to new forms when reassigned
to another MTF.

d. Integrated use of progress note:

(1) Will facilitate reading of nurse's notes by physicians, reading of
physician's notes by nurses which will lend itself to continuity of patient's
care.

(2) More awareness of patient's progress and plan of care including
discharge considerations.

4. NEGATIVE ASPECT QE STUDY:

a. Doctor's order sheet DA 4256:

(1) Time involved in writing orders on two different charts, i.e.,
Medication, Nonmedications.

(2) Greater number of pages in patient's record thus increasing

possibility of papers becoming misplaced, lost, etc.

b. Integrated progress notes SF 509:

(1) Difficulty in getting patient's record to document on progress
note.

(a) Doctor writing orders, notes.

(b) Nurse writing notes.

(c) Chart with patient in another department.

(2) Documentation being out of time sequence.

(a) Factors as mentioned in 4a(i), above.

(b) Delay in getting documentation done in timely manner due to
other activities by both doctors and nurses.

5. -T IQ BE ACCOMPLISHED FOR THE STUDY:

a. New concept of doctor and nursing personnel documenting on same note
(SF 509):
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HSHG-NS 9 November 1984
SUBJECT: Clinical Nursing Records Study

(1) Require increased judgment and assessment skills by nursing
personnel so that information documented is related to patient's progress; this
may require reteaching of what and how to document.

(2) Head Nurses and Wardmasters to be more involved in instructing,
evaluating, and follow-up of documentation.

(3) More Thorough audit of charts by Head Nurses for adequate and
appropriate documentation.

ROSALIE N. LORD
LTC, ANC
Quality Assurance Coordinator
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Clinical Nursing Records Study

Pre-Site Selection Information

SITE: Fitzsimons Army Medical Center

PROJECT OFFICER: MAJ(P) Rosalie Lord (AUTOVON): 943-8783

CHIEF NURSE: COL Teryl Miller (AUTOVON): 943-4118

Present Bed Capacity: 627, but only 506 operational beds.

Clinical Nursing Units (name, specialty and size, e.g., "Ward 1A, Female
Medicine, 20 beds").

See attached sheet for information on clinical nursing units.

APPROX NUMBER OF HOSPITAL DISCHARGES PER MONTH: 1330

APPROXIMATE MONTHLY USAGE OF

DA Form 3888 4.50

3888-1 j.5

4256 26.450

4677 16900

4678 14,500

4700 242 without overprinting

STANDARD FORM 509 38.350

510 25,950
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Clinical Nursing Units

2 East A General Medicine 31 beds
2 East B General Medicine 21 beds
2 West A General Medicine 24 beds
2 West B General Medicine 33 beds
3 East Pediatrics 36 beds
3 West General Surgery (male) 43 beds
SICU 9 beds
MICU 7 beds
CCU 7 beds
4 West Surg General Surgery (female) 27 beds
4 West Ortho Orthopedic (female) 26 beds
5 East Orthopedic (male) 50 beds
5 West Ortho Orthopedic & Plastic 32 beds
5 West Neuro Neuro Surgery 18 beds
6 East GYN/Oncology 28 beds
6 North Labor and Delivery 7 beds
6 West Obstetrics 17 beds
NBN 23 bassinets
NICU 7 bassinets
7 East Urology 18 beds
7 West Thoracic Surgery 16 beds
609 Psychiatry 30 beds
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QA INFORMATION: What is the mechanism used at your facility for performing
"audits" of nursing records? (Who does this, how often, integrated
committees, etc.?) Please enclose copies of forms.

Nursing Process Audit - done monthly by professional nurses assigned to
nursing units.

Nurse Practitioners - done quarterly.
OPC - done monthly by nursing personnel assigned to OPC.
Emergency Room - done monthly by professional staff.
Nursing Audit Committee - retrospective and generic audits every month,

criteria is based on nursing process, policies and procedures.
Criteria is different each month.

Operating Room - done monthly, criteria is different each month.

ARE ALL INPATIENT UNITS ON "UNIT DOSE?"

IF NO, which ones are NOT?

All units are on unit dose except CCU and Psychiatry.

NURSING EDUCATION AND TRAINING SERVICE: Describe resources
(e.g., is the Chief NETS "dual hatted"; capabilities to support DON
wide education program; secretarial support, etc.)?

NETS is itself very busy planning, developirig and implementing educational
programs For the professional and paraprofessional level, DON wide educational
programs as well as continuing education programs for FAMC and the community.
FAMC has an active reserve training program which is coordinated though NETS,
this requires a great deal of NETS time. NETS does have its own secretarial
support which requires 100% time of that secretary for work by NETS.
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SECRETARIAL RESOURCES AVAILABLE TO PROJECT OFFICER
Secretarial support available to project officer is the clerk typist forthe DON. This individual does typing for the Assistant Chief, Department ofNursing, all DON section chiefs, Infection Control Nurse, Chief, CMS and QAnurse. She is responsible for typing all reports, committee meeting minutes,policies, procedures, letters of appreciation and an array of othermiscellaneous items.

MISCELLANEOUS REMARKS

Please attach copies of any modifications of DA Forms (DA approved orNOT!) used by nursing units at your facility. include a cover sheet in thefolledving format listing all overprinted forms:

aCAL AREA MEDACIMEaDJI 2 OVERRI ff TLE
(Example) PEDS 42F DA 4700 Neuro Checks 24 May 84
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Printing Requirements
Clinical Nursing Records Study

FORMS

DA Form 3888-2 (TEST) Medical Record -- Nursing History and Assessment
DA Form 3888-3 (TEST) Medical Record -- Nursing History and Assessment

(Continued)
OA Form 3888-4 (TEST) Medical Record -- Nursing Care Plan
DA Form 3888-5 (TEST) Medical Record -- Nursing Discharge Summary
DA Form 4256-1 (TEST) Clinical Record -- Doctor's Orders for Medications
DA Form 4256-2 (TEST) Clinical Record -- Doctor's Orders for Nonmedications
DA Form 4677-1 (TEST) Clinical Record -- Therapeutic Documentation Care Plan

for Nonmedications
DA Form 4678-1 (TEST) Clinical Record -- Therapeutic Documentation Care Plan

for Medications

Duanlity

Cut Sheets Snap Outs Folders
TEST SITE
SITES 3888-2 3888-3 3888-4 3888-5 4256-1 4256-2 4677-1 4678-1 TOTALS

FAMC 28,000 28,000 32,500 30,000 34,000 34,000 50,000 47,000 283,500

CMPB1. 9,000 9,000 9,000 10,000 23,000 23,000 23,000 21,000 127,000

JKSN 16,000 16,000 20,000 19,000 17,000 17,000 27,000 23,000 155,000

POLK 8,000 U0,000 12,500 10,000 25,000 25,000 13,000 13,000 114,000

HCSCIA 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 8,000

OTSG 20 20 20 20 20 20 20 20 160

TOTALS 62,020 62,020 75,020 70,020 100,020 100,020 114,020 105,020 687,660
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GUIDELINES and PROGRAMMED TEXT

"Clinical Nursing Records Study Form Guidelines" (Guidelines)

"Clinical Nursing Records Study: A Programmed Instruction" (PT)

QUANTITY

SITE Guidelines PT

FAMC 1000 1000

CMPBL 450 450

JKSN 450 450

POLK 400 400

HCSCIA 150 150

OTSG 20 20

TOTALS 1570 1570
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MANDATORY BRIEFING
on

Clinical Nursing Records Study
WHO SHOULD ATTEND?

ALL FAMC personnel directly involved with patient care and

personnel in Patient Records.

DATE TIME LOCATION

12 November 0730-1030 hours Bushnell Auditorium

13 November 0730-1030 hours Bushnell Auditorium

14 November 1130-1430 hours Bushnell Auditorium

15 November 1130-1430 hours Bushnell Auditorium

18 November 1130-1430 hours Bushnell Auditorium

19 November 0730-1030 hours Bushnell Auditorium

20 November 0730-1030 hours Bushnell Auditorium

21 November 1130-1430 hours 3W Classroom

22 November 1130-1430 hours Bushnell Auditorium

25 November 0730-1030 hours Bushnell Auditorium

25 November 1130-1430 hours Bushnell Auditorium

26 November 1200-1500 hours 3W Classroom

27 November 0730-1030 hours Bushnell Auditorium

*This class is mandatory
G-20
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PROFESSIONAL STAFF DOCUMENTATION REMINDER
* Date oNeedd Returned

$"ed Requt

Disharge Dese

medical Record TeckniciantNrig ntWr

00 Not Remove This Form COf Colored Tabs From The inpatient Treatment Regord

ITR COVER SHEET (DA Form 3647) COWISULTATION REPORT (SP 513)
'Review )Sg

C)Sign/Counterin ()Incomplete
( 3 Initial

Added Diagnosis Including TISSUE/PATHOLOGY REPORT (SF 116)
I nfestlontVOmpiication

()Sign

NARRATIVE SUMMARY (SF 102) C ) Incomplete

3Sign/Countersign ANESTHESIA REPORT (3F S17)
Missing ( ) Signature of Supervising Physician

ABBREVIATED SUMMARY (SF 525)
3Sign/Counterin TRANSFUSION REPORT %SF 518)
Missing S ignj

HISTORY/PHYSICAL (SP $04.105, 106) Incomplete

Sign/Countersign C3Dt~on ie
Missing ELECTROCARDIOGRAPH (SF 520)

PROGRESS NOTES (SF S0S) (3Sign
3Sign/Countersign C3Interpret Tracings

Missing C3Mount Tracings
Admit Note __________________

3Operation/Procedure Note
3Rasp Rx Documentation DA FORM 4700
3 Ouch/Death Note Sg

Post-Anethetlc Note 04Sig
OPERATION REPORT (SF 516) _______________

C3Sign/Countersign
3Missing

C3incomplet
DOCTOR'S ORDERS (DA Form 42S6) :WT ) OCUT1E TAT ION

Sign/Countersign
C3Mining

Admilt/Dlsch Order i..r-..)C S O

REMARKS (~3~:-

FAMC FORM 16411,11 Sep 04
(Repiacs Edition Of Doe 78, Which 0 Obso ~ ] F NOI;1T

li;F I I GNATUFF FITh'I E
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Clinical Nursing Records Study Final Report

Blanchfield Army Conviunity Hospital

Fort Campbell, Kentucky

Major Marybeth Johnson, AN
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CLINICAL NURSING RECORDS STUDY

FINAL REPORT

BLANCHFIELD ARMY COMMUNITY HOSPITAL

I. INTRODUCTION

Florence A. Blanchfield Army Community Hospital located on the western
Tennessee/Kentucky border, serves a catchment area of 26 counties in Western
Kentucky, and all of Tennessee which includes 21,000 active duty service
members, 98,000 family members of active duty, 71,500 retired from active duty
service members and their family members. Services provided by this MTF
include Internal Medicine, General Surgery, Orthopedics, Obstetrics and
Gynecology, Neurology, Psychiatry, and Social Services. Other support services
include Occupational Therapy, Physical Therapy, Preventive Medicine and
Nutrition Care. Additionally, a portion of the Dental Activity is physically
located in the facility.

During the implementation phase of the Clinical Nursing Records Study
(CNRS), there were 58 ANC Officers, 121 Enlisted Nursing Personnel, 44 Civilian
registered nurses, 39 Licensed Professional Nurses (LPN), 25 Nursing Assistants
(NA) and 22 clerks in the Department of Nursing. There were 101 Physicians
and 26 Physician Assistants on the medical staff during this period.

Prior to training and implementation of the CNRS, the hospital became
involved in the Ambulatory Care Data Base Study (ACDB) which involved all
clinic personnel. The increased documentation required by the ACDB study
aggravated some physicians and could have caused them to be less receptive to
additional changes. Some members of the physician staff were very vocal, others
openly recalcitrant. Matters were further complicated by the absence of a full
time DCCS, therefore there was less pressure to comply placed on physicians .

Accreditation inspection by the Joint Commission of the Accreditation of
Hospitals, and the annual IG inspection were scheduled for June 1986, shortly
after the official end of the test phase.

II. Implementation:

A. The Hospital Commander and the Chief, Department of Nursing were
already aware of the proposed study and had agreed to participate in the test
phase, prior to the appointment of this POC. Full support by the Command was
evident throughoitt the study.

B. Logistics:

Receipt, storage and distribution of forms was coordinated through the
forms control manager. All forms were sent directly to the forms control
manager who coordinated receipt and storage of all forms. The
NCOIC of each nursing patient care unit was responsible for ordering sufficient
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quantities of forms in the usual manner, on a specific date in December 1985,
in time for the selected changeover date. The unit NCOICs were also responsible
for obtaining chart dividers from the POC and inserting them into the inpatient
records in preparation for implementation. Once the changeover to the test
forms occurred, previous editions of the forms were either stored or destroyed.
The only glitch in the forms acquisition and distribution process appeared to
be the frequent discovery of SF 509 Progress which read "Doctors Progress
Notes". The persistent reappearance of this circa 1970's edition of the SF 509
proved to be inconvenient and fueled the physicians complaints that nurses were
writing on "their" notes. Therefore a concentrated effort was made to seek and
destroy all outdated forms.

C. Training:

Training for the Clinical Nursing Records Study consisted of the
following:

a. Selection of additional trainers;

1) Type of position. Head nurses and wardmasters were selected to be
resource personnel for their own units. All head nurses and wardmasters were
scheduled to attend the first class session. Six (6) nurses in the 66J
internship program were selected to help conduct the classes as part of the
didactic component of their program. They were chosen because of their
availability for training, interest in the program, and wide range exposure to
the various hospital units during their rotation, which afforded them high
contact with other Department of Nursing Personnel, high visibility, and
youthful enthusiasm!

b. Strategies:

1) Marketing of the study was a number one strategy for
implementation of the program. As all learners were adults, it was recognized
that the learning principles must be appropriate to their level and needs. The
study was "sold" on usefulness, i.e., creative use of nursing orders was
promoted as a way to decrease time necessary for documentation while increasing
the quality and accuracy of this task.

2) As soon as the study information was available, an information
paper was given to key personnel, to include the Chief Nurse, Assistant Chief
Nurse, and supervisors. The information paper was later given to all
clinically oriented personnel (including physicians, Occupational Therapists,
Physical Therapists, Dietitians, etc.), and was published in the Department of
Nursing Newsletter.

3) Video tapes were not available for use during implementation. An
exportable packet of written information was prepared for those unable to
attend the class (see DF dated 3 Dec 1985). Class announcements were made via
disposition form (see DF dated 3 December 1985).

4) Classes were presented with formal content in an informal
workshop atmosphere. As stated, one (1) class was given for the future resource
personnel. head nurses, and wardmasters, a few days prior to the
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hospital-wide classes. Hospital-wide classes were held sixteen (16} times at
varying hours and weekdays, in two-hour sessions each. All classes were taught
by two (2) persons on the team-teaching concept. As with other endeavors, NESDS
planned, announced, and coordinated all sessions.

5) Physicians were oriented to the test forms in separate sessions.
Initially. by prior agreement with the acting DCCS, physicians would receive
their orientation at their regular weekly professional development class.
However, when only one (1) physician appeared for the session, the POC set up
departmemtal meetings at the convenience of the physicians.

c. Miscellaneous:

1) Follow-up information concerning questions that arose during the
classes but were unanswered during the class session, was sent via Disposition
Form (DF) along with implementation information (see DF dated 11 December
1985). Highlights were also addressed and added to the exportable packets.

2) Use of exportable packets proved useful during the 86th Evacuation
Hospital/MEDDAC merger test project. Training for the 5010th Reserve unit
backfill personnel was initiated before their arrival at BACH.

D. Implementation of Forms:

1) Implementation of the use of test forms began on 1 January 1986.
Inpatient records of all patients admitted after 0001 hours on this date
contained test forms. Test forms were also used on for patients who were
admitted before this date but remained in the hospital long enough to require
the placement of additional forms in their records. While this caused some
slight confusion, the number of patients who fell into this category was not
large and the length of time these charts were in use was relatively short,
therefore the inconvenience was minor.

2) Problems encountered:

a. Overprints: From the very beginning, it was apparent that overprinting
of the 3888 would be a problem. The weight of the paper and the bifold design
made it too wide to fit in a standard printer when opened, and too thick when
closed, to make use of a word processor computer possible for overprinting.
None of the printing machines available in this medical treatment facility, nor
in the local community had the capability of overprinting a form of this
design. When attempts to use a printer/computer to overprint forms led to the
destruction of the print head, overprinting from a central location was
abandoned. This added to the frustration of the nursing staff who were
accustomed to the use of pre-printed nursing care plans for standing orders.
Resorting to writing each nursing order and doctor's order on the therapeutic
documentation care plan was time consuming and very unpalatable. While some
units utilized rubber stamps to imprint individual nursing/doctor orders, the
inability to easily overprint the forms remained a hot issue.

b. Inability to use a yellow highlighter to indicate discontinued orders
was cited as a problem early in the study and continued to be a problem
throughout the test period. When discontinued orders are not highlighted,
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current orders are easily missed when buried among discontinued orders.
Possible solutions included: a) leaving space between each order on the TDCP;
b) drawing heavy or colored lines between each order to more easily separate
expired and current orders; c) rescinding the "no highlighter" rule and
allowing the use of transparent light blue highlighter which does not photocopy
and therefore would not obliterate the original order; d) redesigning the form
to include only 7 days documentation (orders would then be recopied every 7
days, deleting the discontinued orders, however, the time required to recopy
orders aggravates another problem).

The preferred solution would be to allow the use of transparent blue
highlighter to identify expired orders, since it best identifies expired orders
without obliterating them even when photocopied, and does not take an
inordinate amount of time.

c. The continued use of outdated Doctors Progress Notes and Doctors Order
forms was a problem during early phases of the study. This occurred when
certain physicians resurrected private stocks of these forms because they
preferred them. Continued efforts to remove previous editions of these forms
and frequent reminders to the physicians that these forms were not to be used
(accompanied by explanations of WHY they were not to be used) eventually solved
this problem.

d. The volume of test forms used far exceeded the anticipated use. This
became obvious soon after the implementation of the test forms. Since the
anticipated use was based on the number of standard forms used previously, the
increased use was attributed to the creativity of the nurses who found
innovative ways to use the TDCP's to document care more easily and accurately.
As nurses became more familiar with the possibilities afforded them by the
correct use of the TDCP, more nursing orders were written, and more forms were
required. Another positive outcome of the creativity was a very positive
comment from the nurse inspector on the JCAH accreditation team, who
complimented the very complete documentation of care in inpatient records at
BACH. The essence of her comment was that in 300 hospitals surveyed, she had
not seen better documentation of the the plan, execution and evaluation of
nursing care.

e. Availability of forms: Forms DA 4256-2 (Doctors Orders Non-medication)
and DA 4678 (Therapeutic Documentation Care Plan-Medication) were not available
in the correct color at the beginning of the test phase. This contributed to
the dissatisfaction and confusion of some personnel, associated with the use of
the forms. Once forms in the appropriate color were received and distributed
for use, comments from personnel indicated that some of the initial confusion
would have been lessened by using the correct forms. Nursing personnel
generally thought that forms implementation at future sites should not begin
until all forms were available in the correct colors.

f. Staff resistance to change: In general, most of the nursing staff
supported use of the test forms. Some dissatisfaction and annoyance with the
forms was expected and did become evident. Nursing personnel missed the ability
to have standing orders overprinted on the DA 4677 and DA 4678. Some
physicians were annoyed that nurses were now writing on "their" notes.
Physicians initially complained that separating medications and non-medications
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required a re-organization of their thinking processes and they didn't like
flipping back and forth from med to non-med pages. The fact that the medication
and non-medication orders were both initially the same color (white}, further
complicated the issue since it was not immediately obvious which of the two
similar forms was for medications and which was intended for non-medications.
It was necessary to look at the form title or nuimber in order to identify the
correct use of the form.

g. Unusual occurrences:

There was only one unusual occurrence during the test phase which could
have been related to the use of the test forms. On 6 February 1986, an incident
involving a medication being missed occurred. Inability to use a highlighter to
indicate expired meds led to a camouflage of the current medication order. It
was difficult to determine which orders were still current on a page on which
there were many expired orders. While this incident was not due to a change in
the format of the form, it was related to a change in policy which occurred as
part of the test.

III. Evaluation:

A. Information concerning how the staff felt about making changes to the
forms was collected in several ways:

1. Head Nurses were asked to keep a sample of each form available
near the nurses station, on which they or members of their staff were asked to
make comments or suggestions for change.

2. Users of the forms were asked to complete a questionnaire at the
completion of the test period. Responses were collated and discussed when the
POC's of the four test sites met at the end of the test phase.

3. Users of the forms were also encouraged to volunteer suggestions
or voice complaints through their head nurse, supervisor, or directly to the
POC at any time during or after the test period.

IV. Recommendations:

a. Form design changes: Form design changes were discussed in detail at a
meeting of the POC's and submitted for inclusion in the final report. The most
notable suggestion for change involved the DA 4677 and DA 4678 (Therapeutic
Documentation Care Plan) which were tested in a bifold design. Since this made
the forms difficult to overprint, the desired format should be one that
facilitates overprinting, even if it is necessary to revert to a single page
design. Heavy weight paper, such as that used in the test forms, was considered
desirable since it was more durable.

b. Implementation suggestions:

1. Prepare a videotaped instruction session that would then be
available to all staff members to provide consistent instruction. This medium
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would not only be useful for first time orientation to the forms, but would
also be useful for periodic reviews for staff.

2. Staff members who could not finish the programmed text during the
time allotted in class, were allowed to finish it later and return to NESDS
with the completed text. It was later felt that class sessions should be
extended in order that all staff members could complete the text during the
class period in the event that there were questions unanswered by the
programmed text.

3. Format of learning should incl:ade more examples with patient
diagnosis, sample orders to transcribe, scenarios to work with, etc.

4. Never implement the use of the forms until all forms are available
in proper colors, amounts, etc. This could reduce some of the inevitable
confusion that results when anything new is implemented.

5. Order more TD's and Nursing Care Plans than you think you need.
This MTF used approximately three times the number of TD.s than had been used
during a previous like time period. For a hospital with a census of 150, 4000-
5000 Nursing Care Plans and 5000 Therapeutic Documentation Care Plan Non-
Medication were used per month.

6. Prepare overprints several months in advance. Even though this
process was begun early, it required much more time than the head nurses
anticipated. The fact that some forms could not be overprinted, added to the
frustration and caused some dissatisfaction.

7. Realize that the time required to properly oversee the
introduction of new forms is substantial. While implementation went well, the
availability of someone to be on the patient care units more initially, would
have been ideal.

HSXD-NS
3 December 1985

G-28



DISPOSIN t4 FORM S:I Nov 85

A E gEECu- op9PICI. Smw0OQ.IJ~f

HSXD-NS Clinical Records Training
TO Supervisors, HNs, NCOICs -FROM C, 'NETS OATl 1 8 Oct 85 CMT i

CPT Bice-Stephens/mlb/8311

1. Implementation of the new inpatient record forms is scheduled in December 1985. Prior
to implementation, all nursing personnel wi 1 hI M(Chdu ld(j I (I atud inadatury 2-hour
training class.

2. Head'nurses (or their representative's). ;ind 'nnit NCOICs ShOUld ,1VL'flnd a 2-hour training
class on 14 November at 0900 in Classroom /11. This will onsure resource persons are trained
for each area. Volunteers from this group are also requested to help teach at one of the
sixteen classes for the Department of Nursing personnel.

3. Regular classes will be given as listed below. Please ensure tn.it 1i unit nursing
personnel are scheduled for attendance at one 2-hour session. urd clerks, nursing pool
personnel, volunteers, or other persons who will he util.zing inpatient records also must
attend.

4. Please send a list of preferred times for attendance for all unit personnel to NETS,
NLT 1 November 1985. Class slots will be filled on a first-come, first-serve basis.

5. Available classes are:

Date Time Location

18 Nov 85 0730-0930 Classroom 012 UA56)
18 Nov 85 1000-1200 Classroom #2 (IAB56)
18 Nov 85 1230-1430 Classroom #2 (AMB}6)
18 Nov 85 1500-1700 Clissroom P 2 (lAl'56)

19 Nov 85 0730--G930 Classroom #2 (IAB56)
19 Nov"85 1000-1200 Classroom :*2 (iAB56)
19 Nov 85 _230-1430 Classroom .2 (I,\'56)
19 Nov 85 1500-1700 Classroom ,'2 IAB56)

20 Nov 85 0730-0930 Classroom ;-2 (IAB56)
20 Nev 85 1000-1200 Classroom ;;2 (1AB56)
20 Nov 85 1230-1430 Classroom i,:2 (1AB56)
20 Nov 85 1500-1700 Classroom W;2 (IAB56)

25 Nov 85 0730-0930 Classroom ;;1 (OOA08)
25 Nov 85 1000-1200 Classroom il (OOA08)
25 Nov 85 1230-1430 Classroom #1 (0OA08)
25 Nov 85 1500-1700 Classroom #1 (00A08)

6. Volunteers who can assist NETS with one or more of the training classes should contact
CPT Bice-Stephens or SFC Brister at NETS, 8311.

WYNONA M. MiCE-STEPHENS
CPT, AN
Chief, Nursing Education
and Training Service
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DISPOSTION FORM
6j 'a e of this #atrn. , o AR 340-1S; the PDOlaoet4own avry to TArc(

in14iRlNCS OR OFFICE SYMBOL SUZEJCT

jU.9',Lieli'; and Anhwers from the Clinical

All Section SuperviscrT ROM C. NET:3 AI DC 8V CTI

and Head Nurses CPT Blce-Stephens/mlb/8311

. . The fol lowing are at,.,wee ' to ci#- t. 1 je'.,li,ei, , U i t. I.he C7I inira i
s in q Records Classes .,' ei u1 ' , ,*, , . ... ;i.,l ,.11:el. aI1J
:ing personnel.

a. How will the curt tnt atdit * : '.,, u d'., i'i. i:j..: , .u':ord$ tudy
i od ?

The current audi t , o', w ili ,., ,*-. i .;e.0,1 r . , , : -;1 with the

:::-eria Presented in trie 'Forms A,, i , i . " ita -., .t6 Th e Fcrort
"::- elines, page 38, problem-riernt ,tJ o t ,, .,r oi." j.s'.' . t s.,re&y be
= The nursing procuss should 5,. ; vi..t,:. , . .

b. Can 0700-1501. E,00-230' , A:f:1 . ;" 1 . . : '. ;,=, , . :.; ., '.',

-:e:-ify times actions are to be dcne

Yes. For orders whi ch ar,- .  l'rva r .'c "i;, ,uie,,:,'J t'., t ,I : Ld are

time-related, inclusive times may be ',., , .,.e. , , -.
-7. (See page 24, "Forms GrudeJ e'.

c. Who initials the Patient Dish:iha. c;, cr:.,'

The writer' s initials ( . e. , s.,'. ,1- 1,'. rp.:',.e ' ,' ir, a 11 bloc.s

re.ated to patient understanding of ,is:i~a,:e int1?i:t.j.,:&s. i3ee page
4-. "Forms Guidelines.")

d. Why is there a Do,-tor Di-!,,:L& re,.u :,- ary %rs a Nur zng .,rcharge

For the period of the study. b,,_Pl. .1maiarif-s wi. !.'--4 used. PAj

.-.-v Beth Johnson is aware of the redunde.%,v ,,f foe,,..

e. When will the study be im|pcsee'sto,.,l

The study will begin on 1 January 19.66. The phase-.s; p.!riod is

iz".ary 1986, followed by a 3-month tesL (implementat.iorn) period.
-.*zuary-April 1986.

f. Why doesn't the patient sign the PatienL Discharce .ummary Form7

The Forms Guidelinez, page 43. sLates that. writ.'"'s nitials
-.. signature will be on the Patient's Discharge Form. MAJ Mary Beth
:.son will note this as part of the evaluation of the test forms.

g. If there is one RN in LSD or -R who has transcribed some orders
L= the patient is transferred, what happens about ithese orders being
;'s:fied by anoth'er RN?

These orders do not get verifierd by another R1 i;r this situation
v.-ch is what we have now). L&D snd pre-op )rdrs are discontinssjed once
-., patient is on Postpartum or* the, wards.
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HSXD-NS 11 Dec 85
SUBJECT: Questions and Answers from the Clinical Nursing Records Study

Classes

h. Can nursing orders and physician's orders be placed on separate
green and white sheets?

This is up to the nursing units as to how they want to place the
orders, either on the same sheet or on a separate sheet.

i. Do two (2) RNs have to verify all orders or just medication orders?

Per MAJ Johnson, all orders must have RN verification, whether an
RN transcribed the orders or not.

2. Attached to this DF is an errata sheet from MAJ Johnson. It gives
corrections and changes to the Forms guidelines and programmed instruction
manual. Items of change are underlined for your information. Those
preceded by "***" are major charting policy corrections.

3. POC for questions and comments regarding the study is the Nurse Methods
Analyst, MAJ Mary Beth Johnson, at 8175.

(signed)
WYNONA M. BICE-STEPHENS
CPT, AN
Chief, Nursing Education
and Training Service
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Errata Sheet

CLINICAL NURSING RECORDS STUDY--FORM GUIDELINES

Title page: "I August 1985"

page 5, Figure Number 29: "... for DA form 4678-1 (TEST)"

***page 17, para 14.b., final line: "... or initial of the individual
carrying out the oraer indicates ..."

page 19, first line: "... been completed and requires

page 36, figure 29, title: "... for DA form 4678-1 (TEST)

***page 38, para 38.b.: "... for quality assurance. If there are no
specific nursing care plan pr ms to be refleted in e
progress notes, a note is to be rceede-with the words
'Nursing Entry' or 'Nursng Note'."

page 40, para 39.c.: hypenate the word "critical"

page 42, para (1), second line: "... will be made until it

page 43, para (5), third line: "... he asked what he was to do

page 43, para 43.b., second line: "... of instructions."

CLINICAL NURSING RECORDS STUDY: A PROGRAMMED INSTRUCTION

NOTE: Some manuals may be missing page 47-62, and/or have duplicated
pages 63-78.

page 12, Block e., sixth line: following the comma, add an additional
blank line, i.e.,

page 32, Block 28., third line: "... The individual carrying out the
order as having ...

page 32, Block 29., first line: "The individual carrying out the
order signs off ..."

page 32, answer block immediately following Block 29: "individual
carrying out the order; no transcriptions" (NOTE: place
sufficient blank spaces in the preceeding response to correspond
with the number of words in the answer.)

page 39, Block 38., second paragraph: "Preparation:"

page 53, Block 60., response blanks: Eliminate one blank to
correspond to the correct number of words in the given answer.

page 60, top block, response blanks: Add one blank to correspond to
the correct number of words in the given answer.
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F ug of this fe- m*,Af2W414 Rg 0 pr1eem t & Ww is TAGO.

REF(RENCE OR OFFICE Svloe. SUBJECT-

HSXD-NS Clinical Records Training Exportable Packet Guidelines

TO DON Personnel Receiving FROM C, NETS DATE 3 Dec 1985 CMT.

Exportable Packets

1. Blanchfield Army Community Hospital has been chosen to be a test site for the Clinica.
Nursing Records Study. Our facility is one of four selected as test sites. The phase- -

period will be January 1986, followed by a 3-month test (implementation) period, Februar--
April 1986. During this time, monitoring will include quality assurance audits, evaluati--
of unusualoccurrences, and staff satisfaction. An 8-month evaluation phase wiil conclude
the study. Our facility will have the option to continue to use the new forms if desire,.

2. Since this is a study, all Department of Nursing personnel must receive training in
use of the test forms. Attached are the following:

a. Information paper - general study

b. Information paper - highlights of new forms

c. Clinical Nursing Records Study- Form Guidelines

d. Clinical Nursing Records Study - A Programmed Instruction

e. One copy of each test form (8 total)

3. Suggested training outline:

a. Read both Information papers
b. Read Form Guidelines and review forms
c. Complete Programmed Instruction

4. NETS must have evidence that persons have cor,pleted this training, ;ince this is
requ'red as part of the study. The Programmed InstructLom musL _e completed and returnE:
to NETS N'LT 16 December 1985.

5. POC for the records training is NETS, CPT Bico-St.piens and CIT Spittler, x8311.
POC for the implementation and evaluation of the test forms is M-\J Johnson, x8175.
Any suggestions regarding changes to the forms should be directed to "AJ Johnson.

V'ynona Blice-Stephens
CPT, AN

Chief, :trsing Fducata-on and Trainir:

FO A RlM PREVIOUS FDitn i i of 194 0-9A AM. io2496G-33



HIGHLIGHTS OF THE CLINICAL NURSING RECORDS TEST FORMS

HIGHLIGHTS:

1. Nursing history and assessment will be completed within 24 hours of
admission. If completed on admission, this will take the place of an admission
note.

2. Nursing n= will be written on SF 509 Progress Notes. The SF 510 will not
be used. There will be integrated progress notes. SOAP charting will continue,
but do have option of narrative notes. Indicate nursing care plan number.
Ineffective or omitted actions and medications need a note.

3. Currently approved overprints may be used g if information is not
duplicated. MAJ Johnson is working on this with the head nurses.

4. DA f= 3888-2: Personal articles section added. Nursing history may be
obtained by any nursing personnel. Categories of assessment printed on bottom
of form. DA Form 3888-3 may be used for additional space. Assessment must be
by RNs.

5. Nursing Cae Plans: Guide for nursing diagnoses listed on bottom of DA Form
3888-4. Must reassess q 24 hours and document on Care Plan or have N.O. on DA
Form 4677-1 (green sheet) to "Reassess patient's status and NCP on day shift
qd."

6. Doctor's Orr_ : There will be a separate order sheet for medications and
for non-medications. There will also be chart dividers for meds/non-meds. There
is a column for single action orders; the individual carrying out the order
will sign off here once completed and will not have to transcribe the order if
completed on that tour of duty. Pharmacy receives the pink copy of all orders.
Routine and delayed orders must be transcribed.

7. No highlighters will be used for discontinued orders.

8. Therapeutic Non-medication: Can be used as a flowsheet at the bedside.
Can write q 1-2 hour actions by using slash marks in the blocks (see examples
in Forms Guidelines). PRN orders must have reason for order stated. Results for
responses may be coded onto this form, eliminating the need for a nursing note.
Response codes include: initials only, and initials with either "+"
satisfactory; or "0"' unsatisfactory/not observed/omitted.

9. Therapeutic Medication: PRN med orders need a reason for med indicated.
Patient response codes include: initials only, and initials with either "E"
effective; "I" ineffective; or "0" not given. Ineffective and meds not given
require a nursing note.

10. Transcribing Med Orders: An RN must check all med orders that are trans-
cribed. Another RN must check the orders if an RN originally transcribed
orders, meaning an RN must check all transcribed med orders no matter who
originally transcribed them.
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11. Nursing Discharge mJIma: 3 copies, carbonless; 1 copy to patient, I to
inpatient chart, and 1 to outpatient chart. Nurse initials next to
"Patient/S.O. verbalizes understanding...." Patient's status at discharge
noted at bottom. Indicate on SF 509 if all problems resolved or if any remain;
and indicate plan for remaining problems. On SF 509 state "See DA Form 3888-5
(TEST)"'

DS/NETS/8311
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Clinical Nursing Records Study Final Report

Moncrief Army Comunity Hospital

Fort Jackson, South Carolina

Major Patricia Prather, AN
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I. INTRODUCTION.

Moncrief Army Community Hospital (MACH) is located at Fort Jackson, South
Carolina, which is home to two Basic Training Brigades and one Advanced
Individual Training Brigade. The hospital provides primary care to active duty
personnel, active duty dependents, and retirees in the surrounding communities.
Moncrief has a staff which includes physicians, RN's, LPN's, and nursing
assistants. Clinical services provided include internal medicine, oncology,
dermatology, allergy, ophthalmology, otolaryngology, general surgery, urology,
obstetrics/gynecology, psychiatry, pediatrics, orthopedics, podiatry, and oral
surgery. Operating beds are divided among a 14-bed medical-surgical intensive
care unit, labor and delivery suite with 14 maternity beds, 15-bassinet newborn
nursery, 2 surgical wards, 1 medical ward, minor medical/pediatrics ward, and a
psychiatric ward.

During the study period the staff remained relatively stable, with the
notable exception of the inpatient nursing supervisor, and the Nursing
Education and Training Services (NETS) personnel. Moncrief was simultaneously
involved in the Ambulatory Care Data Base Study which caused some physicians to
complain that the two studies caused additional work for them. The Commander's
support of both projects was well known and facilitated the cooperation
received from staff members.

The appointment of the site project officer as Risk Manager for Moncrief
coincided with the training and implementation phase of the study. Establish-
ing a viable risk management program consumed a great deal of time and im-
pacted on the time available to the project. As a bonus, though, it allowed
the review of all unusual occurrences and added a chance for immediate noti-
fication of any quality assurance issues raised by the study.

II. IMPLEMENTATION.

A. As project officer I briefed the Commander, Deputy Commander for
Administration, Deputy Commander for Clinical Services, and the Chief, De-
partment of Nursing prior tu the Commander's final approval of Moncrief as a
proposed test site. The briefing included a history of the need for revised
forms, the methodology involved in producing the final proposed form changes,
the time frame of the study, and the commitment required of hospital staff to
successfully implement the new forms. Very few objections were raised by
the group, but concern was expressed about the separation of Doctor's Orders
into medication and nonmedication orders. These concerns were expected to
cause some difficulties with physician compliance, however the quality
assurance measures which could be achieved seemed to outweigh the objections.
Consolidation of all clinical notes into an integrated progress note was
anticipated as being helpful in promoting interdisciplinary communication.

The Commander thought the appointment of a physician as a project assistant
might improve physician acceptance. While the idea seemed to have merit, the
individual eventually appointed had very little impact on the project. His
clinical responsibilities allowed little time for his participation in planning
meetings, and he showed little interest in the project. As a result, I rarely
sought his assistance, finding it more advantageous to contact individuals
personally who had questions regarding the project.
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Throughout the prolonged prep-ration phase, the training phase, and
during the actual study, the Commander and his staff remained faithful
advocates of the project. Their support and the interest of the Chief Nurse
and his staff enhanced the study and made my job much easier.

B. Logistics

The Forms Manager, for MACH was informed of the Clinical Nursing Records
Study from the beginning and was continually briefed on the status of the
project as it progressed. She arranged for the receipt and storage of the new
forms when they were received. Her staff was responsible for the distribution
of the forms prior to implementation and for keeping the project officer
informed if problems occurred. The chart dividers were received, counted, and
distributed by the project officer. Soldiers assigned to the Medical Holding
Company were tasked to insert the pull tabs in the chart dividers prior to
their distribution to the wards. Sufficient chart dividers were received to
insert in all charts, and the remainder were shipped to the project officer at
Fort Campbell who experienced a shortfall.

The test forms were actually stored with other publications because no
alternative space could be identified in the warehouse, and the publications
area was staffed by a single individual, making storage in the hospital
inefficient. This did not present any problems until the forms were depleted
and one order was filled with the old forms. Unit staff immediately notified
the project officer and the situation was corrected by redistributing forms in
areas that were overstocked. Areas with minimal usage, outpatient clinics,
exceeded their requirements and were found to be storing large quantities of
the test forms.

C. Training.

1. The Chief, Department of Nursing, in consultation with the project
officer, selected the Chief and NCOIC, Nursing Education and Training
Service, as additional trainers. Since these two individuals were accustomed
to teaching, were responsible for orientation of new personnel, and did not
have patient care responsibilities, they were determined to be the best
candidates. They were known by the nursing staff and were active participants
in morning report where the nursing executive group met each day for
information sharing and problem-solving. The Chief, NETS, was an Evening/Night
Supervisor at MACH before being assigned to the NETS position so she was
particularly knowledgeable about the inpatient services.

2. The division of training responsibilities was decided before the
initial orientation at Fort Sam Houston. NETS would be responsible for
training nursing personnel while the project officer would train all others.
All training was done in person for better communication with the participants.
The prepared information papers were distributed to all staff members prior to
the training sessions. All training made extensive use of the prepared
transparencies. Packets of the new forms were distributed at the training
session and collected for reuse at the end of each class.

Nursing staff were trained using the Chain of Command. The executive

group was trained first, followed by head nurses; scheduled classes were ;
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for all other nursing staff members. The programmed instruction booklets were
distributed prior to class, but most of the staff had not completed them by
class time so they were used during the two-hour training session.

The Physical Therapy, Occupational Therapy, and Nutrition Care staff were
given a separate class during their weekly inservice training session. This
class lasted an hour and covered all the new forms and use of the integrated
progress notes. No difficulties were anticipated with this group, but they
needed to know where to locate information in the patient's record. They did
not express any anxieties about the change and were relieved that no
additional work would be required of them. (This group was feeling pressed by
the Ambulatory Care Data Base Study).

All other staff members were requested to attend one of five scheduled
classes given for physicians, inpatient records staff, administrative staff,
and other ancillary staff members. The first of these five sessions was held
during the regularly scheduled Professional Staff Conference. The Commander
and his staff attended one of these sessions since they did not want a special
class.

In addition to the classes which were held (all during November 1985),
the project officer spoke to the Department of Nursing Staff meeting and the
Head Nurses meetina. All three trainers were available for consultation
throughout the project.

Staff changes in NETS occurred in January 1986 but this did not create any
major difficulties. The new acting Chief, NETS, and her NCOIC were trained by
the outgoing Chief, NETS, and the project officer remained constant during the
entire implementation and testing period. The project officer was reassigned
to Germany in June 1986, and responsibility for continuation was given to the
Chief, NETS.

3. DF's were sent to all nursing personnel with the class schedules
(Encl 1). A similar OF was sent by name to each physician and all department
and service chiefs announcing the classes to be given by the project officer.
It was attached to the information letters, but has been lost. Classes were
given by the project officer on the following dates and times:

22 Nov 85 - 1200 hrs (Prof. Staff Conf.) 25 Nov 85 - 1000
and 1400 hrs
27 Nov 85 - 0900 hrs
29 Nov 85 - 0830 hrs

In addition to the OF's, staff members were reminded of the classes at
virtually every meeting held during November 1985. Between the Chief, NETS,
and the project officer we served on all major hospital and Department of
Nursing Committees. The project officer also volunteered to schedule any
special training sessions desired by any of the activity chiefs. The only
group that responded to this offer was the PT, OT, NCD group mentioned
previously.

D. Implementation of Forms

The project officer coordinated with the forms manager for initial orders
for new forms to be processed starting on 25 Nov 85. Head nurses (HNs),
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wardmasters (WMs). and clinic NCOIC's were informed through their chain of
command when to submit forms requests. The project officer personally
distributed all chart dividers on 25 Nov, using that time to inform ward clerks
and head nurses of the procedure to be followed on 1 Dec when the new forms
were to begin. A DF (Encl 2) had been sent on 22 Nov to all HNs and WMs
outlining the procedure to be followed during implementation, problems
encountered already, plus additional information about the study.

On 1 December (which was a Sunday) the project officer visited all wards
and the emergency room (ER) to check on implementation. Three patients had
been admitted that day, all to the minimal care ward. The first problem
surfaced irnjediately: the ER did not have any overprinted standing orders on
the new forms (for the minimal care ward). The supervisor had procured the
overprints from the ward, and the project officer left instructions for the WM
to order sufficient overprints the next day.

The ward was not experiencing any real problems with the forms. Orders
had not all been verified, and the traditional admission note was used rather
than the abbreviated note with the admission history and assessment. The
biggest problems actually surfaced long before I December.

When the forms were received, it was discovered that the color coding for
Medication and Nonmedication Doctors Orders, as well as the Medication and
Nonmedication Therapeutic Documentation Care Plans (TDs) was in error.
Additionally the slash mark which was to have been over the "0" (to indicate
that a medication had not been administered) on the codes for the Medication
Therapeutic Documentation Care Plan had been deleted. A decision was made to
go ahead with the test dates, anticipating the arrival of corrected forms in
the middle of the study. The corrected forms actually arrived at the end of
the study and this error may have added to the difficulties experienced by some
physicians in separating their orders. The nursing staff were all informed of
the errors immediately and did not seem to have much difficulty adjusting.
Some wards used ambulatory patients to add the slash mark by hand; others
simply added it themselves when coding a medication that was not administered.

The biggest problem for nursing staff was the inability to overprint the
TDs and the Doctors Orders. Reproduction equipment at MACH, Fort Jackson, and
Eisenhower Army Medical Center, (Fort Gordon, GA) were all unable to overprint
the two types of forms. After many hours on the phone, messages to and from
the principal investigator, and much trial and error, the only machine capable
of overprinting the forms was found to be authorized only at Government
Printing Offices or by using a word processor which required manual feeding by
a staff member. Neither of these options was considered practical by the MACH
command group, so permission was obtained from the principal investigator to
copy the front page of the Doctors Orders, type on that single sheet any
standing orders, then reproduce those orders as single sheets. Pharmacy was
given copies of all standing orders for their review purposes. The
overprinting of TDs was handled differently. For short orders, rubber stamps
or printed addressograph plates were used. Some wards used the word processor
in the Chief Nurse's office, while others copied standing orders by hand onto
the TDs during slack times.

The problems created by the overprinting difficulties cannot be over-

emphasized. Nursing staff and physicians were upset, angry, and eventually
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creative in their adaptations. The use of DA 4700's to overprint standing
orders had been the general practice prior to the study, and was caused by the
inability to overprint the "old" Doctors Orders. Forms personnel cited the
three part form as the difficulty. The TDs were not reproducible due to the
heavier weight, and the folded form.

Throughout the overprinting crisis, staff were reminded to consider the
issue as a possible trade off: sturdier, more flexible forms for ones that
could be overprinted. The problem did cause a lot of extra work for everyone
involved and may have created a less than favorable attitude to initiate a
study of this magnitude.

Another issue was raised by the Chief of Inpatient Records. She pointed
out that the Doctors Orders were not a standard size when the perforated bottom
section was removed, and this made the final patient record look a bit sloppy.
She also noted that the lines on the Doctors Orders were not consonant with
standard typewriter line spaces, so overprints using word processors looked
uneven. The bulk added to the record by the heavier TD sheets also created
extra weight for records storage.

Other questions raised during the study included:

(1) The Intensive Care Unit tried to adapt their flow sheet, Cardiac
Rehabilitation protocol, and Tylenol Overdose protocol to the new TDs. After a
great deal of work, the new TD was unrecognizable. They were allowed to
continue using these three overprints.

(2) Physicians wanted pull tabs on both medication and nonmedication
chart dividers, as well as the "stat order" tab.

(3) The perforations on the doctors orders were often uneven, creating
an uneven edge when separated.

(4) Physicians complained that the additional column (to note
completion of single action orders) gave them less space to write orders.

(5) The guidelines and programmed texts were printed incorrectly.
Corrected sheets were received during the phase in, Dec 85, and were dis-
tributed at that time to all areas (Enc 3}.

(6) Staff had difficulty adapting to the new concept of using TDs as
primary form for nursing documentation. Head nurses and clinical specialists
helped by writing sample nursing orders. The Newborn Nursery was particularly
creative in using the new forms.

(7) The principal investigator and a co-investigator visited MACH 11-
13 Dec 85. They visited staff on all three shifts which had a very positive
impact on the staff. Some wards (particularly Labor and Delivery and ICU)
still wanted to transcribe single action orders; the study did not preclude
this. Some concern was raised about the effectiveness codes - i.e., does "E"
mean a drug was 100% effective? The investigators said if there was any
explaining the patient's response. Staff were often forgetting to verify all
orders. Nursing notes were frequently not preceded by "NCP#" or "Nursing
Entry" as required by the guidelines. Not having any specific guidelines for
the required frequency of charting made some staff uncomfortable. Most of
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these issues were felt to be part of the learning process and, in fact, many
concerns raised initially were alleviated as the staff became more familiar
with the guidelines and the forms themselves.

(8) Staff frequently questioned the lack of a space to note patient
understanding on the discharge record. Some added a space themselves despite
assurance that this had been considered and rejected based on a legal opinion
(from JAG, HSC) that it would not be valid.

(9) When recurring orders were continued on the reverse ;ide of the
TD, it was feared that they might be missed. The staff was instructed to write
in "continued on reverse'' as needed.

(10) The ICU had to change from clipboards maintained at the bedside
to a ringed board to hold the new TDs.

(11) One head nurse wanted to know why a discharge note had to be
written in addition to the discharge summary. Why wasn't it treated like the
admission note?

(12) One ward kept a copy of the guidelines at the nursing station.
They had put each page in a document protector and kept the entire document in
a three-ring binder with other ward references. Their example was suggested to
the other head nurses, many of whom did the same for easy reference.

(13) Many staff members complained about the loss of the yellow
highlighter to distinguish discontinued orders. Two unusual occurrences related
to the new forms occurred during the four months of the study. The first
occurred when an order was missed that was on the reverse of the TD. The
"continued on reverse" notation mentioned previously appeared to solve that
problem.

The second error occurred on a unit still using medication cards and was
felt to be a result of that practice rather then the test forms. A medication
order had been discontinued and was correctly noted on the medication TD, but
the medication card was not destroyed.

E. Decision to Continue with Form Use.

The decision to continue using the test forms beyond the study period was
made after discussions with the nursing staff and the command group. Initially
the Commander wanted to continue with the new forms with the exception of the
separate order forms. After being assured by the principal investigator that
the test forms were a package deal, he agreed to continue with all forms. The
consensus was that, despite some problems, the test forms were far superior to
that which existed prior to the study.

III. EVALUATION.

a. All participating staff members were sent a DF (Encl 4) requesting
input to assist with the evaluation. All nursing units responded as well as
three of the physicians. The physicians had each received a DF addressed to
them personally and handcarried by the project officer. The poor response was
not unusual and most of the physicians had already made their feelings known to
the project officer.
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b. Generally, the test forms were judged to be better than the old ones.
Besides the specific comments listed below in "Recommendations," the majority
of nursing staff and physicians wanted to go back to a single Doctors Orders.
The separation made nurses look in two places for new orders. Physicians felt
it created more work for them, and some continued to write consolidated orders
despite repeated attempts to explain the purpose of and correct manner to use
the separate order forms.

c. As with any change this study showed that people require time to
change. Correct use of the forms continued to improve during the study period,
but some nursing documentation suffered. The emphasis on creative, flexible
use of the TDs resulted in no documentation in some cases. Since the staff
seemed unsure how to use the TDs, but knew they were not expected to write the
traditional narrative notes, the result was insufficient nursing documentation.
The Chief Nurse assigned Evening/Night Supervisors to assist the project
officer in monitoring documentation. He finally issued a DF to all nurses
requiring charting frequency based on patient acuity. (Encl 5.)

IV. RECOMMENDATIONS.

a. Form design or guideline changes (compiled from staff evaluations):

(1) DA Form 3888-2 (TEST) Medical Record -- Nursing History and
Assessment.

(a) delete block "Typed or Printed Name of RN" - covered by
required signature sheet in record.

(b) add date and time block to top of back page.

(2) DA Form 3888-3 (TEST) Medical Record Nursing History and
Assessment (continued). NO CHANGES RECOMMENDED.

(3) DA Form 3888-4 (TEST) Medical Record Nursing Care Plan

(a) Print on heavier weight paper.

(b) Add a statement "Care Plan Reviewed with Patient" and block
for patient to initial.

(4) DA Form 3888-5 (TEST) Medical Record Nursing Discharge Summary.

(a) Add a block at the top for "Discharge to Duty:" since many
patients are military.

(b) Under section "V. Follow up," delete the redundancy in the
two appointment sections.

(c) Patient should get second copy or improve the carbon. The
third copy is often illegible without very hard pressure being used when
writing.

(5) DA Form 4256-1 (TEST) Clinical Record Doctor's Orders for
Medications.
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(a) Keep the column to note single action orders.

(b) Go back to a single Doctor's Order form.

(6) DA Form 4256-2 (TEST) Clinical Record Doctor's Orders for Non-
medications. SAME COMMENTS AS (5), ABOVE.

(7) DA Form 4677-1 (TEST) Clinical Record Therapeutic Documentation
Care Plan for Nonmedications.

(a) Cutaway bottom of TD sheet and imprint patient identification
on inside sheet so it is visible from both sides.

(b) Add a space on the front sheet to write the year, so it does
not have to be written when dating each entry.

(c) This form must be revised to make it easier to overprint.
Return to single page but maintain sturdier paper. The front page could be for
recurring orders and the back would be divided between PRN orders and single
action orders.

(d) Return the use of yellow highlighter to note discontinued
orders.

(e) Patient identification should be printed on both sides of the

form.

(f) Add "continue on reverse."

(g) Heavier weight sometimes caused addressograph stamp not to
print clearly, but extra weight still should be kept.

(8) DA Form 4678-1 (TEST) Clinical Record Therapeutic Documentation
Care Plan for Medications. SAME COMMENTS AS #7 ABOVE.

(9) Use of integrated Progress Notes.

(a) The staff was divided on this issue; half wanted it to
continue and half wanted to return to Nursing Notes.

(b) The old Nursing Notes were generally kept with other nursing
records making it easier to reference the Nursing Care Plan. All wards
continued to separate nursing forms from the rest of the patient's chart and
found it difficult to note the nursing care problem when charting.

b. If this study were repeated or these forms are implemented Army-wide, I
would change the method of training and would wait until correctly printed
forms were available. There were so many changes to adjust to that staff
needed more time to "practice" with the new forms. A two-hour teaching
session going through the programmed instruction should be coupled with two
additional hours learning to use the new TDs more effectively. The documen-
tation problems encountered at MACH were largely attributable to the staff's
difficulties in writing more concise nursing orders for routine documentation,
rather than lengthy narrative notes. Samples could be developed, then allow
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the nurses to practice in a guided session.

The printing difficulties and delay in receiving correctly color coded
Doctors Orders and TDs may have influenced the evaluation of maintaining the
separate Doctors Orders. When individual nurses were asked why they wanted to
go back to a single Doctors Orders form, the answer most often given was, "The
Doctors won't use them, or use the wrong form." It is difficult at this point
to evaluate whether the outcome would have been different if the forms had been
correctly color coded from the beginning.

In summary, I think the test forms offered many changes for the better,
and with the suggested changes should be implemented for use throughout the
Amy medical system. At my new duty station, I often wish we had theml
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DI0POTS18OI FORM
For USe Of til fonm, e AR 3d0.1; ttw p opcsot WIe fy Is TAGO.

RIFiN!CE OR OFFICE SyMUOG. SUBJECT

HSXL-PN Mandatory Classes for Nursing Personnel: New Forms

TOAll Nursing Personnel FROMC, NETS DATE 13 NOV 85 CMT1

1. Mandatory classes for all nursing personnel will begin the week of 18 NOV 85. These

classes are to reinforce and clarify the information included in the programmed instruction
guideline handouts which you have received. Head Nurses and Ward Masters are encouraged to
schedule their staff to avoid overloading a single offering.

2. The class schedule will be as follows:

Monday Tuesday Wednesday Monday Tuesday

18 NOV 19 Nov 20 Nov 25 Nov 26 Nov DATE

0730 0730 071n 0730 0730 Start time
1300 1300 1300 1600 Start time

1600 1600 Start time

3. The classes will be held in the NETS Classroom #1725.

4. The implementation date for the new forms test is I December 85. These are the forms y(

have all been waiting for-and are long overdue!

LINAREEAN

MAJ(P), ANC
Chief, NETS
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DISPOSITION FORM
For uae of this form. Sse AR 340.15: the proponent agency Is TAGO.

REFERENCE OR OFFICE SYMBOL SUBJECT

HSXL-AC CLINICAL NURSING RECORDS STUDY

WTH.I: C, DUN FROM NMA DATE22 Nov 85 CMT1

TO: HN's and WM's MAJ Prather/pfp/2125

1. The Clinical Nursing Records Study is rapidly approaching! Your continue(
assistance in the changeover process is greatly appreciated and needed.

2. New chart dividers for the physician order forms have been distributed to
all wards to be placed in the charts by the evening or night staff on 30 Nov.

3. Be sure to save the old chart dividers should they be required on 1 April

4. Seven classes have been conducted to date with poor attendance. Knowing
the conflicts with SQT testing and details this past week, I appreciate the
response we have had. Four more classes will be given next week in NETS and
you are reminded that attendance is mandatory for DON personnel, including al:
ward clerks.

5. On 1 December the forms will be implemented for all new admissions and wi:
continue to be used until further notice.

6. Patients still hospitalized on 15 December who were admitted prior to
1 December will have both types of forms. On 15 December all blank forms (olc
will be removed, and the new forms inserted in any such records. TD sheets
will have be recopied, but other forms can be left as previously written. Anj
questions about this process can be addressed to me on 16 December.

7. Forms can be ordered now to allow time next week for the preparation of
admission packets prior to 1 December.

8. Standing orders should be typed on the blank Dr. order sheets which have
been distributed. Additional copies are available in my office.

9. No solution has been found to overprinting the TD sheets, unless you can uE
rubber stamps, addressograph plates, or a word processor. The trade-off may
be for a more durable and flexible TD sheet. This is not a dead issue and is
still being explored.

10. I will be available on 1 December for any questions. MAJ Bell, Principal
Investigator, will be here 12-13 December, so if I can't answer your question,
we can get it answered then.

11. Hang in there--I'm sure the creative spirit will triumph and obstacles wil
be overcome.

PATRICIA F. PRATHER
MAJ, ANC
Nurse Methods Analyst
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DISPOSmTOW PORMn
For uleof this form, ee AR 340.15; the propontnt agency IS TAGO.

REFERENCE OR OFFICE SYMBOL SUBJECT

HSXL-AC CHANGES TO CLINICAL NURSING RECORDS STUDY - GUIDELINES

TOALL NURSING UNITS FROM NMA DATE4 Dec 85 CMTI
MAJ Prather/pfp/2125

1. All nursing units are asked to make the following pen and ink changes to the published
Form Guidelines for the Clinical Nursing Records Study.

2. The changes are:

a. page 1 - change the date to 1 Aug 1985

b. page 5 - Figure no. 29 should be "DA Form 4678-1"

c. page 17 - Item 14b, change the third sentence to "The time and signature or initia
of the individual carrying out the order indicates that the order has been completed and
requires no transcription to the DA Form 4677-1 ([TEST) or DA Form 4678-1 (TEST).

d. page 36 - Figure 29 should be labeled DA Form 4678-1 (TEST)

e. page 38 - Item 38b, add the following sentence to the end of this item: "If there
are no specific nursing care plan problems to be reflected in the Progress Notes, a note i
to be preceded with the words 'Nursing Entry' or 'Nursing Note'.

f. page 39 - Item 38f, change the notation from "error in recording" to "error".

3. Any questions about these changes should be addressed to the project officer.

PATRICIA F. PRATHER
MAJ, ANC
Nurse Methods Analyst
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DISIPOSITION FORM
Fer of this fam, om AM 340.15: "to p0emnit somy Is TAGO.

REFERENCE On OFFICE SYMSOL SUDJ*CT

HSXL-AC Review of Test Firms

TO Staff, Dept of Nag FM NMA O*TE 8 April 86 CMT I

Staff, Dept of Surg MAJ Prather/lmc/2125
Staff, Dept of Medicine
Staff, Dept of Psych

I. Test forms were implemented on 1 December for a test period of four months.

2. While the official evaluation period has been completed, the results of the trial
usage are just now being sought.

3. Members of the research team from HSC will be here the end of May but have requested
your input prior to their official visit.

4. Please send me any comments regarding the test forms, the programmed text, or the
forms guideline. I will be taking your comments to HSC on 1-2 May for review with the
other test site coordinators.

5. Comments should be addressed to each form (listed below) or booklet and returned to me
Y1,T 25 April:

DA Form 3888-2 (TEST) Medical Record--Nursing History and Assessment
DA Form 3888-3 (TEST) Medical Record--Nursing History and Assessment (Cout'd)
DA Form 3888-4 (TEST) Medical Record--Nursing Care Plan
DA Form 3888-5 (TEST) Medical Record--Nursing Discharge Summary
DA Form 4256-1 (TEST) Clinical Record--Doctor's Orders for Medications
DA Form 4256-2 (TEST) Clinical Record--Doctor's Orders for Noamedications
DA Form 4677-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan for

Nonmedications
DA Form 4678-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan for

Medications

PATRICIA F. PRATHER
MAJ, AN
Nurse Methods Analyst

CF: C, Dept of Nsg
C, Dept of Surg
C, Dept of Med

C, Dept of Psych

G-49
Encl 4

DA FORM PREVIOUS EOITIONS WILL BE US.O GPO 1984 0 -455-151
DAAUG80 49



For use of this form, s" AR 340-15: the arooonent agency is TAGO.

REFERENCE OR OFFICE SYMBOL SUBJECT

HSXL-PN Nursing Documentation in the Clinical Record

TO All Clinical Head Nurses FROM C, DON DATE 14 Apr 86 CMT1

A1J01A COL Pfaehler/pry/2119

1. During the past several weeks I have reviewed inpatient records from the different
nursing units. I am concerned that the nursing process is not being adequately documented
in the patient's record. As you are aware the nursing process is a systematic, problem
solving thought process which is essential to accomplishing specific, predictable, individual
izea care. Listed below are some of my observations as they relate to documentation of the
elements that make up the nursing process.

a. Assessment. The documentation of baseline nursing history and assessment on the
charts I have reviewed are excellent. The nursing history and assessment are being completed
upon admission as required and are IAW the AMEDD Standards of Nursing Practice.

b. Planning. The Nursing Care Plan (NCP), DA Form 3888-4 being completed upon admis
sion and nursing problems have been identified. However, for proolems identified on the NCP
there should be corresponding nursing interventions written as nursing orders on the Thera-
peutic Documentation Care Plan (TDCP) which reflect the numbers of the identified problems.
The "date accomplished" opposite each expected outcome on the NCP must be indicated. Recomme
that the RN who completes the Nursing Discharge Summary ensure that the "date accomplished" o
the NCP is indicated for each problem identified on the NCP. Those nursing units utilizing a
standard NCP must ensure that the NCP is individualized for each patient, i.e., delete proble
that do not apply and add additional problems that may not be included in the standard NCP.
In the majority of records I have reviewed "discharge considerations" have not been documente
on the NCP. Discharge planning should begin at admission with the assessment by the RN. The
initial note in the "Discharge Considerations" block should be made by the RN completing the
NCP on admission.

c. Implementation. If used appropriately the TDCP should subsume the majority of inci-
dental and routine charting related to the efficacy of nursing interventions and other patien
responses. However, most of the records I reviewed revealed inadeauate documentation of
nursing interventions, eg.

(1) Most of the "recurring actions" on the TDCP were the result of physician

orders and not nursing orders.

(2) Problems identified on the NCP were not addressed with a nursing order.

(3) Effectiveness codes (+ or -) were not being utilized, therefore it was difficu
to determine whether the nursing intervention and/or observation was satisfactory or not.

(4) Progress Notes in most records revealed very few nursing notes.

d. Evaluation. Evaluation of the effects of nursing actions during and after implemen-
tation determines the patient's response and the extent to which goals are achieved. It was

difficult to determine the patient's status from the nursing progress notes, i.e., was the
'atient making progress or not? Were the goals on the NCP accomplished?
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HSXL-PN
Nursing Documentation in the Clinical Record

2. I appreciate the hard work and long hours that you and your staff have devoted to pro-
viding our patients with quality nursing care. I have reviewed some of the patient survey
forms completed by your patients and the overwhelming majority of your patients have been
very complimentary of the care they received while a patient on your nursing unit. However,
we must ensure that the care provided to our patients is adequately documented in the clinica
record. As you know, the MEDDAC will be inspected by the HSC IG team during the week 5 - 9
May. LTC Greenlee, an ANC officer detailed as an IG, will be inspecting the Department of
Nursing. The major part of her inspection will be to evaluate the quality of nursing care
you and your staff provide to your patients. Since she will be here for only 1 week, she
will reach her conclusions by inspecting such things on your unit as tne:

a. Training of your staff, i.e., your unit orientation and inservice programs, CPR
certification, RN/LPN licenses, civilian performance standards, quarterly counseling

b. Ward SOP's as they relate to your specific ward.

c. Your Standards of Care

d. Unit QA Program

e. Documentation of Nursing Process in the clinical record, etc.

3. I want each clinical head nurse to place added emphasis on nursing documentation to ensur
that the nursing process is being documented. Until such time as you and MAJ(P) Driggers
determine that the nursing documentation on the NCP and TDCP is reflective of the care
provided, the following as a minimum must be documented:

Nursing Notes documented on the SF 510 based upon the acuity of the patient.

(1) Once per shift for category 4, 5, & 6

(2) Once per day for category 2 & 3

(3) Once per week for category I

KARL H. PFAEHLER
COL, AN
Chief, Department of Nursing
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Clinical Nursing Records Study Final Report

Bayne-Jones Army Comunity Hospital

Fort Polk, Louisiana

LTC Sharleen G. Meyers, AN
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Introduction

Bayne-Jones Army Community Hospital is a 169 bed hospital supporting the
Fort Polk MEDDAC. This MEDDAC serves a population of 13,600 active duty
soldiers (primarily assigned to the Fifth Infantry Division), 16,200
dependents, and 10,000 retired personnel and dependents.

The medical staff is comprised of 43 physicians in the following
specialty areas - Family Practice, Aviation Medicine, General Surgery,
Orthopedics, OB/GYN, Internal Medicine, Pediatrics, Dermatology, Radiology,
Psychiatry, and Ophthamology. Additional services are provided by Social
Work, Podiatry, Optometry, Physical Therapy, Occupational Therapy, Audiology,
Preventive Medicine and Clinical Dietetics.

The largest department in the hospital is the Department of Nursing.
Personnel in this department number 93 professionals and 185 allied health
professionals.

During the time of this test the ambulatory care data base study was also
in progress in the outpatient clinics. Consequently, the physicians were
already tasked with additional documentation requirements.

Implementation

The original project officer was not involved in the decision making
process to allow the study to be conducted at this site.

The Commander, and the Chief, Department of Nursing apparently made that
decision based on information received from and communication with the
Commander of Health Services Command, and the Chief, Army Nurse Corps.

Approximately six months before the study was actually started, an
information paper (see Appendix A) was distributed to the Commander, the
Headquarter's staff, MC, AMSC, MSC officers and Department of Nursing's
personnel. The project officer held individual meetings with key officers to
discuss actual implementation and to answer questions. The key officers
included the Chief of Clinical Support Division, Chief of Pharmacy and the
Chief of Patient Administration Division.

ogistics

The logistics of actually receiving, storing, and distributing the test
forms were coordinated with the Records Management Officer. She selected one
individual to assume sole responsibility for the test forms. Test forms were
stored all together in one corner of the Materiel Distribution Service storage
area. The person in charge was/is the only person authorized to distribute
the forms and is continuing to do so.

The one time distribution of chart dividers was accomplished by the NCOIC
of one clinical nursing section. In a MEDDAC of this size that was easily
accomplished.
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At the time set aside for initial distribution of test forms, NCOICs were
directed to turn in unopened packages of the DA forms being replaced by the
test forms. The DF dedicated to that subject also covered the dispositon of
all remaining loose copies of the non-test forms (see Appendix B). Since
training classes were not scheduled for the key personnel who worked in the
various out-patient clinics, they did not understand the importance of
removing old forms from the system. Consequently, when physicians admitted
patients directly from the clinics they frequently utilized the old non-test
doctor's order sheets as the old forms had not been purged from the system.
That was a significant logistical error that impacted on the smooth
implementation of the test forms.

Training

The Chief of NETS was selected as a trainer at the beginning of the
project. She was selected because of her position as Chief of NETS. It was
felt that the incumbent of that position could manage a Department of Nursing-
wide education program. She also had the support of an NCOIC and one
secretary.

An ANC officer who was a clinical staff nurse was also selected as a
trainer in June 1985. He was selected due to his projected availability as a
trainer for personnel working rotating shifts. That would also place a
trainer in-house after duty hours to serve as a resource person.

One additional trainer was utilized, in part, due to the logistics of the
situation. The NCOIC of NETS actually was utilized as a trainer more
frequently than the designated clinical staff nurse. The NCOIC of NETS was
readily available when the bulk of the training was scheduled. He also
provided documentation orientation for new permanent party and other personnel
assigned to the Department of Nursing.

As indicated earlier, the information papers were sent to the
Headquarters staff, division and department chiefs, Department of Nursing
staff and other involved professional staff in August 1985. In October 1985
the first project officer briefed the key Department of Nursing staff on the
progress of the project. She then held individual meetings with the chiefs of
Social Services, Clinical Support Division, Patient Administration Division
and the Pharmacy. During the November-December 1985 time frame the current
project officer again informally met with the chiefs of Social Services,
Clinical Support Division, Patient Administration Division and the Pharmacy to
discuss final logistical plans for implementation of the new forms.

A formal training schedule was devised to provide formal training for the
Department of Nursing staff who were assigned to the in-patient units. The
initial session was set up for Chief Nurse's office staff, clinical head
nurses and all other ANCs who work week-end/holiday coverage in the Chief
Nurse's office. Subsequent sessions were scheduled for specific groups as
follows - staff nurses, LPNs/91Cs, nursing assistants, 91As/91Bs/91Fs, and
ward clerks. The time allotted for each class was four hours. This included
time to complete the Programmed Instruction. It soon became apparent that four
hours was a more than sufficient allotment.

The Documentation Study Training Outline was followed and the prepared
transparencies were utilized in presenting the material. After the staff in
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position at the initiation of the study had been oriented a video tape was
prepared to be utilized to train in-coming personnel.

A special training session was held in the Operating Suite to familiarize
the operating room and anesthesiology staffs on the specific forms that would
be utilized by them . That session was set up at a time consistent with their
peculiar tour of duty.

Some Medical Corps department an iervice chiefs were briefed on an
individual basis. When the DCCS held a staff meeting for all MEDDAC
physicians, time was set aside for the project officer, and the Chief of NETS,
to brief the bulk of the physician staff. One week later the DCCS put out a
OF to all physicians highlighting the key points covered in the briefing
session.

The training for the Department of Nursing staff began 6 weeks prior to
the kick off of the study. The meetings with the physicians were held
approximately 10 days before the phase-in started.

Implementation of Er ms

The study started on 21 January 1986. One problem encountered before the
phase-in period started was related to overprinting standard orders on the
Therapeutic Documentation forms. Our solution was to develop rubber stamps
to be utilized by each unit for standing orders. There were some problems
encountered with actual use of the stamps and getting the stamps lined up with
lines and boxes on the forms.

The overprinting of standing doctor's order sheets was addressed prior to
phase-in. Our facility's publication section did not have the capability to
overprint through all three pages of the DA 4256-1, 4256-2 or 3888-5 forms.
In researching this problem it was decided that the above forms would be
overprinted by utilizing the word processor printers.

All of the overprinted doctor's orders were placed on a single diskette.
In addition, overprints for one 3888-2 form and three 3888-4 forms were
included. The remaining two overprints on the diskette were for DA 3888-5
forms. The grand total of 19 individual overprints was to be reproduced
utilizing the word processor printer.

The Records Management Officer was involved in all discussions related to
overprinting forms. She was unable to provide logistical support in the form
of personnel or equipment to actually overprint on the word processor printer.

An initial supply of overprinted forms was producea by a soon to be
retired Seargent First Class who in essence was in an excess mode. She had to
do her work after normal duty hours or during the lunch hour when the
secretarial staff was not utilizing the word processor printers. Availability
of the printers became a very real problem as the competition for time on the
equipment was intense.

Initially, the overprinted forms were stored in a cabinet in the Chief
Nurse's Office. Managment of these forms was subsequently transfered to the
one individual in publications who was responsible for storing and controlling
all blank study forms.
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Eventually, the decision was made to print a single copy overprinted
doctors order sheet for standing physician's orders for medications. This
single copy would remain in the patient's record. A single physician's order
would be written on a standard three part doctor's order sheet to initiate
standing medication orders. The pink copy would be sent to pharmacy where a
copy of all standing orders was on file. The pharmacy service would then
process the appropriate set of orders. Single copy overprinted doctor's order
sheets for standing physician's orders for non-medications were also printed.

Since the Publication Section had the capability to print single copy
order sheets, and could support requests for same, it eliminated the need to
find a word processor printer and personnel resources to overprint the three
part forms. This was an important solution to a major logistical problem.
Seventeen documents formerly printed on word processor printers were now being
reproduced as single copies by the Publications Section printers. The
remaining two documents being overprinted on the word processor printer were
DA 3888-5 Discharge Summary forms utilized by the Newborn Nursery staff and
the Postpartum ward staff. These two forms continue to be overprinted by the
units' ward clerks utilizing word processor printers. The access to word
processor printers has continued to be an intermittent problem and seems to be
minimal at present.

In general, ruffled feathers were smoothed by face to face discussion of
problems. This project officer used public relations techniques including
listening to complaints, soliciting help/assistance from the irate/offended
individuals and offering assistance to brighten the day.

There were no unusual occurrences that could be related to documentation
on the test forms. The specific forms were not a causative factor only the
individuals inadequate performance at a given point in time.

The problem generated when all non-test doctor's order sheets were not
removed from the out-patient clinic areas (see the Logistics section) was
resolved when all extraneous forms were successfully purged from the system.
This prevented an increase in the incidence of ruffled feathers.

The two major problems related to actual utilization of the test forms
were a lack of nursing orders specific to individual patient's current
problems and insufficent documentation of patient care/progress on the SF 509.
In September, the Chief of NESD was given a project to assist each unit with
ways to improve their documentation. She actually worked on some units to get
a feel for "applying theory in practice." The end results were included in a
three page hand out entitled "How to Make Care Plans Work For You." In
addition, an effort was made to standardize intravenous therapy nursing
orders. Rubber stamps of nursing orders were made for each unit and inservice
classes were presen+ed by the Infection Control Nurse and Chief of NESD for
all in-patient units', RNs and LPNs.

The classes on documentation of iV therapy featured lively interchanges
between staff and presenters about standardizing documentation. However,
standardizing documentation of intravenous therapy led to improved
documentation.
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Many factors seemed to impact on the problem of insufficent documentation
of patient care/progress on the SF 509. First, angry feelings were voiced
that the Nursing Notes (SF 510) were taken away and if that form was no longer
in use then they (the nurses) perceived that they were not supposed to chart
except on the Therapeutic Documentation Care Plans. Second, there was either
reluctance, confusion or a lack of understanding about when to write on the
progress notes. It seemed that the nursing staff was not comfortable with
making the decision .about when to document on the SF 509.

The decison was made initially to limit documentation on the SF 509 form
to permanent party personnel. After the study was well underway, the non
permanent party personnel were allowed to chart. Their documentation was and
is being monitored by the RN staff.

Problems with minimum utilization of the Therapeutic Documentation Care
Plans could be attributed to a lack of understanding of how TD's could be used
to help the staff easily document nursing actions that would translate into
factors to be utilized in calculating patient acuity. Also, staff nurses had
difficulty expressing nursing orders in terms compatible with the coding
system. Consequently, they often did not write key nursing orders. At the
same time, ward censuses were high and the clinical head nurses were very
busy. Perhaps they could not find the time necessary to identify nursing
orders thet were standard for nursing care problems frequently identified on a
given unit. Decision to Continue With Form Use

In April 1986, a Clinical Nursing Records Study Questionnaire was given
to all Department of Nursing personnel who were using the test forms. There
were 92 completed questionaires returned and the responses tabulated. In
response to the question "Would you prefer to return to the previous method of
documentation?" 98 percent responded NO.

This mandate coupled with positive reports from the Nursing Quality
Assurance Committee and the finding that no unusual occurences during the test
period could be attributed to the study forms was outlined in the project
officer's recommendations to continue the study through calendar year 1986.
The Chief, Department of Nursing accepted the recommendation and presented her
recommendation to the MEDDAC Commander. There was no dissent and the decision
was made to continue using the test forms.

Evaluation

Input was collected regarding changes by utilizing the questionnaire
discussed in the previous section, and by the project officer and the chief of
NESD informally discussing form utilization on the individual units. Staff
reactions were generally enthusiastic and positive.

Recommendation

Any form design or guideline changes suggested by personnel at this test
site were already presented at the May 86 meeting of Project Officers and the
Principal Investigator. However, based on experiences at this site I
recommend that one individual, who is knowledgeable about the study forms and
writing nursing orders, be totally available to work on a one-to-one basis
with head nurses ASAP after implementation of the forms. This person could
work with the head nurses to observe patients, the care required and provided,
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and documentation of that care. In this manner, suggestions could be made andchanges could be initiated immediately. This would serve to reinforce thetraining provided in classes and to provide real patients and pertinent
examples for each unit staff.

In addition, I would establish working groups or committees composed ofhead nurses, staff nurses, the primary trainer, supervisors and/or other
knowledgeable people to work on writing nursing orders specific for problemsencountered on a particular unit and/or common to many units. The creation ofstandard nursing orders that address actions indicated to deal with problems
common to many patients could be a time saving measure that would prevent thereinvention of orders by several different individuals. The end result couldbe improved docurentation of care, more time to spend with the patient, and a
more satisfied staff.
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APPENDIX A

INFORMATION PAPER

SUBJECT, The Clinical Nursing Records Study

ISSUE, To describe a study regarding nursing documentation conducted
by the USA Health Care Studies and Clinical Investigation Activity (HCSCIA),
Ft Sam Houston, TX. Prepared for Commanders and headquarters' staffs at test
sites.

FACTS,

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been an
overwhelming number of requests for overprints and exceptions to policy. A
1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program. Emphasis was expanded to examine all
inpatient forms currently in use at MTFs. The Study Director is COL Marian
Walls, ANC, formerly Senior Staff Officer, Nursing Division, HQ HSC,
currently, Chief, Department of Nursing, Brooke Army Medical Center. Co-
investigators are MAJ Martha Bell, ANC and LTC Terry R. Misener, ANC, Nursing
Methods Analysts, HCSCIA.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, ARs, and medical/legal
considerations. Representatives from HSC DCCS, PAD, and JAG served as
advisors. In addition, proposed changes were coordinated with OTSG PAD, OTSG
Publications, and DA TAG to insure that "test" forms are considered parts of
the permanent inpatient record. Concomitantly, proposed changes have been
reviewed by the JCAH. OTSG Consultants were briefed regarding the study
effort and have concurred.

3. The authority for the test is HQDA Letter 40-85-4 "Clinical Nursing
Records Study-Test Forms". Five revised and three new forms (Appendix 1) will
be tested. SF 509 Progress Notes will be used by nursing personnel during the
test. Test forms are authorized for use only at designated sites. The forms
will be phased in over a month on all nursing units at each test site, and
used for an additional three months. HQDA Letter 40-85-4 authorizes use of
the test forms for two years; hence, facilities will have the option to
continue using the forms after the testing period. Printing costs will be
absorbed by DA; one year's quantity has been ordered to preclude local
reproduction of forms and guidelines.

4. Four MTFs (FAMC, and the hospitals at Fts Jackson, Campbell, and Polk)
will participate in the study. Hospital staffs will be oriented to the test
by project personnel from local Departments of Nursing. Site coordination
will be completed through project officers appointed by local Chief Nurses.
Your Project Officer is Lieutenant Colonel Lynn Jorgeson.
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APPENDIX 1

Clinical Nursing Records Study

Test Forms

REVISED FORMS

DA Form 3888-2 (TEST) Medical Record--Nursing History and Assessment
(revision of DA 3888)

DA Form 3888-4 (TEST) Medical Record--Nursing Care Plan
(revision of DA 3888-1)

DA Form 4256-1 (TEST) Clinical Record--Doctor's Orders for Medications
(revision of DA 4256)

DA Form 4677-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Nonmedications

(revision of DA 4677)

DA Form 4678-1 (TEST) Clinical Record--Therapeutic Documentation Care Plan
for Medications

(revisi:1 of DA 4678)

NEW FORMS

DA Form 3888-3 (TEST) Medical Record--Nursing History and Assessment,
continued

DA Form 3888-5 (TEST) Medical Record--Nursing Discharge Summary
(NOTE, a multiple copy form; copies designed to be included in the

inpatient and outpatient treatment records and provided as a record of
discharge instructions for patient's home use.)

DA Form 4256-2 (TEST) Clinical Record--Doctor's Orders for Nonmedications
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HSXV-DN
9 July 1985

INFORMATION PAPER

SUBJECT: The Clinical Nursing Records Study

ISSUE: To describe a study regarding nursing documentation conducted by the
USA Health Care Studies and Clinical Investigation Activity (HCSCIA). Ft Sam
Houston, TX. Prepared for Department of Nursing personnel at test sites.

FACTS:

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been an
overwhelming number of requests for overprints and exceptions to policy. A
1981 ad hoc committee for clinica# nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program. Emphasis was expanded to examine all
inpatient forms currently in use at MTFs. The Study Director is COL Marian
Walls, ANC, formerly Senior Staff Officer, Nursing Division, HQ HSC, currently
Chief, Department of Nursing, Brooke Army Medical Center. Co-investigators
are MAJ Martha Bell, ANC and LTC Terry R. Misener, ANC, Nursing Methods
Analysts, HCSCIA.

2. A worldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH Requirements, Army Regulations, and medical-
legal considerations. Representatives from HQ HSC Patient Administration
Division, Judge Advocate General, and Deputy Chief of Staff for Clinical
Services served as advisors. "Test" forms will be part of the permanent
inpatient record. Proposed changes and guidelines have been reviewed by the
JCAH. OTSG Consultants have been briefed regarding the study effort and have
concurred. Commanders of test sites have agreed to testing of forms at their
respective facilities.

3. Five revised and three new forms (Appendix 1) will be tested. Revisions
involve the nursing history, assessment, and care plan formats (DA Forms 3888
and 3888-1); the use of a coding system on revised Therapeutic Documentation
Care Plans (DA Forms 4677 and 4678) to indicate efficacy of intervention; and
the separation of nonmedication from medication orders on the physician's
order sheets (DA Form 4256). Chart dividers will be provided to separate
medication from nonmedication orders, with necessary "pull tabs" to enable
care providers to "flag" newly written orders. Transcription of certain
orders to revised Therapeutic Documentation sheets will no longer be required
because of the format of the order sheets. New forns to be introduced are a
nursing discharge summary and nursing history/assessment continuation form.
Nursing personnel will use the SF 509 Progress Notes rather than SF 510
Nursing Notes during the test period.

4. All Department of Nursing personnel and other hospital staff will be
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oriented to test forms and guidelines by study personnel from localDepartments of Nursing. The forms will be phased in over a month on allnursing units at each test site and used for an additional three months.Following the testing period, personnel will be asked to assess variousaspects of the forms and guidelines. Facilities will have the option tocontinue using the forms after the testing period.

5. Four medical treatment facilities (Fitzsimons Army Medical Center, and thehospitals at FTs Jackson, Campbell and Polk) will participate in the studyeffort. Test forms are authorized for use ONLY at designated sites. Projectofficers from the Departments of Nursing have been appointed by local ChiefNurses. Questions or issues concerning the test forms are to be directed toyour Project Officer who is LTC Jorgeson 3660/3148.
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HSHN-H
I August 1985

INFORMATION PAPER

SUBJECT, The Clinical Nursing Records Study

ISSUE, To describe a study regarding nursing documentation conducted by the
USA Health Care Studies and Clinical Investigation Activity (HCSCIA), Ft Sam
Houston, TX. Prepared for MC. AMC. ad MC Qfficers at test sites.

FACTS,

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been an
overwhelming number of requests for overprints and exceptions to policy. A
1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program Emphasis was expanded to examine all
inpatient forms currently in use at MTFs.

2. A wo-ldwide survey of Army nursing personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, Army Regulations, and medical-
legal considerations. Representatives from HQ HSC Patient Administration
Division, Judge Advocate General, and Deputy Chief of Staff for Clinical
Services served as advisors. Proposed changes and guidelines were reviewed by
the JCAH. OTSG Consultants were briefed regarding the study effort and have
concurred. Commanders of all test sites agreed to testing of forms at their
respective facilities,

3. Five revised and three new forms will be tested. Revisions involve the
nursing history, assessment and care plan formats (DA Forms 3888 and 38881);
the use of a coding system on revised Therapeutic Documentation Care Plans (DA
Forms 4677 and 4678) to indicate efficacy of intervention; and the separation
of nonmedication from medication orders on the physician's order sheets (DA
Form 4256). Chart dividers will be provided to separate medication from
nonmedication orders, with necessary "pull tabs" to enable care providers to
"flag" newly written orders. New forms to be introduced are a nursing
discharge summary and nursing history/assessment continuation form. Nursing
personnel will use the SF 509 Progress Notes rather than SF 510 Nursing Notes
during the test period. "Test" forms will be part of the permanent inpatient
record.

4. Hospital staffs will be oriented to test forms and guidelines by project
personnel from local Departments of Nursing. The forms will be phased in over
a month on all nursing units at each test site and used for an additional
three months. Foliowing the testing period, personnel will be asked to assess
various aspects of the forms and guidelines. Facilities will have the option
to continue using the forms after the testing period.
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5. Four medical treatment facilites (Fitzsimons Army Medical Center, and the
hospitals at FTs Jackson, Campbell and Polk) will participate in the study
effort. Project officers from the Departments of Nursing have been appointed
by local Chief Nurses. Questions or issues concerning the test forms are to
be directed to your Project Officer who is LTC Lynn Jorgeson/3148.
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HSHN-H
I August 1985

INFORMATION PAPER

SUBJECT, The Clinical Nursing Records Study

ISSUE, To describe a study regarding nursing documentation conducted by the
USA Health Care Studies and Clinical Investigation Activity (HCSCIA), Ft Sam
Houston, TX. Prepared for Patient Administration Division personnel at test
sites.

FACTS,

1. In recent years general dissatisfaction has been verbalized within the
Army Nurse Corps regarding inpatient nursing documentation. There has been an
overwhelming number of requests for overprints and exceptions to policy. A
1981 ad hoc committee for clinical nursing records proposed revisions and
recommended testing of revised forms. The study was assigned to HCSCIA as
part of the FY 84 AMEDD Study Program Emphasis was expanded to examine all
inpatient forms currently in use at MTFs.

2. A worldwide survey of Army nursirr personnel identified documentation
problems. A working group of ANC officers was formed to identify possible
changes within the scope of JCAH requirements, ARs, and medical-legal
considerations. Representatives from the HQ HSC PAD, JAG, and Deputy Chief of
Staff for Clinical Services served as advisors. In addition, proposed changes
have been coordinated with OTSG PAD, OTSG Publications, and DA TAG to insure
that "test" forms are considered parts of the permanent inpatient record.
Proposed changes and guidelines were reviewed by the JCAH. OTSG Consultants
were briefed regarding the study effort and have concurred. Commanaers of
test sites have agreea to allow testing of forms at their respective
facilities.

3. The authority for the test is HQDA Letter 40-85-4 "Clinical Nursing
Records Study-Test Forms". Five revised and three new forms (Appendix 1) will
be tested. Forms are authorized for use ONLY at test sites. Nursing
personnel will use SF 509 Progress notes to record narrative notations usually
found on the SF 510 Nursing Notes. SF 510 will not be used during the period
of the test.

4. Hospital staffs will be oriented by study personnel from local Departments
of Nursing. The forms will be phased in over a month on all nursing units at
each test site, and used for an additional three months. HQDA Letter 40-85-4
authorizes use of the test forms for two years; hence, facilities will have
the option to continue using the forms after the testlig period. One year's
quantitiy has been ordered to preclude local reproduction of forms or
guidelinc3.

5. Four medical treatment facilities (Fitzsimons Army Medical Center, and the
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hospitals at FTs Jackson, Campbell and Polk) will participate in the study.
The costs of printing all forms and accompanying guidelines will be
absorbed by DA. Guidelines will be provided to medical records personnel at
test sites. Project officers from the Departments of Nursing have been
appointed by local Chief Nurses. Questions or issues concerning the test forms
are to be directed to your Project Officer who is LTC Lynn Jorgeson/3148.
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Appendix B

Clinical Nursing Records !tuLU = Forms Management

HSXV-DN Clinical Nursiog Records Study - Forms Management

TO FROM

SEE DISTRIBUTION Project Officer 9 Jan 86

LTC Meyers/td/3148

1. The CLinical Nursing Records Study is scheduled to begin 21 January 86. Chart dividers

will be distributed to all in-patient units based on operating beds. The test forms and forms

in current use will be managed as follows:

2. Mr. Clear, in publications will control all blank forms. The initial supply of

over-printed doctors order sheets will be distributed where appropriate, during the week

prior to 21 January 86. These forms will be controlled by the Project Officer.

3. The rubber stamps on order for use with the therapeutic documentation care plans are

projected to arrive next week. These stamps will be distributed to the users ASAP.

4. When requesting issue of forms, please separate requests for test forms from non-test

forms on seperate DA 17's.

5. At the time of pick-up of test forms, NCOIC's will turn in unopened packages of the

following forms to Mr. Clear. He will store these forms until a decision is made to

discontinue or continue the study. Turn in DA Forms 3888, 3888-1, 4256, 4677 and 4678.

Loose copies of the above forms are to be maintained on the in-patient units to be used in

charts of patients admitted prior to 21 January 86 who will be discharged before 4 February 86.

On 4 February all remaining loose copies should be destroyed. At that time all charts wIll be

converted to the test forms.

6. Distribution of test forms and turn-in of old forms will proceed as tollows from 0800-1600.

a. Clinical Support Tuesday January 14th

and (DA Forms 4256-1 and 4256-1)

Operating Room

b. Clinical Nursing Section II Wednesday January 15th

c. Clinical Nursing I Thursday January 16th

d. Ambulatory Care Section Friday January 17th

Adherence to the above schedule by ward, clinic, NCOICs will be most appreciated.
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HSXY-DN 
MISUBJECT: CtinicaL Nursing Records Study -Forms ManagementCT

7. Any questions about the management of test forms shouLd be directed to the project
officer or SFC Kaas.

/s/SHARLEEN G. MEYERS

LTC, ANC
Project Officer CNR Study

DISTRIBUTION:

C, DON Wardmasters
Asst C, DON Clinic NCOIC's
C, PubLications C, NETS
Mr. Clear LT Peterson
Section Supervisors ALL Head Nurses

G-6 8



APPENDIX C

FORM UTILIZATION _ UNIT 1

YES NO NA % COMPLIANCE INTERNAL NURSING AUDIT SHEET

79 3 4 97 1. Doctor's orders taken off by paraprofessionals or ward clerk

verified by RN's initials in the appropriate box on DA Form 4677

and DA Form 4678.

79 12 0 87 2. TPR Graphic SF 511 filled out properly to include admitting

vital signs.

75 11 0 88 3. DA Form 3888-2 (Test) completely filled out as well as signed

by RN within 24 hours of admission.

79 12 0 87 4. DA Form 3888-4 (Test) initiated by RN within 24 hours of

admission.

62 6 23 91 5. If DA Form 3888-2 (Test) is not completed on admission is there

an admission note on SF 509, in SOAP format, incLuding age, race,

general condition, sex, history and pertinent physical assessment data?

37 3 51 92 6. Allergies underlined in red pencil and sticker on front of chart.

70 21 0 77 7. Problem list must include date and initial of RN identifying problem.

ALL problems numbered.

66 25 0 73 8. Nursing orders reflect problem List and are initiated by RN. Numbered

by problem.

75 3 13 96 9. Nursing notes on SF 509 reflect changes in patients' response; notes

are not repetitious or stating normal responses.

49 13 29 79 10. NCP and appropriate prooLem numbers(s) are used with SOAP notes.

Other notes are prefaced by: Nursing Note or Nursing Entry.

83 8 0 91 11. Doctor's orders taken off correctly and written on the correct

documentation sheet. Single action orders accounted for correctly.

51 14 26 78 12. Results of PRN meds/proceoures are charted using tie results codes-

omitted, ineffective or abnormal results have a SOAP note on the SF 509.

81 10 0 89 13. DA Form 4677 and DA Form 4678 are filled out correctly and completely.

33 11 47 75 14. Results of single action orders that can be evaluated are documented

on the SF 509 in SOAP format.

28 4 59 87 15. DA Form 3888-5, Discharge Instructions initiated or completed and

signed by RN. Cross reference made on SF 509 on discharge.
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FORM UTILIZATION = UNIT "2

YES NO NA % COMPLIANCE INTERNAL NURSING AUDIT SHEET

73 7 6 91 1. Doctor's orders taken off by paraprofessionals or ward clerk

verified by RN's initials in the appropriate box on DA Form 4677

and DA Form 4678.

65 21 0 75 2. TPR Graphic SF 511 filled out properly to include admitting

vital signs.

75 11 0 87 3. DA Form 3888-2 (Test) completely filled out as well as signed

by RN within 24 hours of admission.

71 12 3 85 4. DA Form 3888-4 (Test) initiated by RN within 24 hours of

admission.

23 3 60 88 5. If DA Form 3888-2 (Test) is not completed on admission is there

an admission note on SF 509, in SOAP format, including age, race,

general condition, sex, history and pertinent physical assessment data?

24 5 57 83 6. Allergies underlined in red pencil and sticker on front of chart.

72 14 3 84 7. Problem List must include date and initial of RN identifying

problem. ALL problems numbered.

64 17 5 79 8. Nursing orders reflect problem List and are initiated by RN.

Numbered by problem.

72 0 14 100 9. Nursing notes on SF 509 reflect changes in patients' response;

notes are not repetitious or stating normal responses.

56 11 19 84 10. NCP and appropriate problem numoers(s) are used with SOAP notes.

Other notes are prefaced by:, Nursing Note or Nursing Entry.

80 6 0 93 11. Doctor's orders taken off correctly and written on the correct

documentation sheet. Single action orders accounted for correctly.

42 11 33 79 12. Results of PRN meds/procedures are charted using the results

codes; omitted, ineffective or abnormal results have a SOAP note

on the SF 509.

82 3 1 96 13. DA Form 4677 and DA Form 4678 are filled out correctly and

completely.

28 7 51 80 14. Results of single action orders that can oe evaluated are

documented on the SF 509 in SOAP format.

40 3 43 93 15. DA Form 3888-5, Discharge Instructions initiated or completed

and signed by RN. Cross reference made on SF 509 on discharge.
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FORM UTILIZATION AL .

YES NO NA % COMPLIA#CE lNTE##AL NURSING AUD#T SHEET

65 3 4 96 1. Doctor's orders taken off by paraprofessiunals or ward clerk
verified bv RN's initials in the appropriate box on DA Form 4677

and DA Form 4678.

68 4 0 94 2. TPR Graphic SF 511 filled out properly to include admitting

vital signs.

68 4 0 94 3. DA Form 3888-2 (Test) completely filled out as well as signed

by RN within 24 hours of admission.

69 3 0 96 4. DA Form 3888-4 (Test) initiated by RN within 24 hours of

admission.

15 3 54 83 5. If DA Form 3888-2 (Test) is not completed on admission is there
an admission note on SF 509, in SOAP format, including age, race,

general condition, sex, history and pertinent physical assessment data?

12 1 59 92 6. Allergies underlined in red pencil and sticker on front of chart.

62 5 0 93 7. Problem List must include date and initial of RN identifying problem.

All problems numbered.

62 7 3 90 8. Nursing orders reflect problem list and are initiated by RN.
Numbered bv problem.

63 6 3 91 9. Nursing notes on SF 509 reflect changes in patients' response; notes

are not repetitious or stating normal responses.

56 8 8 91 10. NCP and appropriate problem numbers(s) are used with SOAP notes

Other notes arc pretaceo by, Nursina Note or Nursinq Entry.

71 1 0 99 11. Doctor's orders Zaken off correctly and written on the correct

documentation sheet. Single action orders accounted for correctly.

27 IC 13 73 12. Results of PRN meds/procedures are cnarted using the results codes-

omitted, ineffective or abnormal results have a SOAP note on the SF 509.

70 2 0 97 13. DA Form 4677 and DA Form 4678 are riLLed out correctly and completely.

37 6 29 86 14. Results of single action orders that can be evaluated are documented

on the SF 509 in SOAP format.

27 2 43 93 15. DA Form 3888-5, Discharge Instructions initiated or completed ana

signed by RN. Cross reference made on SF 509 on discharge.
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FORM UTILIZATION = UNIT "4

YES NO NA X COMPLIANCE INTERNAL NURSING AUDLT SHEET

54 7 11 89 1. Doctor's orders taken off by paraprofessionals or ward cLerk

verified by RN's initials in the appropriate box on DA Form 4677

and DA Form 4678.

60 12 0 83 2. TPR Graphic SF 511 filled out properly to include admitting

vital signs.

66 6 0 92 3. DA Form 3888-2 (Test) completely filled out as well as signed

by RN within 24 hours of admiss:on.

72 0 0 97 4. DA Form 3888-4 (Test) initiated by RN within 24 hours of

admission.

29 8 35 78 5. If DA Form 3888-2 (Test) is not completed on admission is there

in admission note on SF 509, in SOAP format, incLuding age, race,

general condtiion, sex, history, ano pertinent pnysical assessment

data.

26 1 45 96 6. Allergies underlined in red pencil and sticker on front of chart.

66 6 0 92 7. Problem List must include data and initial of RN identifying problem.

ALL problems numbered.

60 12 0 83 8. Nursing orders reflect problem List and are initiated by RN.

Numbered by problem.

56 6 10 90 9. Nursing notes on SF 509 reflect changes in patients' response;; notes

are not repetitious or stating normal responses.

51 7 14 89 10. NCP and appropriate problem numbers(s) are used with SOAP notes.

Other notes are preraced by:. Nursing Note or Nursing Entry.

70 2 0 97 11. Doctor's orders taken off correctly and written on the correct

documentation sheet. SingLe action oroers accounted for correctly.

40 9 23 81 12. Results of PRN meds/procedures ere cnarted using the results codes;;

omitted, ineffective or abnormal -esuLts have a SOAP note on the SF 509.

62 10 0 86 13. DA Form 4677 and DA Form 4678 are filled out correctly and completely.

39 7 26 85 14. Results of single action orders that can be evaluated are documented

on the SF 509 in SOAP format.

28 0 44 100 15. DA Form 3888-5, Discharge Instructions initiated or completed and

signed by RN. Cross reference made on SF 509 on discharge.
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APPENDIX H

Methodology Phase IV

Surveys
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Case # 1
DEPARTMENT OF THE ARMY (1-5)

K , V~lI/7~ \ US ARMY HEALTH CARE STUDIES AND CLINICAL INVESTIGATION ACTIVITY

FORT SAM HOUST'ON, TEXAS 7823

HSHN-H 23 June 1986

Dear Nurse Colleague:

1. For the past several months you have been testing new forms and con-
cepts of nursing documentation as part of the Clinical Nursing Records
Study. The study was designed to develop a less cumbersome, more
integrated and satisfactory alternative documentation system reflecting the
AMEDO Standards of Nursing Practice and JCAH requirements. Your enthu-
siasm and willingness to be an integral part of this effort has been
greatly appreciated by the investigators.

2. We are now moving into the the evaluation phase, a key portion of which
is to assess your satisfaction with the test forms and system of documen-
tation. You are asked to respond to the following questions by comparing
the items you Itertedu with the manner in which you documented "before"
the test forms. Recall that the test forms were a change in the way you
"did business," and consequently, it took time to learn the new methods.
As you answer, reflect on how you feel TODAY.

3. Your comments are crucial to the completion of this study. Changes to
guidelines and forms design will be based upon your responses. If changes
are adapted for worldwide use, your experience and comments will be inva-
luable to other personnel. Copies of the final study report will be pro-
vided to test site chief nurses.

4. Thank you in advance for your assistance in this important study.

Sincerely,

Martha R. Bell
LTC, ANC
Principal Investigator
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CLINICAL NURSING RECORDS STUDY (R)
DEPARTMENT OF NURSING PERSONNEL

SATISFACTION SURVEY

It is neither the intent nor will it be possible, to identify any
one individual's responses in the final report. Do not place your
name or any identifying information on the questionnaire. The control
number on the first page of the survey (upper right hand corner) is to
enable a clerk to account for a returned copy. The principal
inveszigator will receive your questionnaire after it has been
returned to Fort Sam Houston and removed from the envelope. Completion
of the questionnaire will be considered your consent to participate.
Should you desire not to participate, please return the uncompleted
questionnaire in the provided envelope to the project officer
designated at your medical treatment facility.

Unless instructed to do otherwise in the following sections, please
answer all questions by circling the numbered response that most
closely reflects your opinion, or by writing in the information
requested. If a question is unanswered, the investigator will assume
you did not have enough experience with the tested documentation
system to comment on that particular aspect. You will be provided the
opportunity to make written comments at the end of the questionnaire.
Do not make written entries by the questions. They may be overlooked
during coding procedures.

SECTION A

"OVERALL, WHEN I COMPARE THE OLD SYSTEM OF DOCUMENTATION WITH THE ONE
WE ARE TESTING, I FEEL THE TEST FORMS AND INTEGRATED PROGRESS NOTES . .

STRONGLY STRONGLY DO NCT USE
AGREE AGREE DISAGREE DISAGREE THIS :ACE

1. Save nursing documentation 1 2 3 4 (6)
time.

2. Help to avoid writing the 1 2 4 (7)
same information several
different places.

3. Improve communications 1 2 3 4 (8)
concerning the patient
among nursing personnel.

4. Improve communications 1 2 3 4 (9)
concerning the patient
between nurses and other
health care professionals,
including physicians.

1
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"OVERALL, WHEN I COMPARE THE OLD SYSTEM OF DOCUMENTATION WITH THE ONE (R)
WE ARE TESTING, I FEEL THE TEST FORMS AND INTEGRATED PROGRESS NOTES . . .

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

5. Encourage me to use the 1 2 3 4 (10)
nursing process.

6. Are easier to use. 1 2 3 4 (11)

7. Should have been a more 1 2 3 4 (12)
drastic change from the
old system of documentation.

8. Are a definite improvement. 1 2 3 4 (13)

9. Provide me a better picture 1 2 3 4 (14)
of what is happening to
the patient.

10. Reduce the amount of 1 2 3 4 (15)
paperwork I have to do.

11. Have improved the quality 1 2 3 4 (16)
of documentation on my
nursing unit.

SECTION B

NURSING HISTORY AND ASSESSMENT (DA Form 3888-2 Test)
NURSING HISTORY AND ASSESSMENT CONTINUATION FORM (DA Form 3888-3 Test)

NURSING CARE PLAN (DA Form 3888-4 Test)

STRONGLY STRONGLY
AGREE AGREE -:SAGREE DISAGREE

1. The number of nursing 1 2 3 4 (17)
history questions is
adequate.

2. The content of the nursing 1 2 3 4 (18)
history questions is as
thorough as I need them to be.

"ON MY NURSING UNIT . .

2. The block for patient's 1 2 3 4 (19)
personal articles and
valuables is'helpful.

2
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STRONGLY STRONGLY (R)
AGREE AGREE DISAGREE DISAGREE

"ON MY NURSING UNIT . . ."

4. Most nursing histories 1 2 3 4 (20)
are done by non-RN/ANC
personnel.

5. All nursing assessments 1 2 3 4 (22)
are done by RNs and ANCs.

6. An overprint is used for 1 2 3 4 (22)
the assessment.

7. We often use the history 1 2 3 4 (23)
and assessment
continuation sheet.

"OVERPRINTING THE ASSESSMENT CATEGORIES
FROM THE STANDARDS OF NURSING PRACTICE
(DA PAM 40-5) . .

8. Is helpful to me. 1 2 3 4 (24)

9. Has increased my use 1 2 3 4 (25)
of the categories.

10. Should be continued. 1 2 3 4 (26)

11. I like the idea of the 1 2 3 4 (27)
nursing history and
assessment, if completed
on admission, serving as
the admission nursing
note.

"OVERPRINTING THE NURSING
DIAGNOSES ONTO THE CARE PLAN . . .

12. is helpful to me. 1 2 3 4 (28)

13. Has increased my use 1 2 3 4 (29)
of the diagnoses.

14. Should be continued. 1 2 3 4 (301

3
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SECTION C

NURSING DISCHARGE SUMMARY (DA Form 3888-5 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. Elements on the form 1 2 3 4 (34)
are those I would include
in a discharge nursing note.

2. I like to have the discharge 1 2 3 4 (35)
summary serve as the nursing
discharge note.

3. It is helpful to have a 1 2 3 4 (36)
copy for the patient.

4. It is important for a 1 2 3 4 (37)
nursing summary to appear
in the outpatient record.

5. The nursing discharge 1 2 3 4 (38)
summary form needs to be
kept in the system.

6. Discharge summaries should 1 2 3 4 (39)
be in a multidisciplinary
format so physicians and
other health care providers
(e.g., dietitian, PT, etc.)
could make appropriate
notations.

SECTION D

DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION
(DA Form 4256-1 Test; DA Form 4256-2 TEST)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. We frequently use the buff 1 2 3 4 (40)
copy of the order sheets
on my nursing unit.

2. I like not having to recopy 1 2 3 4 (41)
some single action orders
onto the Therapeutic
Documentation Care Plans.

4
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STRONGLY STRONGLY tR)
AGREE AGREE DISAGREE DISAGREE

3. Having doctor's orders 1 2 3 4 (60)
separated onto medication
and nonmedication sheets
has caused minimal
difficulty for me.

4. Doctor's orders should 1 2 3 4 'EI)
remain separated on color
coded medication and
nonmedication sheets.

"IF WE WENT BACK TO THE 'OLD'
ORDER SHEETS (ALL ORDERS ON ONE
SHEET) . . ."

5. I would have no difficulty 1 2 3 4 (65)
identifying completed single
action orders.

6. I would still want a column 1 2 3 4 66)
for single action orders to
preclude my having to recopy
them onto the Therapeutic
Documentation Care Plans.

SECTION E

THERAPEUTIC DOCUMENTATION CARE PLANS (TDs), MEDICATION AND NONMEDICATION
(DA Form 4677-1 Test; DA Form 4678-1 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. I like being able to docu- 1 2 3 4 67)
ment (with effectiveness
codes or key words) the
patient's response
directly on the TDs.
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STRONGLY STRONGLY (R)
AGREE AGREE DISAGREE DISAGREE

"RECORDING THE PATIENT'S RESPONSE ON THE
THERAPEUTIC DOCUMENTATION CARE PLANS . .

2. Improves my documentation 1 2 3 4()
of patient care.

3. Encourages me to write 1 2 3 4(
more nursing orders to
describe nursing activities
with the patient.

4. Improves communication 1 2 3 4(72
among nursing personnel.

5. Improves communication 1 2 3 4 (73)
between nurses and other
health care providers.

6. Has decreased fragmented 1 2 3 4 (7±)
documentation in the record.

7. Allows me to give a more 1 2 3 4 (7z)
thorough report.

8. Gives me a better 1 2 3 4 (7E)
"picture" of what happened
to the patient.

9. I did not document patient 1 2 3 4 (77,,
responses on the TDs.

10. I had minimal difficulty 1 2 3 4 (7S8
recording the patient's
responses on t'e TDs.

11. The expanded use of the TDs 1 2 3 4 (791
(being able to document
responses, is a concept
which should be available
to all nursing pe sonnel
worldwide.

6



STRONGLY STRONGLY (R)

AGREE AGREE DISAGREE DISAGREE

"THE 'FOLDER' TYPE FORMAT . . 2'

12. Is an improvement. 1 2 3 4 (Jo)

13. Should be kept even if it 1 2 3 4 (E3
cannot be overprinted with
orders.

14. Should have the patient 1 2 3 4 (3:)
identification block printed
on all pages.

15. I like the sturdier paper 1 2 3 4()
on which the forms are
printed.

16. Having separate pages 1 2 3 4 (34)
for recurring, delayed,
or prn action orders
is helpful to me.

17. To my knowledge, there 1 2 3 4 (3-)
were no treatment or
medication errors
committed on my nursing
unit which could be
blamed on the new format
of the TDs.

18. I would prefer to have the 1 2 3 4 (35]
TDs in a single sheet format
(like the "old" TDs) even
knowing that I would have less
room for documentation.

19. If a single sheet format 1 2 3 4 (:7)
were to be used, I would
prefer a medium weight
paper (less bulky than
the tested paper).

20. All medication and non- 1 2 3 4 -)
medication forms should
remain color-coded.

21. Yellow highlighter use 1 2 3 4:9)
snould be reinstated to
discontinue orders.
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SECTION F (R)

INTEGRATED PROGRESS NOTES (SF 509)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"THE INTEGRATED PROGRESS NOTE . ."

1. Improves communications 1 2 3 4 (9:
concerninq the patient among
all healthx care providers.

2. Has encouraged me to 1 2 3 4 (9:
be more thorough in
documentation.

3. Has encouraged me to be more 1 2 3 4 (9:
concise in documentation.

4. Lessens fragmenting of 1 2 3 4 (9-
information in the
patient record.

5. Lessens the amount of 1 2 34 (9L
information everyone must
document.

6. Has saved me time in 1 2 3 4 (97
documenting. (I feel I don't
need to repeat information
previously documented by
another health care provider
because it's all in the same
place).

7. Encourages me to read 1 2 3 4(9
other care providers' notes.

8. Should be used at all Army 1 2 3 4 (9shospitals.

9. I had no difficulty 1 2 3 4 (10.
distinguishing nursing
notations from tnose of
other disciplines.

10. Physicians on my nursing 1 2 3 4 (10
unit seemed to like having
narrative nursing comments
integrated with other patient
care documentation.

8
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STRONGLY STRONGLY (R)
AGREE AGREE DISAGREE DISAGREE

11. Other health care providers 1 2 3 4 (:04)
(e.g., physical therapist,
dietitian, social worker,)
seemed to like having
narrative nursing comments
integrated with other
patient care documentation.

12. Although the guidelines read 1 2 3 4
that all nursing personnel
were authorized to chart on
the progress notes, there were
some exceptions to this policy
on my nursing unit.

SECTION G
1. "IN MY OPINION, THE BOTTOM LINE TO EVERYTHING

WE HAVE TESTED IS . . ." (circle ONE code)

CODE # 1 = The system should be implemented exactly as tested.

2 = We should go back to the "old" way and not use (25)
any of the tested elements.

3 = The system should be implemented with some
modifications (please specify below).

a. General Comments: (107-1:0)

b. DA Form 3888-2 Test: (i11-1:)

c. DA Form 3888-3 Test: (115-12R)

d. DA Form 3888-4 Test: (119-12Z

e. DA Form 3888-5 Test: (123-:26.
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f. DA Form 4256-1 Test: (127-12: R)

g. DA Form 4256-2 Test: (131-121)

h. DA Form 4677-1 Test: (135-i-)

i. DA Form 4678-1 Test: (139-Ie.)

j. Integrated Progress Notes: (143-1 i)

SECTION H

PROFESSIONAL DATA

This section concerns your professional and military background.
To assist us in analysis, please answer each item.

1. My current duty assignment is as: (circle ONE code; if
you are assigned to two areas, e.g. Staff Nurse/Infection
Control, select your primary area of responsibility)

CODE # 01 = Clinical Staff Nurse (147,1LE)
02 = Clinical Head Nurse
03 = Clinical Nurse Specialist
04 = Specialty Practices

(includes Midwifery, Anesthesiology, etc.)
05 = Section Supervisor (includes Evening/Night

Supervision)
06 = Chief Nurse/Assistant Chief Nurse/Nursing

Education and Staff Development/Quality
Assurance/Infection Control

07 = Other (please specify)

10
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2. "MY PRIMARY INPATIENT NURSING UNIT IS . ." (R
(circle ONE code)

CODE # I = Surgical Unit
2 = Psychiatric Unit
3 = Medical Unit
4 = Combined Medical/Surgical Unit (:)
5 = Pediatric Unit
6 = Critical Care (all ICUs)
7 = L&D, NBN, Ante/Post-Partum
8 = OR/Anesthesia
9 = Other (please specify)
0 = Does Not Apply

3. Number of years worked as an RN: (151,--_"

(one through six months, enter "00", (tw-odigi-ts)
seven through 12 months, enter "01",
two years, enter "02", etc.)

4. Number of years worked with Army inpatient 154,
medical records/documentation: (t---diTT s)
(one through six months, enter "00",
seven through 12 months, enter "01",
two years, enter "02", etc.)

5. If there are any comments you would like to add about the ( -

information requested in this survey, the test forms, or docu-
mentation in general, please do so in the following space. (._)

If more space is needed, please staple your responses to
this questionnaire.

Thank you for your assistance!
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Case # 2

DEPARTMENT OF THE ARMY
US ARMY HEALTH CARE STUDIES AND CLINICAL INVESTIGATION ACTIVITY

iFORT SAM HOUSTON, TEXAS 78234

HSHN-H 23 June 1986

To Department of Nursing Personnel:

1. For the past several months you have been testing new forms and con-
cepts of nursing documentation as part of the Clinical Nursing Records
Study. The study was designed to develop a less cumbersome, more
integrated and satisfactory alternative documentation system. Your enthu-
siasm and willingness to be an integral part of this effort has been
greatly appreciated by the investigators.

2. We are now moving into the the evaluation phase, a key portion of which
is to assess your satisfaction with the test forms and system of documen-
tation. You are asked to respond to the following quesLions by comparing
the items you "tested" with the manner in which you documented "before"
the test forms. Recall that the test forms were a change in the way you
"did business," and consequently, it took time to learn the new methods.
As you answer, reflect on how you feel TODAY.

3. Your comments are crucial to the completion of this study. Changes to
guidelines and forms design will be based upon your responses. If changes
are adapted for worldwide use, your experience and comments will be inva-
luable to other personnel. Copies of the final report will be provided to
test site chief nurses.

4. Thank you in advance for your assistance in this important study.

Sincerely,

Martha R. Bell
LTC, ANC
Principal Investigator
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CLINICAL NURSING RECORDS STUDY N
DEPARTMENT OF NURSING PERSONNEL

SATISFACTION SURVEY

It is neither the intent, nor will it be possible, to identify
any one individual's responses in the final report. Do not place your
name or any identifying information on the questionnaire. The control
number on the front page of the survey (upper right hand corner) is to
enable a clerk to account for a returned copy. The principal
investigator will receive your questionnaire after it has been
returned to Fort Sam Houston and removed from the envelope.
Completion of the questionnaire will be considered your consent to
participate. Should you desire not to participate, please return the
uncompleted questionnaire in the provided envelope to the project
officer designated at your medical treatment facility.

Unless instructed to do otherwise in the following sections, please
answer all questions by circling the numbered response that most
closely reflects your opinion, or by writing in the information
requested. If a question is unanswered, the investigator will assume
you did not have enough experience with the tested documentation
system to comment on that particular aspect. You will be provided the
opportunity to make written comments at the end of the questionnaire.
Do not write entries by the questions. They may be overlooked during
coding procedures.

SECTION A

"OVERALL, WHEN I COMPARE THE OLD SYSTEM OF DOCUMENTATION WITH THE
ONE WE ARE TESTING, I FEEL THE TEST FORMS AND INTEGRATED PROGRESS
NOTES .

STRONGLY STRONGLY DO N0T USE
AGREE AGREE DISAGREE DISAGREE THIS .:CE

1. Save nursing documentation 1 2 3 4
time.

2. Help to avoid writing the 1 2 3 4
same information several
different places.

3. Improve communications 1 2 3 4
concerning the patient
among nursing personnel.

4. Improve communications 1 2 3 4
concerning the patient
between nurses and other
health care professionals,
including physicians.

1
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"OVERALL, WHEN I COMPARE THE OLD SYSTEM OF DOCUMENTATION WITH THE ONE
WE ARE TESTING, I FEEL THE TEST FORMS AND INTEGRATED PROGRESS NOTES .

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

5. Are easier to use. 1 2 3 4

6. Should have been a more 1 2 3 4
drastic change from the
old system of documentation.

7. Are a definite improvement. 1 2 3 4 (:2)

8. Provide me a better picture 1 2 3 4 (' )
of what is happening
to the patient.

9. Reduce the amount of 1 2 3 4
paperwork I have to do.

10. Have improved the quality 1 2 3 4 (: )
of documentation on my
nursing unit.

SECTION B

NURSING HISTORY AND ASSESSMENT (DA Form 3888-2 Test)
NURSING HISTORY AND ASSESSMENT CONTINUATION FORM (DA Form 3888-3 Test)

NURSING CARE PLAN (DA Form 3888-4 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. The number of nursing 1 2 3 4()
history questions is
adequate.

2. The content of the nursing 1 2 3 4history questions is asthorough as I need them to be.

"ON MY NURSING UNIT . . .

3. The block for patient's 1 2 3 4
personal articles and
valuables is helpful.

4. Most nursing histories 1 2 3 4
are done by non-RN/ANC
personnel.

2
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STRONGLY STRONGLY (N"
AGREE AGREE DISAGREE DISAGREE

"ON MY NURSING UNIT . . .'

5. All nursing assessments 1 2 3 4(2
are done by RNs and ANCs.

6. We often use the history 1 2 3 4(2
and assessment continuation
sheet.

7. I read the nursing care 1 2 34 (3
plan to learn the overall
goals for the patient.

SECTION C

NURSING DISCHARGE SUMMARY (DA Form 3888-5 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"OTHER THAN THE PATIENT
IDENTIFICATION STAMP . . .

1. I have completed some portions 1 2 3 4 (32'
of the nursing discharge
summary for the nurses.

2. The entire nursing discharge 1 2 3 4(
summary is completed only by
an RN/ANC on my nursing unit.

SECTION D

DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION
(DA Form 4256-1 Test/DA Form 4256-2 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. We frequently use the buff 1 2 3 4
copy of the order sheets
on my nursing unit.

2. I like not having to recopy 1 2 3 4
some single action orders
onto the Therapeutic
Documentation Care Plans.

3
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STRONGLY STRONGLY N
AGREE AGREE DISAGREE DISAGREE

3. Having doctor's orders 1 2 3 4
separated onto medication
and nonmedication sheets
has caused minimal
difficulty for me.

4. Doctor's orders should 1 2 3 4
remain separated on color-
coded medication and
nonmedication sheets.

"IF WE IVENT BACK TO THE 'OLD'
ORDER SHEETS (ALL ORDERS ON ONE
SHEET) . .

5. I would have no difficulty 1 2 3 4
identifying completed single
action orders.

6. I would still want a column 1 2 3 4 (
for single action orders to
preclude my having to recopy
them onto the Therapeutic
Documentation Care Plans.

SECTION E

THERAPEUTIC DOCUMENTATION CARE PLANS, MEDICATION AND NONMEDICATION
(DA Form 4677-1 Test; DA Form 4678-1 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. I like being able to docu- 1 2 3 4 (6?)
ment (with effectiveness
codes or key words) the
patient's response directly
on the TDs.

2. Most of my documentation 1 2 3 4 (68)
is recorded on the TDs.

3. In the past, I used to do 1 2 3 4 (69)
most of my documenting
on the Nursing Notes
(SF 510).

4
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STRONGLY STRONGLY )
AGREE AGREE DISAGREE DISAGREE

"RECORDING TVF PATIENT'S RESPONSE
ON THE THERAPtUTIC DOCUMENTATION
CARE PLANS . .

4. Improves my documentation 1 2 3 4 (7C
of patient care.

5. Improves communication 1 2 3 4 (72
among nursing personnel.

6. Improves communication 1 2 3 4 (72
between nursing and other
health care providers.

7. Has decreased the 1 2 3 4 (7:
fragmented documentation
in the record.

8. Gives me a better 1 2 3 4 (7;
"picture" of what happened
to the patient.

9. I did not document patient 1 2 3 4 (77
responses on the TDs.

10. I had minimal difficulty 1 2 3 4 (7E
recording the patient's
responses on the TDs.

11. The expanded use of the TDs 1 2 3 4 (7-
(being able to document
responses) is a concept
which should be available
to all nursing personnel
worldwide.

"THE 'FOLDER' TYPE FORMAT . ."

12. Is an improvement. 1 2 3 4 (8:

1 . Should be kept e~en if it i 2 3 4 (8:
cannot be overprinted with
orders.

14. Should have the patient 1 2 3 4 (6:
identification block printed
on all pages.

5
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STRONGLY STRONGLY (N
AGREE AGREE DISAGREE DISAGREE

15. 1 like the sturdier paper 1 2 3 4(E
on which the forms are
printed.

16. Having separate pages 1 2 3 4
for recurring, delayed,
or prn action orders
is helpful to me.

17. To my knowledge, there 1 2 3 4
were no treatment or
medication errors
committed on my nursing
unit which could be
blamed on the new format
of the TDs.

18. I would prefer to have the 1 2 3 4
TDs in a single sheet format
(like the "old" TDs) even
knowing that I would have
less room for documentation.

19. If a single sheet format 1 2 3 4 (E
were to be used, I would
prefer a medium weight paper
(less bulky than the tested
paper).

20. All medication and non- 1 2 3 4
medication forms should
remain color-coded.

21. Yellow highlighter use 1 2 3 4
should be reinstated to
discontinue orders.

SECTION F

INTEGRATED PROGRESS NOTES (SF 509)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"THE INTEGRATED PROGRESS NOTE . . .1

1. Improves communications 1 2 3 4
concerning the patient among
all health care providers.

6
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( N
STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"THE INTEGRATED PROGRESS NOTE . . .'

2. Has encouraged me to 1 2 3 4()
be more thorough in
documentation.

3. Has encouraged me to be 1 2 3 4 ()
more concise in
documentation.

4. Lessens fragmenting of 1 2 3 4 ()
information in the
patient record.

5. Lessens the amount of infor- 1 2 3 4 ()
mation everyone must document.

6. Has saved me time in docu- 1 2 3 4()
menting (I feel I don't need
to repeat information previ-
ously documented by another
health care provider because
it's all in the same place).

7. Encourages me to read 1 2 3 4()
other care providers'
notes.

8. Should be used at all 1 2 3 4 ()
Army hospitals.

9. 1 had no difficulty 1 2 3 4
distinguishing nursing
notations from those of
other disciplines.

10. Physicians on my nursing 1 2 3 4
unit seemed to like having
narrative nursing comments
integrated with other patient
care documentation.

11. Other health care profes- 1 2 3 4
sionals (e.g., physical
therapist, dietitian, social
worker, etc) seemed to like
having narrative nursing
comments integrated with
other patient care documentation.

7
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STRONGLY STRONGLY )
AGREE AGREE DISAGREE DISAGREE

12. Even though the guidelines 1 2 3 4
said that all nursing per-
sonnel were authorized to
chart on the progress notes,
there were some exceptions
to this policy on my nursing
unit.

SECTION G

1. "IN MY OPINION, THE BOTTOM LINE TO EVERYTHING WE

HAVE TESTED IS . . ." (circle ONE code)

CODE # 1 = the system should be implemented exactly as tested.

2 = we should go back to the "old" way and not use
any of the tested elements.

3 = the system should be implemented with some
modifications (please specify below).

a. General Comments: (107-::1

b. DA Form 3888-2 Test: 111-

c. DA Form 3888-3 Test: (115-1:i_:

d. DA Form 3888-4 Test: (119-:::

e. DA Form 3888-5 Test: (123-'-.z

f. DA Form 4256-1 Test: (127-:::

8
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(N
g. DA Form 4256-2 Test: (131-134)

h. DA Form 4677-1 Test: (135-138)

i. DA Form 4678-1 Test: (139-142)

j. Integrated Progress Notes: (143-146)

SECTION H

PROFESSIONAL DATA

This section concerns your professional and military background.
To assist us in analysis, please answer each item.

1. "MY CURRENT MOS/DUTY DESCRIPTION IS . . .
(circle ONE code)

MILITARY/CIVILIAN

CODE # 08 = 91A/Nurse's Aide (147,148)
09 = 91B
10 = 91C/Practical Nurse
11 = 91F/Psychiatric Technicians
12 = Other (please specify)

2. Are you a Wardmaster? (circle ONE code)

CODE # 1 = YES (149)
2 = NO

3. "MY PRIMARY INPATIENT NURSING UNIT IS . . .
(circle ONE code)

CODE # 1 = Surgical Unit
2 = Psychiatric Unit
3 = Medical Unit
4 = Combined Medical/Surgical Unit (150)
5 = Pediatric Unit
6 = Critical Care Unit (all ICUs)
7 = L&D, NBN, Ante/Post-Partum Unit
8 = OR
9 = Other (please specify)

9
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4. Number of years worked with Army inpatient (N
medical records/documentation:
(one through six months, enter "00", (154,1H)
seven through 12 months, enter "01", (tw--dig-Ts)
two years, enter "02", etc.)

5. If there are any comments you would like to add about the
information requested in this survey, the test forms, or docu- (:'T)
mentation in general, please do so in the following space. (i-.)

If more space is needed, please staple your responses to this
questionnaire.

Thank you for your assistance!
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Case # 3

DEPARW~ENT OF THE ARMY
US ARMY HLALTH CARE STUDIES ANO CLINICAL INVESTIGAUION ACTIVITY

FORT SAM HOUSTON, TEXAS 73224

HSHN-H 23 June 1986

Dear Unit Clerk:

1. For the past several months you have been testing new forms and con-
cepts of nursing documentation as part of the Clinical Nursing Records
Study. The study was designed to develop a less cumbersome, more
integrated and satisfactory alternative documentation system. Your enthu-
siasm and willingness to be an integral part of this effort has been
greatly appreciated by the investigators.

2. We are now moving into the the evaluation phase, a key portion of which
is to assess your satisfaction with the test forms and system of documen-
tation. You are asked to respond to the following questions by comparing
the items you "tested" with the manner in which you documented "before"
the test forms. Recall that the test forms were a change in the way you
"did business," and consequently, it took time to learn the new methods.
As you answer, reflect on how you feel TODAY.

3. Your comments are crucial to the completion of this study. Changes to
guidelines and forms design will be based upon your responses. If changes
are adapted for worldwide use, your experience and comments will be invalu-
able to other personnel. Copies of the final report will be provided to
test site chief nurses.

4. Thank you in advance for your assistance in this important study.

Sincerely,

Martha R. Bell
LTC, ANC
Principal Investigator
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CLINICAL NURSING RECORDS STUDY (W
SATISFACTION SURVEY

It is neither the intent, nor will it be possible, to identify
any one individual's responses in the final report. Do not place your
name or -any identifying information on the questionnaire. The control
control number on the first page of the survey (upper right hand
corner) is to enable a clerk to account for a returned copy. The
principal investigator will receive your questionnaire after it has
been returned to Fort Sam Houston and removed from the envelope.
Completion of the questionnaire will be considered your consent to
participate. Should you desire not to participate, please return the
uncompleted questionnaire in the provided envelope to the project
officer designated at your medical treatment facility.

Unless instructed to do otherwise in the following sections, please
answer all questions by circling the numbered response that most
closely reflects your opinion, or by writing in the information
requested. If a question is unanswered, the investigator will assume
you did not have enough experience with the tested documentation
system to comment on that particular aspect. You will be provided the
oppportunity to make written comments at the end of the questionnaire.
Do not write entries by the questions. They may be overlooked during
coding procedures.

SECTION A

"OVERALL, WHEN I COMPARE THE OLD SYSTEM OF DOCUMENTATION WITH THE ONE
WE ARE TESTING, I FEEL THE TEST FORMS AND INTEGRATED PROGRESS NOTES . . .

STRONGLY STRONGLY DO N:7 US!
AGREE AGREE DISAGREE DISAGREE THIS SPACI

1. Help to avoid writing the 1 2 3 4 C:)
same information several
different places.

2. Are easier to use. 1 2 3 4 (11)

3. Should have been a more 1 2 3 4 (2 )
drastic change from the
old system of documentation.

4. Are a definite improvement. 1 2 3 4 (2)

5. Reduce the amount of 1 2 3 4 (:)
paperwork I hive to do.

1
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SECTION B(.

NURSING HISTORY AND ASSESSMENT (DA Form 3888-2 Test)
NURSING HISTORY &'ASSESSMENT CONTINUATION FORM (DA Form 3888-3 Test)

NURSING CARE PLAN (DA Form 3888-4 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"ON MY NURSING UNIT . . 2'

1. The block for patient's 1 2 3 4 (19)
personal articles and
valuables is helpful.

2. Most nursing histories 1 2 3 4 (20)
are done by non-RN/ANC
personnel.

3. All nursing assessments 1 2 3 4 (21)
are done by RNs and ANCs.

4. We often use the history 1 2 3 4 (23)
and assessment continua-
tion sheet.

SECTION C

NURSING DISCHARGE SUMMARY (DA Form 3888-5)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

"OTHER THAN THE PATIENT
IDENTIFICATION STAMP . . .

1. I have completed some 1 2 3 4 (32)
portions of the nursing
discharge summary for
the nurses.

2. The entire nursing discharge 1 2 3 4 (33)
summary is completed only by
an RN/ANC on my nursing unit.

2
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SECTION D (04

DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NOIMEDICATION
(DA Form 4256-1 Test/DA Form 4256-2 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. We frequently use the buff 1 2 3 4 (40)
copy of the order sheets
on my nursing unit.

2. I like not having to recopy 1 2 3 4 (41)
some single action orders
onto the Therapeutic
Documentation Care Plans.

3. Having doctor's orders 1 2 3 4 (60)
separated onto medication
and nonmedication sheets
has caused minimal
difficulty for me.

4. Doctor's orders should 1 2 3 4 (61)
remain separated on color-
coded medication and
nonmedication sheets.

"IF WE WENT BACK TO THE 'OLD'
ORDER SHEETS (ALL ORDERS ON ONE
SHEET) . .

5. I would have no difficulty 1 2 3 4 (65)
identifying completed
single action orders.

6. 1 would still want a column 1 2 3 4 (66)
for single action orders to
preclude my having to recopy
them onto the Therapeutic
Documentation Care Plans.

3
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SECTION E W)

THERAPEUTIC DOCUMENTATION CARE PLANS, MEDICATION AND NONMEDICATION
(DA Form 4677-1 Test; DA Form 4678-1 Test)

STRONGLY STRONGLY
AGREE AGREE DISAGREE 61SAGREE

"THE 'FOLDER' TYPE FORMAT . . .

1. Is an improvement. 1 2 3 4 (E.

2. Should be kept even if it 1 2 3 4 (8)
cannot be overprinted with
orders.

3. Should have the patient 1 2 3 4 (
identification block printed
on all pages.

4. I like the sturdier paper 1 2 3 4 (8)
on which the forms are
printed.

5. Having separate pages 1 2 3 4 (81)
for recurring, delayed,
or prn action orders
is helpful to me.

6. I would prefer to have 1 2 3 4 (SE)
the TDs in a single sheet
format (like the "old" TDs)
even knowing that I would
have less room for writing.

7. If a single sheet format 1 2 3 4
were t. be used, I would
prefer a medium weight
paper (less bulky than
the tested paper).

8. All medication and non- 1 2 3 4 (ES)
medication forms should
remain color-coded.

9. Yellow highlighter use 1 2 3 4 (
should be reinstated to
discontinue orders.

NOTE: SECTION F NOT USED.

4
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SECTION G (04

1. "IN MY OPINION, THE BOTTOM LINE TO EVERYTHING WE
HAVE TESTED IS . . *" (circle ONE code)

Codc # 1 - The system should be implemented exactly as tested.

2 - We should go back to the "old" way and not use any (106)
of t ie tested elements.

3 - The system should be implemented with some
modifications (please specify below).

a. General Comments: (107-110)

b. DA Form 3888-2 Test: (111-114)

c. DA Form 3888-3 Test: (115-118)

d. DA Form 3888-4 Test: (119-122)

e. DA Form 3888-5 Test: (123-126)

f. DA Form 4256-1 Test: (127-130)

g. DA Form 4256-2 Test: (131-134)

h. DA Form 4677-1 Test: (135-138)

i. DA Form 4678-1 Test: (139-142)

j. Integrated Progress Notes: (143-146)

5
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SECTION H

DEMOGRAPHIC DATA

To assist us in analysis, please answer each item.

1. "MY PRIMARY AREA OF ASSIGNMENT IS ON A . .

(circle ONE code)

CODE # 1 - Surgical Unit
2 - Psychiatric Unit
3 a Medical Unit
4 - Combined Medical/Surgical Unit (1E:
5 a Pediatric Unit
6 - Critical Care Unit (all ICUs)
7 = L&D, NBN, Ante/Post-Partum Unit
9 = Other (please specify)

2. Number of years worked with Army inpatient
medical records/documentation:

(one through six months, enter code "00",
seven through 12 months, enter "01" 154,1E "

two years, enter "02", etc.) (two digits)

3. If there are any comments you would like to add about the (1EZ
information requested in this survey, the test forms, or docu- (1ET
mentation in general, please do so in the following space. (1SP

Thank you for your assistance! (16:

6
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Case # 4

DEPARTMENT OF THE ARMY
US ARMY HEALTH CARE STUDIES AND CLINICAL INVESTIGATION ACTIVITY

FORT SAM HOUSTON, TEXAS 72

HSHN-Z 23 June 1986

Dear Colleague:

1. As health care providers, we obviously try to provide the highest
quality of patient care. At the same time, the requirements to document
that care always seem to be increasing. Our nurse colleagues assume a
large responsibility in meeting these documentation requirements. They,
like you, are very concerned about the amount of time these documentation
efforts take; time taken away from direct patient care. Therefore, under
the Army Study Program, this command has been conducting a study to develop
a more integrated and satisfactory alternative documentation system, while
meeting recognized Army and JCAH standards. Portions of the Clinical
Nursing Records Study have directly impacted on the way you "do business"
by testing new order forms and integrated concepts of documentation.

2. The study is now moving into the evaluation phase, an important part of
which is assessing satisfaction with the tested changes. To assist the
investigators in their efforts, please take a few minutes to answer the
attached questions. You are asked to respond by comparing the items you
"tested" with the manner in which you previously documented patient care.
The questionnaire will take approximately 10 minutes to complete.

3. Your comments are crucial to the completion of this study. Changes to
quidelines and forms design will be made based upon your responses. Thank
you for your assistance. If you should have any questions, please contact
your local project officer through the Department of Nursing.

<A~omandi ng
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CLINICAL NURSING RECORDS STUDY

PROFESSIONAL STAFF SURVEY

It is neither the intent, nor will it be possible, to
identify any one individual's responses in the final report.
Do not place your name or any identifying information on the
questionnaire. The control number on the first page of the
survey (upper right hand corner) is to enable a clerk to
account for a returned copy. The principal investigator will
receive your questionnaire after it has been returned to Fort
Sam Houston and removed from the envelope. Completion of the
questionnaire will be considered your consent to participate.
Should you desire not to participate, please return the
uncompleted questionnaire in the provided envelope to the
project officer designated at your medical treatment facility.

Unless instructed to do otherwise in the following sections,
please answer all questions by circling the numbered response
that most closely reflects your opinion, or by writing in the
information requested. If a question is unanswered, the
investigator will assume you did not have enough experience
with the tested documentation system to comment on that
particular aspect.

1
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SECTION 1 (VAR CODE X)

PROFESSIONAL STAFF USE OF NURSING DOCUMENTATION FORMS

DURING THE TEST PERIOD, nursing care has been documented
on several different forms. Among these are the:

Nursing History and Assessment (DA Form 3888-2 TEST)
Nursing Care Plan (DA Form 3888-4 TEST)
Nursing Discharge Summary (DA Form 3888-5 TEST)
Therapeutic Documentation Care Plan, Nonmedication (DA Form 4677-1

TEST); "green sheet"
Therapeutic Documentation Care Plan, Medication (DA Form 4678-1

TEST); "white sheet"
Progress Notes (SF 509)
TPR Graphic (SF 511)

1. DURING THE TEST PERIOD, HOW OFTEN DID YOU USE THE FOLLOWING FORMS
TO LEARN ABOUT NURSING ACTIVITIES AND THE PATENT'S CONDITION?

FOR EVERY FOR MOST DO NOT USE
PATIENT PATIENTS RARELY NEVER THIS SPACE

a. Nursing History and 1 2 3 4 (42)

Assessment

b. Nursing Care Plan 1 2 3 4 (43)

c. Nursing Discharge 1 2 3 4 (44)
Summary

d. Therapeutic Documen- 1 2 3 4 (45)
tation Care Plan,
Nonmedication
("green sheet")

e. Therapeutic Documen- 1 2 3 4 (46)
tation Care Plan,
Medication
("white sheet")

f. TPR Graphic 1 2 3 4 (47)

g. Progress Notes 1 2 3 4 (48)

h. Other (please specify) 1 2 3 4 (49)

2. DURING THE TEST PERIOD, THE FORM I USED MOST OFTEN TO
REVIEW NURSING CARE WAS:

(50)

2
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PRIOR TO THE TEST PERIOD, all the previously listed forms were used
to document nursing care, with the exception of the Progress Notes
(SF 509). Narrative nursing notations were recorded on the
"Nursing Notes" form (SF 510).

3. PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE
FOLLOWING FORMS TO LEARN ABOUT NURSING ACTIVITIES AND
THE PATIENT'S CONDITION?

FOR EVERY FOR MOST
PATIENT PATIENTS RARELY NEVER

a. Nursing History and 1 2 3 4 (51)
Assessment

b. Nursing Care Plan 1 2 3 4 (52)

c. Nursing Discharge 1 2 3 4 (53)
Summary

d. Therapeutic Documen- 1 2 3 4 (54)
tation Care Plan,
Nonmedication
"green sheet"

e. Therapeutic Documen- 1 2 3 4 (55)
tation Care Plan,
Medication
"white sheet"

f. TPR Graphic 1 2 3 4 (56)

g. Nursing Notes 1 2 3 4 (57)

h. Other (please 1 2 3 4 (58)
specify)

4. PRIOR TO THE TEST PERIOD, THE FORM I USED
MOST OFTEN TO REVIEW NURSING CARE WAS:

(59)

3
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SECTION 2 (VAR CODE D)

DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION
(DA Form 4256-1 TEST; DA Form 4256-2 TEST)

Two separate, but color-coded order sheets were designed to allow
easy access to drug orders, without reviewing all other orders to
provide prompt identification of "STAT" doses, and to improve
tracking of drug/drug and drug/food interactions. In addition,
the test sheets provided a column for nurses to indicate
completed single action orders without recopying the order onto
another form. Please complete the following, reflecting your
experience with these forms.

STRONGLY STRONGLY
AGREE AGREE DISAGREE DISAGREE

1. Having two separate order 1 2 3 4 (60)
sheets caused minimal
difficulties for me.

2. Orders should continue to 1 2 3 4 (61)
remain separated on color
coded medication and
nonmedication sheets.

3. Please use the following space to make additional comments (62)
as necessary:
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DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION (continued)
(DA Form 4256-1 TEST; DA Form 4256-2 TEST)

4. "PRIOR TO THE TEST PERIOD, if unfamiliar with a patient, I most

often determined current medication(s) by . . ." (circle ONE code)

CODE # 1 = reviewing all the doctor's orders.

2 = reviewing the Therapeutic Documentation CarePlan,
Medication ("white sheet").

3 = asking the nurse. (63)

4 = other (please specify)

5. "DURING THE TEST PERIOD, after the separation of the orders,
if unfamiliar with a patient, I most often determined current
medication(s) by (circle ONE code)

CODE # 1 = reviewing the medication doctor's order sheet.

2 = reviewing the Therapeutic Documentation Care Plan,
Medication ("white sheet").

3 = asking the nurse. (64)

4 = other (please specify)

5
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SECTION 3 (VAR CODE F

INTEGRATED PROGRESS NOTES (SF 509)

The term "integrated progress notes" refers to the concept of
all disciplines, including nursing, documenting the patient's
progress in one section of the medical record, rather than having
a separate area for narrative nursing comments.

STRONGLY STRONGLY

AGREE AGREE DISAGREE DISAGREE

"THE INTEGRATED PROGRESS NOTE . . .

1. Improves communications 1 2 3 4 (90)
concerning the patient
among all health care
providers.

2. Lessens fragmented infor- 1 2 3 4 (93)
mation in the patient record.

3. Lessens the amount of in- 1 2 3 4 (94)
formation everyone must
document.

4. Encourages me to read 1 2 3 4 (95)
narrative nursing notes
more than I did in the past.

5. Makes it easier to determine 1 2 3 4 (96)
what is happening with my
patient.

6. Should be used at all Army 1 2 3 4 (99)
hospitals.

7. I had little difficulty 1 2 3 4 (100)
identifying who wrote
previous narrative
notations.

8. I had little difficulty 1 2 3 4 (101)
identifying nursing
notations.

9. I had little difficulty 1 2 3 4 (102)
locating my previous
narrative notations.

6
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SECTION 4 (VAR CODE H

PROFESSIONAL DATA

To assist in analysis, please answer each item.

1. "MY CORPS AFFILIATION IS . . ," (circle ONE code)

1 a AMSC/civilian counterpart
2 = DC/civilian counterpart
3 = MC/civilian counterpart (153)
4 = MSC/civilian counterpart
5 - WO/PA
6 = Other (specify)

2. Number of years worked with Army inpatient
medical records/documentation. (154,155)
(one through six months, enter "00", (twiodigits)
seven through 12 months, enter "01",
two years, enter "02", etc.)

3. If there are any comments you would like to add about the
information requested in this survey, the test forms, or documen-
tation in caneral, please do so in the following space.

Thank you for your assistance-,'
(156)
(157)
(158)
(159)
(160)

7
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INSTRUCTIONS FOR DISTRIBUTION AND RETURN OF
CLINICAL NURSING RECORDS STUDY QUESTIONNAIRES:

Cases containing the serially numbered CNR Study questionnaires and
envelopes (with corresponding numbers) for distribution at your facility
were shipped to all CNR project officers on 16 July. The following
directions are mailed to you to allow you time to set up your distribution
and retrieval system. Time constraints placed on this activity allow
minimal time for distribution activities, so you will need to be organized
and ready to hand out questionnaires when they arrive.

Enougb copies have been provided for each participant plus some extras
for those who might misplace theirs, or in case the original estimate was
off. The first digit of the Case number in the upper right hand corner of
the cover letter and its envelope signifies the TYPE CODE:

1 = Registered Nurses (civilian, military, contract)
2 = Paraprofessional (civilian, military)
3 = Ward Clerks
4 = Other Professional Staff (AMC, MC, MSC and civilian

counterparts

The second digit of the Case number is the test SITE CODE.

The last three digits are the individual case number, unique to each
participant. The box with the questionnaires also contains a piece of
paper on which is listed the beginning and ending stamped sequence number
for each questionnaire type. IF YOU NEED TO USE ANY OF THE UNNUMBERED
QUESTIONNAIRES, SELECT THE CORRECT TYPE (1, 2, 3, or 4), SITE CODE, AND
NUMBER FOLLOWING IN SEQUENCE (5 digits in all).

If necessary, select someone who can assist with the logistics of
distribution and return. However, you retain ultimate responsibility for
the operation.

DISTRIBUTION

1. Write down all the instructions you and your assistant will be giving
to each individual to insure consistency as you distribute questionnaires
(a sample list is included at the end of this paper).

2. Draw up rosters for the four groups of participants, checking names off
as you have handed out envelopes containing the questionnaires. Recommend
that all questionnaires be handed to participants by either yourself, or
your designated assistant. Items placed in mailboxes have a tendency to be
lost. Remember, you are ultimately responsible for monitoring the return
of questionnaires from participants; the longer it takes for participants
to respond, the less chance you have of getting them back. (One
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~possibility is to distribute the questionnaires at the change of shift with

instructions that you will collect them at the end of the shift.) "A timely
response is imperative. If some personnel are unavailable during the days
you have to distribute and collect the questionnaires, but will be back
prior to the date you must mail responses to Fort Sam Houston, they can be

given a questionnaire, with emphasis on prompt return. Otherwise, begin
your distribution on or about 22/23 July, one questionnaire to each
participant, requesting return within 2-3 days (NLT 28 July).

4. Obtain the support of all Department Chiefs. Ask that they strongly
and vocally solicit each individual's participation. Meetings such as
professional staff conferences, end of shift reports, etc. could be used as
a forum to hand out questionnaires and encourage participation.

RETURN OF QUESTIONNAIRES TO PROJECT OFFICER

1. Instruct all participants to return questionnaires in their coded
envelopes, sealing them prior to return. A mechanism must be set up to
allow you to identify those who have not returned their questionnaires by
your deadline while maintaining the anonymity of the respondents who have
returned envelopes. Some possible ways are a detachable name slip that
respondents can drop in a separate container when they return the
questionnaire, or perhaps a list available for them to check off their
name.

2. You can decide where and how you would like the questionnaires returned
to you. If you are fairly 'mobile' you might want to have collection points on each
unit. Several points will probably be needed, particularly in the larger facilities.
Instruct participants on the return system set up for each of them.

3. Make your best effort at getting all questionnaires back. While there
are instructions for completing and returning questionnaires contained in
each participant's booklet, instruct individuals who opt not to participate
to return the questionnaire to you in the sealed coded envelope. You will
not have access to the questionnaire once it is sealed in its envelope. We
at FSH will not be able to identify any one participant at any test site.

RETURN OF QUESTIONNAIRES TO HEALTH CARE STUDIES

1. It is very important that you report to us the exact number of each
TYPE of questionnaire distributed; the return rate can be calculated from
the returned envelopes. Pass that information along via letter to LTC Bell
with the returned surveys NLT 1 August.

2. All questionnaires need to be returned to Health Care Studies NLT 1
August. Mailing labels are attached for your convenience. On/about
Monday, 28 July, mail all questionnaires returned to you up to that date.

H-41

$ m m m m

i u



At that time we also suggest you issue some sort of plea for nonrespondents
to submit their questionnaires.

3. Mail the balance of the responses, and any unused questionnaires, NLT
31 July. Again, time constraints for coding purposes, etc, will not afford
us additional time tc wait on late submissions.

SUGGESTED PARTICIPANT INSTRUCTION LIST

1. *This is the satisfaction questionnaire for the test forms study' (or
words to that effect)

2. 'Should take you about ------------------------ to complete.*

RN: approx 30 minutes
Para: approx 30 minutes
WC: approx 15 minutes
Other Prof Staff: approx 10 minutes

3. 'The directions for completing the survey are in the booklet.'

4. Repeat the retrieval mechanism you have set up at your hospital. Emphasize the
DEADLINE.

5. 'Seal the envelope before returning to project officer.'

6. 'Those choosing not to participate...return blank questionnaire in
sealed envelope.*

7. If the need arises, where and how they can contact the project
officer/assistant.

8. 'Results of the study will be disseminated to all facilities.' Thank
them for their support and assistance.

Everyone who has worked on this project is committed to its
importance, as are the leaders of the Army Nurse Corps. Unless
participants are willing to share their perceptions and experiences with
the test forms, even changes that are possible may not be made.

We are also highly committed to dissemination of the study findings.
A copy of the summary data will be provided to each of your facilities at
the completion of the project.

If there are any questions please contact either:

LTC Martha Bell AV 471-4880/5880 (Optimis Account MBELL')
Pat Twist AV 471-5671/3331
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Table I

CLINICAL NURSING RECORDS STUDY

TYPE OF RESPONDENT

V,,Al.I D (Ct.11

VALUE LABEL V AL.L E : FrRE'(IUENC Y FI Cr,:iT F-I:1. d::NT F'Frzcr.W'T

RNS I 316 37.-4 37.74, 37.
PARA 2 26.6 31 .4 31., 4 63 .F;
WARD CLERK 3 35 4.1 4i 72.9
PROFESSIONAL 4 229 27.1 27. i 100,(

TOTAL B46 100.0 100. 0

VALID CASES 846 MISSING CASES 0

Table 2

CLINICAL NURSING RECORDS STUDY

TEST SITES

VALID CLhli
VALUE LABEL VAI. tE :REQLUENCY FERCEN' :PERCENT FLRCI:N'

0 1 .i .1 .1
CAMPBELL 1 133 15.7 15.7 15.
FITZIMONS 2 398 47.0 47.0 62.9
JACKSON 3 170 20.1 2().1 83.0
POLK 4 144 17.' 17.0 iO.o

TOTAL 846 io.0 100.0

VALID CASES 846 MISSING CASES 0
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Table 3

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SAVE

NURSING DOCUMENTATION TIME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PAFA ROW
I TOTAL1 11 2!

Al -----
1 1 151 1 97 1 24IPt+GLY AGREE I 1 1 44454. a...a - , 4 .. .c- a "- -

2 I 123 I 123 I 246
A (I 1 1 4'.02

3 1 2c 1 2b 1 411
IIA$E 1 1 8o6

4 1 10 I 5 I 15STRLLY VISAGR E 1 1 1 2.7

CGLUMN 3U4 253 557
11ITAL 5(F6 45*4 1 SlE 289

NL-PiPEF LF MISSIAG OBSERVATIONS 289
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Table 4

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HELP AVOID WRITING SAME INFORMATION SEVERAL

PLACES" BY TYPE OF PROVIDER

TYPE
CLNT I

IRNS iAFA , RUN
I CLE FK TOTAL

A2 ---------- --------------------------
1 1 147 I it.6 I 11 1 264

STlGNGLY AG1 I I 1 44.9

1 123 1 119 I 16 1 25bA.Ck E f I I I I 43.9

3 1 17 1 25 1 5 1 -7
DISA;REt? I I 1 1 8.0eeeeeeeeeeeeeeeeeeeeeeeeeeeeee4------- ----- aaaaaaaaa "

' I 15 1 3 I 1 I 19
STR6IGLY DI.AGR I I I I 3.2S....4...... ........ ee 4

CCLUMN 3.2 253 ?3 5E8
TCTAL 51.o4 3., 5.6 1000v

t,LLER EF MISSING LObSERVATILN! 2 51
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Table 5

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

IMPROVE COMMUNICATIONS ABOUT THE PATIENT AMONG

NURSING PERSONNEL" BY TYPE OF PROVIDER

TYPE
COL T I

IRNS PARA ROW+

I TOTAL
I I 21

A3 --- .aaaaaa.. --- --a-. 4
1 I 71 1 55 1 126

S}R iNGLY AGREE I I 1 22.7
4 .. , Ca.. a ,I 4.... . flam .. .

2 1 168 I 14f 1 314
AGREE I I I 565

4 a.... .. a .. ... .e4

3 I 53 I 43 1 96
U;ISAU EE I 1 1 17.3

4 1 12 1 8 1 ic
STF.NGLY DISAGkE I I I 3.6

4.-........ 4 ........ 4

CLUMN 334 252 556
TUTAL 54.7 45.3 10(1.

NtUPER CF MISSING OBSERVAIICNS 29C
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Table 6

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS IMPROVE

COMMUNICATIONS ABOUT THE PATIENT BETWEEN NURSING AND OTHER

HEALTH CARE PROFESSIONALS" BY TYPE OF PROVIDER

TYPL
C.LUNT IIF, r S 6:AFA F LI

I TCTAL
1 11 21A4 . ..------ ------------------o

1 I 79 1 5 9 I 13f
SIRLKLY , REE I 1 I 2 .

4------------+ ..-------

I 15 I 139 1 2,4
t CkL E I II 52.8

3 1 55 I I 1C5
VISACREE I I 1 18.9

4 1 15 1 5 1 20
S ThUKLY DISAGRL I I I 3.6

, .......... +.........

CDLUMI,, 3- 253 5!7
TUTAL 5 96 , 954 1

NkUV+EF UIF MISSING 0BSERVAUUJNS = 2:9
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Table 7

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ENCOURAGE ME TO USE THE NURSING PROCESS"

BY TYPE OF PROVIDER

TYPL
CLLNT I

IRNS K
I TLTAL

A 11

1 I 66 1 66
SIRItGLY AGREE 1 I 22.0

4 --------

2 I 154 1 154
AGFEF I I 51.3

3 1 71 1 71
ULISAGREE 1 1 23,7

4 I ' I 9
SMI4(NGLY DISAGRE I I 3,c

COLUMN 30(, 3C
TOTAL 100.0 I1Oo

NUPUEF [;F MISSING UBSERVATIONS 56
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Table 8

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE EASIER TO USE" BY TYPE OF PROVIDER

T Y PE
COUNT I

IfdNS I-AFA WARL ROw
I LL EkK OTAL
1 11 2I 31

At --- - 4-- . . ---4--------.------------ 4

I I I' I -.; I I 2 %i2
SITPtLY Ai-t E I I I I 34*.2

4-------------4------------- +

2 1 Rt I 1"7 1 2" 1 31b
I 1 l 1 53.3

3 I s I 2-6 I 2 1 t3
, 1SA(FEE I I I I 10.7

------ 4------------ 4 ---------

4 1 7 1 1 1 3 1 11
STFLUtCLY EISAGFE I I I 1 1.9

4 ------------------------------

COLUMN 3,-1 252 33 591
TUTAL 516h .2,6 5.6 100.0

I UVEP IF MISSING L;dSERVATI[,NS 2 t

1-8



Table 9

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL TiE TEST FORMS SHOULD

HAVE BEEN A MORE DRASTIC CHANGE:' BY TYPE OF PROVIDER

7YP:

CULNT I
IRNS PARA WARD ROW
I CLERK IOTAL
I 11 21 31

A7 -------- + ........e+eeeee + ....-- +
1 I 19 1 18 I 2 1 39

S1RfINGLY AGREE I I I I 6,9
4----------- ------- eI .. 4 .. 4

2 1 57 1 70 1 10 I 137
AGFEE I I 1 1 24o2

4--. . . ." . .. "' -.. ..------- 4ee n" o

3 I 177 I 141 1 19 I 337
0JSAGkEE I I I 1 59.5

------------4 .......4 ...-- 4-

4 I 18 1 14 1 1 I 53
STRUNGLY DISAGRL I I I I 9,4

+- ........ 4 ........ 4c. . e.. -4

COLUMN 291 243 32 566
TUTAL 51.0 42.9 57 100.0

ILhtIF (.F MISSING 0BSLRVATIL'NS 28(c

1-9



Table 10

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE A DEFINITE IMPROVEMENT" BY TYPE OF PROVIDER

TYPL:

CUUNT I
I RN S W-AFA WAR L ROW
I CLER TOTAL
I ii i 31

At ~ eeeeee+aaaaaaaa-------------------------
1 1 1,3 I 69 I IC I Ub2

STRL.GLY AOREE I I I 1 30.8
4eeeeeeeeee-aaaaaaaaaa------------

2 1 16t 1 15. 1 1. I 336
AI I 1 57.2

3 1 27 1 ;.c I I f I l
LISACRdE I I I 1 103

--------- e-----------------4

4 1 I I I ?
SIPtIPC.LY E)ISAGFE I I I 1 1.7

COLUMI 344 Z 53 34 591
TOTAL 51.4 42,8 , I0.'

NLPvEER bf MISSING (;BS.RVATICNS 25 .

1-10
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Table 11

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

PROVIDE ME A BETTER PICTURE OF WHAT IS HAPPENING

TO THE PATIENT" BY TYPE OF PROVIDER

TYPE
C CUN T I

IRNS FAFA PUI
I TOTAL
1 11 21

A9 ----------------------.eeeeeee
1 I 5te I 51 1 109

SIRNIGLY AGREE I 1 1 19.7
4 ----------------- 

2 1 173 1 1!4 1 327
A(,kE I 1 I 59,C

•eeeeeeee.... ........ 4

3 1 5 I 44 I 109
DISAGPEE I I 1 19.7

4 -------- --. ------

41 6 1 3 1 9
S7R/I-LY UISAGRE I 1 1 1.6

-------------- ceee

COLUMf, 332 252 554
T(TAL 54., 45.5 10060

NUMLtF bf MISSING OBSEVATION! = 292

1-11
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Table 12

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

REDUCE THE AMOUNT OF PAPERWORK I HAVE TO DO"

BY TYPE OF PROVIDER

TYfPL

CGUNT I
IFN FAF A WARU; RO;
I CLfMK TOTAL
I 11 L I 31

A1 ----- e e4eeeeeee--------------------------

1 1 1I14 1 91 I I 1 213
SfLeCGLY AGREE I I I I 3692

2 I 122 1 99 1 11 I 232
tckkE I I 1 1 39.5

------ eee------------4eeeeeeeeeeee

3 I 51 I 53 I I( I 11
DISACREE I I1 1 19.4

I 19 I t 1 2 I 29
TFCNEtLY [IISAGRE I I I I 4.9

S........ 4. ........ 4" ........ 4

CULUMN 304 251 3358
TUTAL 51.7 42.7 5.6 100.0

lUPI-Ek CF MISSIN6 UISERVATILN! 2 5

1-12



Table 13

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HAVE IMPROVED THE QUALITY OF DOCUMENTATION ON

MY NURSING UNIT" BY TYPE OF PROVIDER

IYPE
CUUNI I

IRNS PAFA OW
I TOTAL
1 1I 21

All -------- + ---------
1 1 62 1 57 1 119

5TF',VGLY ACREE I I I 21.8
4ee.....4 ....... e4

2 1 149 1 135 1 2F.
AIFEt I 1519

+eeeeeeeee-------------4+

3 1 75 I 47 1 122
DISt(,FEE I I 1 22.3

4 1 11 I 11 1 22
SCVCLY DIStGRF I 1 1 9.)

4--------------.. ... 4

CULUMN 297 250 547
TLTAL 54.3 4!.7 IC..c

t4*UE-[ (iF MISSING OBSERVATION! = 299

1-13



Table 14

CLINICAL NURSING RECORDS STUDY

"THE NUMBER OF NURSING HISTORY QUESTIONS IS ADEQUATE"

BY TYPE OF PROVIDER

T Y PL'
CUU41 I

I E';S F AF F
I 1UlAt
I 11 21

El -eeeeeeee------- --------

1 1 72 1 ' 112
TLftLY AGkEE I I I 2i.5

2 1 15-9 1 lf 4 1 ,23
A(FE F I I 2 ,1

4eeeeeee------------
3 4t I ?4 1 79

ISAU-EE I I 1 1 .2
4--------------------4

41 I 11I t
!TPLt,,LY DISAGRE I I 1 1.2

4-----------eeeeeeeeee4

CULUMN 2t. 1T[ TAL ,t 4 .¢' 4t,. o',,

hNi, IEF, Lf MASSING (CbSEPVA1ILNS 2 f,

1-14

(II JIl l !l JF II I I ll II d I t



Table 15

CLINICAL NURSING RECORDS STUDY

"THE CONTENT OF THE NURSING HISTORY QUESTIONS IS AS THOROUGH

AS I NEED THEM TO BE" BY TYPE OF PROVIDER

TYPE
COLNT I

IRNS PAFA RO14
I J7OTAL
I II 21

b2 . - . ..-----------.------------
1 1 57 I 31 1 BE

STFUNGLY AGRE.E I 1 1 17.0

2 I 156 1 15E 1 314
At EE I I 1 60.6

4 ----------- faaaaaaa

3 1 b2 1 44 I I.,6
DISALE I I 1 20.5

4 I 7 1 3 1 IC
STP L ME, LY IStGiRL I I 1 1.9

COLUM? 282 236 516
TLTAI & #'e.4 5.,6 1C.C'

'L-'i.LF ClF PISSING .UBSERVAIIUNS 32b

1-15
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Table 16

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT THE BLOCK FOR PATIENT'S PERSONAL

ARTICLES AND VALUABLES IS HELPFUL"

BY TYPE OF PROVIDER

kN FAi k RUiN
1 CLEPK TOTAL
I ,I .1 1

3 --..- -- - -- -- ---.. . --- -- -- -- -- --- --+ ...
1 1 '4 1 ,t I I 94

f ITFUCLY A(ki E I I I 1 17ai
*--------.+------------+-------------

1 1'.1 £i: I 15: 1 294
R 1 1 1 1 5. ,5.

1 7. 1 ,C 1 7 1 131
UIStV..EE 1 1 1 1 23.5

1RL'UtLY V.15.t GFt I 1 5.6
4------------------- 4 a --------- +

CULUMN 279 241 30 550
1CTAt 5 'I A;. .

LtEIF LF MISING LbSLRVA1LN -- 2 .

1-16



Table 17

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT MOST NURSING HISTORIES ARE

DONE BY NON-RN/ANC PERSONNEL."

~rYPL

CULNi I
N, AV, A IN AF, U, ROh

I CLE RV TOTAL

E4 - ---- --- ---- ---- --- -----------
I I 3E 1 43 I 9 1 90

I1FLN&LY AC-kEE I I 1 15,9
+----------------- -......--4

2 1 77 I bO 1 12 1 169
E 1 1 1 29.9
4 .. .. .. 4 -------- - a- a.. .

3 1 1&6 I iCi 1 7 I 214
LISACREF I I I 1 37.9

4 I (66 I 24 1 1 92
,rRCILY CISAGkt I I I I 16.3

4- ........ + a...... 4 ........--

CULUMt, 289 248 565
'UTAL 51.2 43.9 5.0 0

IVU1.ER UF MISSIN LBSEPVATILN = 2U1

1-17
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Table 18

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT ALL NURSING ASSESSMENTS ARE

DONE BY RNs AND ANCs" BY TYPE OF PROVIDER

1YPL
C LA. f'l I

I ii 1'i,

,---- ------------ 4 ------ 4 ---------..

1 1 1 7 , I 7 I 1 12 I 21-*
.kt VC t Y AG i- E I I I I 45.1.,

4 --- ------------------------

: I " I r 1 13 1 1b4

*----------------4---- -------- 4

3 3I I 1 4 1 ,lfs
I sFLA 1 L 1 1 20.4

.......------------------------
4 1 4 1 11 I 1 1 16

STP L LY LISGRE I I I I 2.8
+-...........----- ------------

CULUM' 295 2 t 3 31 5787t TAL 51.U v.t 4 t 100. 0

Wv[LU E L MISSING C;BSERVAIIL'5 :41

1-18



Table 19

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT AN OVERPRINT IS USED FOR

THE ASSESSMENT" BY TYPE OF PROVIDER

I YPE
COUNT I

I TLT A L

1 1 59 1 59
S1RL1NGLY AGREE I I 21*,

2 I 76 1 7
t(FlE I I i7,C

3 1 91 1 94
L I S MUR.,E E I I 3.5

4 1 52 I "2
!IRUNGLY CISAGRE I I 18.5

CULUM. 261 2E1
T(jTAL IcO.O I{0,

tLlE [I L'f ISSING USEFRVA11LNI = 565

1-19



Table 20

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT WE OFTEN USE THE HISTORY

AND ASSESSMENT CONTINUATION SHEET"

BY TYPE OF PROVIDER

1 Y P"Z
CUUNT I

SAf A p tA R06
I CLLkF TJTAL
1 11 I 31

(7? - .------------------------ +

1 1 37 I 24 1 I C4
'., ]vtP(, A(,.P I 1 1 1 11.7

2 1 '6 1 122 1 19 1 1te7
I,(4L[ 1I 1 1 34.1
4------ ------------ 4 --------

3 1 1 2 I 7t 1 11 I 211
[, SA~E.{E I I I 38.4

------- 4 -------------.-----------.-....

4 1 69 1 1, 1 f .,7
STR(NGLY LISAGRE I I 1 1 15.8

4eeeeee------------4-------------4

C0LUM 2b' 4 34 31 549
TCTAL 51.7 42.t J.0

tLIFEF LF MISSING CbSEFVATIUN$ = 2

1-20



Table 21

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

IS HELPFUL TO ME" BY TYPE OF PROVIDER

TYPL
COUNT I

I TLTAL

1 1 911I I II

57lRIt\LY AGREE 1 I 35.'
4--------..

2 1 124 1 12'.
t(HE I I .b.8

+------------

3 1 23 I 23
rIStCkEE 1 I 9.1

I 1 17 I 17
IPGLY DISAGR[ I I .7

+----------

COLUMN 254 2t4
TU TAL 1: . 0 C

NWhFf L- MISSING UBSERVATIONS 592

1-21
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Table 22

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE STANDARDS

OF NURSING PRACTICE (DA PAM 40-5) HAS INCREASED

MY USE OF THE CATEGORIES" BY TYPE OF PROVIDER

CCLNT I

I IlAL
i L

1 1 71 I i

VTTLtV(AY ACE[L~ I i ~'

,, F EI I ',,".b

3 1 41 1 '91
1,.IS/ (4d E t 1 1, .4

+----------
4 1 it I It,

1I 1: 1,(tY LISI.,KZ I I 1,.

(ULUMl, 2b 25 L

K[TAL 1 JL tf.

hLt, D' MISSING t&SEkVATIL, ,9b6

1-22



Table 23

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

SHOULD BE CONTINUED" BY TYPE OF PROVIDER

1YPE
CLUNT I

IFNS kOk
I TLTAL
1 11

FIC 4- ---------
1 9. 1 9

S7FPLILY ACREE I I 38.l

2 I 122 1 122

A(FLI I I 49.4

3 1 19 1 19
U:ISA(UEE 1 1 7.7

4 1 12 1 12
1IRfUG LY DISAGRE I 1 .9

COL UMI 247 2'47
TCTAL 1C0.C iCoc

NL F (I MISSING 01SERVATI[CN. 5 99

1-23



Table 24

CLINICAL NURSING RECORDS STUDY

"I LIKE THE IDEA OF THE NURSING HISTORY AND ASSESSMENT,

IF COMPLETED ON ADMISSION, SERVING AS THE ADMISSION

NURSING NOTE" BY TYPE OF PROVIDER

TYPt
C GUNT I

]kiJS F Sl
I TUTAL
I e1

:11 4..... . ---.. ..... +

1 I 21C I 21.
STPLtCLY AGREE 1 1 71.9

2 1 73 I 73

3 I 6 1 6
11 1' t(F LEE Z.1

(i I I 3.

4 1 :31 3
I [(ILC-LY UIStG,[ I I I.,

(LOLUMI\ Z92

TOTAL Av IC.L

Nt'tIk L..F MISSING 0BSLkVATI1LNS z 54

1-24



Table 25

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

IS HELPFUL TO ME" BY TYPE OF PROVIDER

IYPE
COUNT I

IWNS F[Ow
STUJT L

I -
---------------------.. . .

i I 131 I 131
STR_ GLtY AGREE I I A7.3

2 1 114 I 11'
,, EEI I 'i1.2

.4--- ..... -4.

3 1 23 1 Z3
.L]Si C Et 1 1 .3

4 1 91 9
S1FLNGLY CISAGRE 1 1 3.2

----------

COLUMN 277 277
TUTAL 1 .u 10U.0

MNfVfF ['P MISSING CESERVA7IONS 569

1-25



Table 26

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN HAS

INCREASED MY USE OF THE DIAGNOSES" BY TYPE OF PROVIDER

TYPE£
C UNT I

If4, $ FoI
I TLTAL
I 11

F,13 ........----.......-

1 1 113 I 113
,FVLVCLY A(.RLE I 1 ,1.9

----------

2 1 115 I 115
t.CPEr 1 1 '?.

3 I 33 1 33
LSt{c-E 1 1 12.2

4 91 9
S1,{t,&LY ISAG&W I 1 3.3

4..........
COLUMN ,7C 270

7.,TAL 1 C,.. .C 1c((.C

Uht[- IF MISSING UBSF'VATILNS 576

1-26



Table 27

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

SHOULD BE CONTINUED" BY TYPE OF PROVIDER

1YPE
CULNT I

I TITAL
I 1I

EI14 --- ---. . . .+
1 1 132 1 13i2

Slh7 GLY AGREE 1 I 47,7

2 1 117 1 117
A(EI I 42.2

3 I 17 1 1I
CISt.C, kEE I I L,1

4 I 11 1 11
1kt 'lY DISAGRE I I q,4

LULUM, 277 277
1t(TL 1O,).C I c.,

tUPLEF OF MISSING ObSERVATIUNS 569

1-27



Table 28

CLINICAL NURSING RECORDS STUDY

"I READ THE NURSING CARE PLAN TO LEARN THE OVERALL

GOALS FOR THE PATIENT" BY TYPE OF PROVIDER

TYI.tL

CLJUNT I
lPAR4 f~
I T{ IIL
I I L

Lit -------------
1 1 2 I t2

1.1L.t{ Y A(kLE I I . 4

---- - --- --

S1 165 I 1(5
I-FP E I I t6,0

4----------

I 1 z7 I L7

4 1 6 1 6
SILhKLY VISAGRL I I 42o4

COLUMN 25C 2 (
I[UTAL 1t C, 0 L".1 , "

NLt4tF Of MISSING 0WILFVATIL.N! 59t9u

1-28



Table 29

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, I HAVE

COMPLETED SOME PORTIONS OF THE NURSING DISCHARGE

SUMMARY FOR THE NURSES" BY TYPE OF PROVIDER

TYPE

CLUNT I
I PolRA r, AF 1) REA
I CLI RK TOTAL
I ~ I 31

C I .. . . .4 . . . .+. . . .

1 I 4' I 4. I 46
TFIGLY AGREE I I I 16.e

2 1 92 1 1 ' 1 1(2
CREEI I 1 374

3 1 87 I 11 1 98
,ISiCFEE I I I 35.9

4" .....---- .----- 4

'4 I 21 I 6 1 27
!TPODNGLY DISAGRE I I 1 9.9

CUL UMN 2'.2 21 273
TC'TAL 68.6 11.4 1 C Cc

NLftFiF iF MIbSING UbSERVATIUNS 573

1-29



Table 30

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, THE ENTIRE

NURSING DISCHARGE SUMMARY IS COMPLETED ONLY BY AN

RN/ANC ON MY NURSING UNIT" BY TYPE OF PROVIDER

TYPE
CULNT I

I (LfRk TOTAL

C --- ---- - ---------
1 I Yq I 1 I 54

5TF L It Y I4CIKEE I 1 1 190.3

2 1 6 7 1 1 I 7
A(1[t 1 1 3496

3 1 91 1 1 1U v ,C1IS ¢FGEE I I I 35.7
4 4-------......-----

' 1 . 1 1 1 29
S1 PCI GLY VISAGR: I I I IC.

*--------m4aaaaaaaa4
(CLUMN ZI., 3L 28"
TOTAL 9. ., . 7 IGo.C

IUMfLR OF PISSING 0I3SLRVATICN 6 II

1-30
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Table 31

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - ELEMENTS

ON THE FORM ARE THOSE I WOULD INCLUDE IN A DISCHARGE

NURSING NOTE" BY TYPE OF PROVIDER

TYPE
C0141 I

IRNS ,O

I TTAL
I 1I

C3 ---- ... -..------
1 I 1u I I',S

fTR:-LY AGREE I I 2b.7

2 I 1,.8 I 14b
AF[E I 1 4o,6

3 1 12 1 12
L I SPE E I 4.4

41 6 1 6
s 1F (,LY VISAGR[ I 1 2.2

4--------a,, o+

(LLUMt. 271 271
T;TAL lI .C IC. ,

KL-IEU OF HISSING UBSERVATILNS 575
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Table 32

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - I LIKE

TO HAVE THE DISCHARGE SUMMARY SERVE AS THE NURSING

DISCHARGE NOTE" BY TYPE OF PROVIDER

TYPE
COUNT I

I T|?Tt L
I 1 1S4 ...------------- 4

l I 1 ., I I ,2

STRItGLY AGREE I I 9-5.1

2 1 110 I 11
L-FE. I I 3 .9

3 1 9 1 9
b 1SA-F, EE 1 1 3.3

'.1 5 I
!,TUNCLY DISAGRE I 1 1.8

---------- 4

CGLUMN 276 276
TOTAL lcc. 1.

tUtEk ,F MISSING UbSEkVATILNS 7 C
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Table 33

CLINICAL NURSING RECORDS. STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST)

IT IS HELPFUL TO HAVE A COPY FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRFNS
I T(TAL
I I

1 I 143 1 143
SIFL[.GLY AGREE I I 52,0

2 I 116 1 116
iSCP'FF I I '.2.2

t~4.. 1aa 42*

3 1 1, I
IS4CVREE I I 3.6

41 6 1
TI LE KY DISAGkE I I 2.2

CULUMIt 275 275
TOTAL 1-0,O 1Ccou

t Ut1-F OF MISSING CUSERVATIL.NS 571
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Table 34

CLINICAL'NURSING RECORDS STUDY

"NURSiG DISCHARGE SUMARY (DA 'FORH3888-5 TEST) - iT Is

IMPORTANT FOR'A NURSING SUMMARY TO APPEAR IN THE

OUTPATIENT RECORD" BY TYPE OF PROVIDER

TYPL
COUNT I

I TUTAL
I 1I

C t"a ... . . aa ....... a 4.
1 I 12,.2 I 1C2

SlKNtGLY AG, LE I .7.8

*---------4
2 I 121,  1 1Z5

3 I 31 "
IICtsE 1 1 1I.5

4 I 12 1 12
LI1F.PUCLY DISAGRE I 1 4.

COLUMNI 27C 270
TUTAL 1 1.C C

Wv4ItFF Df MISSING LbSUFVATIONS 57t

1-34
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Table 35

CLINICAL:'NURSING RECORQS STUDY

"NURSIN DISCHARGE SMYR:-(DA FORM 3888-5 TEST) - THE

NURSING. DISCHARGE SUMMIRY. FORM NEEDS TO BE KEPT

IN THE SYSTEM" BY TYPE OF PROVIDER

TYPE
COUNT I

I kl s ROt%
I T[TAL
I 11

C 7 ... ..a ---.-------- .

1 1 114 I 114
STPt L Y ALREE 1 1 41.9

2 1 137 1 137
,(R[ l 1 1 !C.,

----------

3 1 14 1 14
I ISt. GRE E I I 5,

4 1 7 1 7
S1F(t GLY CISAGRL I 1 2.b

COLUMI 272 272
TLTAL iCO.C l(.,.v

hLtMEF (IF MISSING OSLRVATMNS 574

i 1-35



": Table 36

CLINICEALNURZI RECORDS STUDY,

"NURS;ING,D!SCHARPE -SUMMARY (DA FORM 3888-5, TEST) - DISCHARGE

SUMMARIES SHOULD BE,IN-A MULTIDISC-IPLINARY FORMAT SO

PHYSICIANS AND OTHER HEALTH CARE PROVIDERS COULD

MAKE APPROPRIATE NOTATIONS" BY TYPE OF PROVIDER

TYPE
COUNT I

IRF"S FOw1 T TAeL

1 1 l'A I 1C4
STFLKtLY ACIEE 1 I 7.5

4 -------- 4

2 I 113 I 113
A FI I ',.

3 1 46 I 46
UISt FEE I 1 16.6

4eeeeeeeeeee
4 1 14 1 14

STFIti, 6LY DISAGRE I 1 5.1
4-- -. -- -

COLUMN 277 277
TOTAL ICO.0 l((,0

NU4CEF CF MISSING UBSERVATIC4S = 569
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Table 37

CINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/OOCTOR'S ORDERS NONMEDICATION

'(DA FORM 42561 TESTi DAFOI4 -A256-2 TEST) -

WE FREQUENTLY USE THE BUFF COPY ON

NURSING UNIT" BY TYPE OF PROVIDER

T YP4.
CUINT I

IRNS P APA WARE) ROW
1 CLERK TOTAL
1 11 21 31

C, -- -- ---...- ----- a . . .aa ... ....+
1 1 46 1 27 1 5 I 78

SITRLt.LY AGREE 1 I 1 1 14.1
4eoe 4----------------- 4 -------- 4

2 1 86 .1 92 1 7 1 165
tCREE I I 1 I 33.q

4'eeeeeeeeeee------------4'eeeee4

3 1 .4Q 1 91 1 12 I IF3
DEISACU E I 1 1 33.0

• ...... ,-- . . . . ..-- -en n'

4 I 76 1 22 1 e I 106
SRcJNGLY DISAGRE I I 1 I 19.5

+ --- ---- - --- ---- • ...... - ---

COLUMN 29(1 232 32 554
TUTAL 52.3 '1.9 5.8 100.0

UL*ME.EF DE MISSING OBSEkVATIUNS 292

1-37



Table 38

CINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-4 TEST) - I LIKE

NOT HAVING TO RECOPY SOME SINGLE ACTION ORDERS

ONTO THE THERAPEUTIC DOCUMENTATION CARE

PLAN" BY TYPE OF PROVIDER

TYPE
CLUNT I

IRNS F A014 kARD ROw
I CLERK, TOTAL
1 1.1U 31

-eee ----4--- ---------+aaaaaa~eeeeee
1 16b I LE I 12 1 268

!TP'NGLY AGREE I I I I 47o3

2 1 82 1 l I I 17 1 220
1(FE I 1 1 38.8

3 1 32 1 21 1 2 1
LISA(-FIE I I 1 1 9.7

4 I 12 1 10 1 2 1 24
SIFLGLY ISAGRE 1 1 1 1 4o2

4 a------- 40 --- --- ----- -- .. . -+

COLUMN 294 240 33 5t, 7
1ITAL 51.9 42.3 548 100.0

tUVEEP OF PISSING (8SEPVATILINS 279

1-38



Table 39

CLINICAL NURSING RECORDS STUDY

"DURING , THE TEST .PERIO,, HOW,,OFEN DID YOU USE THE NURSING

HISTORY ANDASSESSMENT TO, LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?" BY TYPE OF PROVIDER

1YPE
(.LONT I

IPRDFES- FUN
ISIONAL TMTAL
1 41

l, ........----------.... +

1 I 15 1 15
EVERY NId1 1 6.9

2 ', I
t CS 1 PN TS I I 27.6

3 1 95 1 (5
IIt I I9

4 1 47 1 7
NIVEF I i1.7

COLUMN 217 217
TETAL IQooC 1 C,£C

tVUfKEJF LF MISSING OBSERVATILNS t 629

I3
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Table 40

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST:PERIOD, HOW OFTEN.DID YOU USE THE NURSING

CARE PLAN TO LEARN ABOUT NURSING ACTIVITY AND THE

PATIENT'S CONDITION?" BY TYPE OF PROVIDER

TYPE
LOUNI I

IP KCFES- po
IbIUNAL TLTtL•1 4 1

ELf Y INT I I 2.b
4----------

2 1 1i I it
u[Si PITS I I e.3

3 1 91 1 91I.IFEL I '4*.7

4 1 1 .'3 1 14.3
K VE F 1 1 47.2

COLUMN4  218 218
TCTAL I1:.(.

MNUFFt LF MISSING C8EEkVATICNS 628
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Table 41

CLIN4ICAL NURSING RECORDS'STUDY"

"DURING THE TEST: PERIOD, HO EWDID YOUUSE THE NURSING

DISCHARGE SUMMARYTO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?" BY TYPE OF PROVIDER

JYPE
COUNT I

IPFCFES- IFONr
ISIONAL IT/iA

IVEPY FtNT 1 1 2.3
----------

2 1 1~ I, 1 1
Ii7CS1 PtITS 1 1 8.3

3 1 89 I P
P FZ L L 1 1 41.2

4--------+
4 1 13'. 1 IC'.

NEOVER~ I 'it*1

COLUMI\ 216 216
TUJTAL ltl.*O ICC.CC

.LhELF Of PISSING UbStkWAIGN! 63C
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Table 42,

CLINICAL NURSING RECORDS.-STUDY

"DURING THE TESTPERZOD, HOW OFTEN DID YOU USE

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?" BY TYPE OF PROVIDER

1YPE
COUNT I

lPFLF.S- FCt,,
ISIUNAL T(T7AL
I 41

1 1 30 I 3c
iVEPY PN 1 1 13,b

4eeeeeeeeeeeeeee4.

2 1 fG I 61MI.ST FITS I I 27.3

3 1 76 I 76
1 1 34.5

4 1 54, 1I, 1K:[¥I I iq.5

COLUMI. 220 22'
TOTAL 1C.).0 ICCs,

I~i.LEF LF MII SING UbSERVATILNI 641
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Table'43

CLINICA NURSINg REORDS"STUDY'

11DUR1NG THEt TEtt'P4ftIOD 'HOW Of DID YOU USE

THE THERAPEUTIC' DOUETATION CARE PLAN,

MEDICATION?' BY TYPE OF PROVIDER

IYPE
COUINT I

1PFRUFES- PO0W
ISIONAL TETAL

ME1 ----- --- a4eaeaa
1 1 47 1 'i7

~EVEY W~J I 1 21.4

2 1 57 1 57
PU'ST PtTS 1 1 Z509

3 1 7C I 7
PAI<EY II Blob

4 1 46 1 46

COLUMI 220 220
TUTAL 1CO.() 1(060

NUPEl~f Of MISSING 0USRVA711NS 626
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Table 44

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW-OFTEN DID YOU USE THE

TPR GRAPHIC?" BY TYPE OF PROVIDER

TYPE
COUNT I

MI+DFES- POW
I SIDNAL TLTAL

)( IF ....... a ........e

1 1 134. I 134'FY~ IN1 I I tId

2 I 41 1 1V.LSt ITVTS I 18.9
------

3 1 21 1 21lA1 ELY 1 1 9.7

4 1 21 1 21
NEVE 1 1 9.7

COLUMI 217 217
TGTAL 1C0. lCO.(

KPI~.F bf MISSING LBSERVATIMNS 629
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Table 45

CLINICAL NURSING' RECORDS STUDY

"DURING THE TES-T PERIOD HOW OFTEN DID YOU USE THE

PROGRESS NOTES?! BY TYPE OF PROVIDER

TYPE
COUNT I

IPPUFES- FUw
ISIONAL TUTAL
1 41

X IC ..... e...* -- a... .a

I 1 131 I IlI
LVEF Y FNI I 1 45o7

4 ....... 4

2 1 61 A 61
POST P4ITS I I 27.6

+" ------. m +

3 1 42 1 42
IF L-LY 1 1 19.0
4 --------- 4

4 1 17 1 17
NLVEF I 7.7

CULUMIs 221 221
TAL IJfO C&OO

tUkFEP CF MISSING CBSERVATIUNS 625
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Table 46

CLINICAL-NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW, OFTEN DID YOU USE THE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPF O rES- , W
ISIMNAL TLIAL
I 41

IVEFY PNT 1 I 16.1

21 1 1

MLS1 FNTS I I 3.2

3 1 5 1
FAkLLY 1 16.1

4 I 20 l 2C
NEVEF I 4.5

CGLUMlI 31 31
T11TAL 1'. .' , 1 c,'c 0

U E E+ ['F MISSING BSLRAILN! 81. ,

1-46
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Table 47

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?" BY TYPE OF PROVIDER

1YPE
COUNT I

IPROFES- FfJW
ISIONAL TUITAL
I 41

X(3A ........ -. . . .--
1 13 1 13

EVE Y FNT I I 6o3
4 .. n " cn -4

2 1 46 1 46
PIUST PfTS I 1 22.1

3 I 99 1 99
RARELY I I '7,6

4 ........ .e

4 1 5c I
NEVEr I I :,.&

COLUMN, 208 2C.
TOTAL 100.0 ICO.c

UtPIEP OF MISSING UBSERVATILNE 636
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Table 48

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE

NURSING CARE PLAN TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?" BY TYPE OF PROVIDER

TYPL
COUNT I

IPkUFES- FOIN
ISINAL 7LTtL
1 41

I-VIPY F'T I 2.9

2 1 12 1 12
HU('1 PINTS 1 1 5.8

3 I 92 I1 92
RLYI I 4.2

4 1 9b I
?NEVE F 1 1 47.1

COLUMN 208 2C8
JOTAL 1QL.,C 1Ca',O

MAlEEF (,F FISSING UbSERVATILNS 63b
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Table 49

CLINICAL NURSING RECORDS STUDY

"PRIOR T0 THE TEST PERIOD, HOWOFTEN HAD, YOU USED THE NURSING

DISCHAIGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?" BY TYPE OF PROVIDER

TYPE
COUNT I

ISIONAL TOTAL
1 '.1

EVEPY FNT I 1 .5

2 I 15 1 15
MUST PNTS I I 7.2

3 1 90 I 90
FtPELY I I 43*5

I 1.0 I ici
IKLVEF I I 4*8,

(CLUMN 207 207
ILTAI IC1i.c ICt.O

K.,UEEF Of MISSING ObSERVATIONS 639

1-49
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{" Table 50

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THETEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?" BY TYPE OF PROVIDER

T YPE
COUNT 1

1HUFES- F i
ISIUNAL TLTAL
1 4.1I I 4eeeeeeee

1 l 17 1 17
L'VE+ iNI 1 I ,.2

2 1 46 1 .6
fLS, PNTS I 1 22.2

3 I 83 I F3
FARE LY I I 4001

4. 1 61 1 61
hEVk I 1 29.5

4a ..... 4.

COLUMN 2C:7 Z!7
T(TAL j .C ICC.c

P-LVLEF LF MiSSING UkSERVAILNS b 39

i
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Table, 51

CLINICAL,-NURSING :RECORDS STUDY

"PRIOR TO THE TESTPERIOD, HOWIOFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?" BY TYPE OF PROVIDER

i "T YPE

COUNT I
IPk OFES" Pf-
ISIG NAL TUTAL
I 41

1 1 32 1 32
EVEFY PtT I I 15.5

2 I 54 I 54
MCST PNTS I 1 26.1

3 I 75 1 75
F-AFELY 1 1 36.2

4 1 46 1 46
NFVEF I 1 22.2

C-LUMI\ 2 7 27
TLTAL 10,*0 il( ,j

NUMFER DF MISSING O1bSERVATIUNS 639

U, \
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Table 52

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED
THE TPR GRAPHIC?" BY TYPE OF PROVIDER

TYPE
CCUUNI I

IPRUFES- F, C
J SIONAL TUTAL
1 41X3F ---------

1 1 129 1 129[VEF UT II (1.7
------- a--

2 1 37 1 37T TS I 17.7

4 V I 2 I l.c

4 1 I 1 lbNIVE .I1 .
CoLU1tf 2;9 2 v9

TTA L 1 '. . C 1C 0 ,0

tIUtEEF L.F MISSING UBSE.FVATIINS = ,37

15
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Table 53

CLINICAL NURSING, RECORDS STUDY

"PRIOR TO, THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE NURSING NOTES?' BY TYPE OF PROVIDER

TYPE
COUNT I

IPPLUFES- p bw
ISIONAL TUTdL

3G -
1 1 43 3 E~y 'F T I I 20.7

2 1 66 IMUST PKTS I I a1.7

31 71 1 71FMLYI I ?'.,j

N 1 28 I 28tEWF' I I 1. ,

CIL Umh 208 2C8
TCTAL IOjC 1C.0

tME.F OF M iSSING UBSERVATIuS 63b

1-53
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Table 54

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN DID YOU USE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

' TYPE

C ULN T 1
IPFOFES- 014
I S]{UNAL TITAL
1 4.1

x3 ti. ieeeeeeeeeee-
1 1 3 1 3

EL'UFY PNT I I 1C.v

2 1 1 1 1
'LS PNTS 1 1 3.3

3 1 k 1 Li
F/kELY 1 1 6.7

4 1 lb 1 lb
NEVEF I I C)2.

LULUMI 30 3c
TUTAL lG'), C. ILC

#4UM1EUF r MISSING bSERVATILNS v16

1-54
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Table 55

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; .DA,7FORM 4256-2 TEST) - HAVING

TWO SEPARATE ORDER SHEETS CAUSED MINIMAL

DIFFICULTIES FOR ME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PAFA WARD PROFES- ROW
I CLERK SIONAL TOTAL
1 11 21 31 4I

1a -..... -- --a -a. a a.a.a.------ a. .a - +
1 I 93 I E2 1 11 I 29 I 215

STRINGLY AGREE I I I I I 27,C
4 a-a ---a ---. 4-as a a a-.4 a e,---- 4

2 1 133 1 132 I 14 I 72 1 351
A.REF I I 1 1 1 44.2

3 1 44 1 27 1 5 I 57 I 133
IISAGREE I I I I I 167

4. caca..... 4a,-- .... a " ..a ..-- -C .4w-- ace'. a -- +1

4 1 4C 1 6 1 3 I 47 I 96
crRrUNGLY VI SAGREF I I I I I 12.1

4. . .. -- 4 .. ... ---I. . . ."'-- -- '-- ,..

COLUMN 310 247 33 2C5 795
TOTAL 39.Z 31,1 4.2 25.8 ir.o,

NUPIEt iEF MISSING C8SLfkVA7IO'NS 51

II

u mml l i il i inimn-5n



Tab I e 56

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST)-. ORDERS

SHOULD CONTINUE TO REMAIN 'SEPARATED ON COLOR

CODED MEDICATION AND NONMEDICATION SHEETS"

BY TYPE OF PROVIDER

COUNT I
I FA WARD PROFES* ROWI CLEPk SIGNAL TJTAL
1 11 21 31 41

1 1 q C I 126 I 17 1 27 1 312S"L-GlY AGREE I I I I I 39.5eeeeeeee "- --- ..... a-- -- a----a-a -4 -- a.a.
Z I I 1Z5 1 13 1 72 1 286t(PF 1 I I I 1 36.2eeeeeea... 4 a.c - a.. .a.a.a -,aa a.. +..,, ace.c,,,

3 1 31 1 43 1 2 1 '1 1 87HSAR IE I I I I 1 11.('
a a. -Ce a a 5 + --- ----- . -. ----. 4 a------4

4 I 3E 1 2 I 3 1 62 I 105,RU{fNtY ,ISAGRE 1 I I I 1 13,34. ........ 4 .. .c -a aa .a .4 an .cc cc 4acc .s..

CULUMNt 3{,5 246 35 202 790
TOTAL 8&,6 31.4 4.4 25.6 100.0

NLMVEF DF MISSING OUSERVATIUNS 56
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TabLe 57

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - PRIOR TO

THE TEST PERIOD,: IF UNFAMILIAR WITH A PATIENT, I MOST

OFTEN DETERINNED CURRENT MEDICATION(S) BY . .

BY TYPE OF PROVIDER

T YPE
CULNT I

IPFUf-ES- Lk
ISIUNAL TIAL
1 41

1)6 - -- ---- -- +~ne

1 1 84 1 C ,
PEVIE1, ALL DR UFk I 4.8

2 1 Le5 1I
REVIEn TD-hED I I 4,2,3

3 1 20 1 2C
AS9 ItUPSE I I 1c..&

4 I 12 1 12
UiTHEf I I 6.C

CULUMh 2'1 2C.1
TOTAL 1iC.u 1C,,.C0

NUMEEF f MISSIN6 OBSERVATIONS 6 4

1-57
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Tab Le 53

CLINICALNURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

DURING THE TEST PERIOD, AFTER THE SEPARATION OF ORDERS,

IF UNFAMILIAR WITH A PATIENT, I MOST OFTEN DETERMINED

CURRENT MEDICATION(S) BY . . ." BY TYPE OF PROVIDER

7YPE
C[JUNT I

IPkUFES- F, DN
I SIONAL TL TAL
1 4.1

U7 0.. ... -----

1 I 104 1 IC,4
F[VI1, ALL (. Ilk I I tio

2 1 73 1 7
FdVIFf TD-PE(. I I ,

4 .... ,- -n -

1 1 18 I Ib
ASK NUPSL I I 8E

4 ----- -

41 9 1 9
t'I'lF I I 4*4

C UL Ut. 1 20 2C'
TL.TAL I,,u 10coC

t, 1PtEF.L R CI ISSING L(S.RVATION$ = 642
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TabLe 59

CLINICAL NURSING RECORDS STUDY

"DOCTOR' S TOR.Rs ME ATION/DOCTO' ORDERS NONNEDICATION

(DA FORM 42561 TEST; DA FORM 4256-2 TEST) -

IF WE WENTI ACK TO-THE 'OLD' ORDER SHEETS, I WOULD

HAVE NO DIFFICULTY IDENTIFYING COMPLETED SINGLE

ACTION ORDERS" BY TYPE OF PROVIDER

TYPE
LUUNT I

I5NS I-AA bhARG Ruh
I CLER 0 TTAL

0 Daa a-m aa a - -------- - ------ a
I I 5C I 61 £1STFLt4kLY AGREE 1 1 1 14.24 m--,,a.a..a..+ a.a... .a a-t' a. a . .a 4"a

2 1 102 1 87 1 1 1 2&'9EI I I 35o7

3 1 IG 101 1 9 I 220[1SA$ckE 
I 1 1 1 38o5

4 1 34 I 30 1 2 1 66STRUtNLy ISAGRt I I 1 1 11.6
4 IF aa..--- .a+,.. .... .Ieeee.......eee

CULUMIh 296 243 32 571TCTAL 5ioc 412,6 ".6 100,0

,U/I~EI- Ur MISSING UUSIUVATILN, 27h

1-59
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TabLe 60

CLINICAL NURSING RECORDS STUDY

"DOCTOR" S'ORDERS MEDICATION/DOCTOR' S ORDERS NONMEDICATION

(DA FORM,4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD STILL

WANT A COLUMN FOR SINGLE ACTION ORDERS TO PRECLUDE

MY HAVING, TO RECOPY THEM ONTO THE THERAPEUTIC

DOCUMENTATION CARE PLANS" BY TYPE OF PROVIDER

TYPE
CUUNT I

IRNS I Ai.i. iARD RO
I CLERIK TOTAL
I 1I 21

----------------4-----------

1 I 16t- I 7t 1 14 1 255
STRt .GL Y A(,Ri-E I I 1 I 44o6

2 1 89 1 12) 1 I, I 234
t-CktE I I 1 1 40.9

+" ------- ---------------- 4 .

3 1 38 1 27 1 1 I 66
(UISAUEEE I I I 1 11.5

4- .... a . .----- - w ----------

4 I 7 I 7 1 3 1 17
STRUI KLY CISAGRE I I I I 3.3

4 -- -- -------------- 4 C aee e.

COLUMN 299 239 34 572j T(TAL 52.3 4198 5.9 100,O

tL.tEI LI. cSING U8SERPVA71UN = 274
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TabLe 61

CLINICAL NURSING RECORDS STUDY

I LIKE BEING ABLE TO DOCUMENT (WITH EFFECTIVENESS CODES OR KEY

WORDS) THE PATIENT'S RESPONSE DIRECTLY ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS" BY TYPE OF PROVIDER

TYPE(LL4L;T I

I MS PARA RUN
I TOTAL
I 11 21

E1 -------- 4 ------------ -...
1 1 148 I (3 1 211

STF f*kLY AbREE I I I 39.4
4ec.. ... .. . .....

2 1 125 1 157 1 2Z
AGRE" 1 1 1 52.7

4" .. . . . . .. . 4

3 1 15 I 2C I 35
CISACREE I I 1 6.5

41 1 2 1 7
E1F It.ILY DISAGRL I 1 1 1.3

w ........ 4 -------- 4

C LUM h 293 242 535
TLTAL 5,e -45.2 CoC c

tLVf'L L MI$SSI4G UBSEkVAIIUNS= 311

1
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TabLe 62

CLINICAL NURSING RECORDS STUDY

"MOST OF MY DOCUMENTATION IS RECORDED ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS" BY TYPE OF PROVIDER

TYPE
CINT I

IPARA vow
I T( TAL
I LI

1 1 4(t 1I
1RLIGLY ALREE 1 1 17.2

2 I 133 1 133
1 1 !7*3
4-----------4

3 I ? I r2
ElSkt(EE I I ii*4

---------- 4

4I 7 1 7
7F[IwtLLY UISAGRt I I 3a(;

CULUM', * 232 232
TUTAL 1C ,( C OC ,'

tLF.'EE, LF MISSING (.fbSEkVATIUNS 614

t 1-62
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TabLe 63

CLINICAL NURSING RECORDS STUDY

"IN THE PAST, I USED TO DO MOST OF MY DOCUMENTING ON

THE NURSING NOTES (SF 510)" BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ,OW
I TUTAL
1 21

E3 ------ -------...
1 1 88 1 88

!7FLtI4LL AGREE 1 I 36.1

2 1 147 1 147
ACUE I 1 (.6.2

3 1 5 1
(ICAAGFEE I I 2.C

4 1 4 1 4
SRtt, L#GY LISAGRE I 1 1.6

CLLUMIN 244 244
TLTAL ' 1,., 1(,CC

NL:CI1F' DF MISSING UbSERVATILNS 602

1-63



TabLe 64

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TO CARE PLAN

IMPROVES MY DOCUMENTATION OF PATIENT CARE"

BY TYPE OF PROVIDER

I y PE
COUNT I

IRNS I-AA FRI'
I "L;TALI II 1I

1 I L,9 I 53 1 142S1Rt(L.LY i, 4EE I I I 26.5
-------- 1-------------

2 1 Ib lt h3 I 311
3t.14( I I I 5-. 1

(ASACE-E I I I 14,U

SI tb I 11 7
SIf.tLY HISAGRE I I I i,

COLUMNF 293 242 535
THTAL 4 o 45.2 1CDc

lQ!?'tE, Lf MISSING UBSEFVATIUNS -'11
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Table 65

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN ENCOURACES ME TO WRITE MORE

NURSING ORDERS TO DESCRIBE NURSING ACTIVITIES

WITH THE PATIENT" BY TYPE OF PROVIDER."

lYPE
CULi'NT I

IRNS
I TCITAL
I 1i

----------------------------------
1 I ?e 7

SUTLNCLY AbkLE I 1 27.2

2 1 142 I 142
A(,EE 1 1 49.5

3 I 6( I 6C
LISACkEE I I i049

41 7 1 7
STF .C, (LY VISAGP. I 1 2.4

+eeeeeeeee.. 4,

COLUMI 287 2t 7
TCTAL I (,. ,O 1 LC.

NL.KXEF OF MISSING CBSEFVATIENS 559
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TabLe 66

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

AMONG NURSING PERSONNEL" BY TYPE OF PROVIDER

: I7 Y P E .

LOUNT I
I pt, 5 PAFA '[,r
I XTAL
I II ,I

Ec -------- ---------4-------------
1 74 I K 1 124€-.f't4F L L'Y A{,REE I I I 23.C

2 1 166 I 157 1 323
I I 1 59.9

3 1 47 1 37 1 b4[1SA(PEE I 1 I 15,t

4 1 t ..ilI(1LY DISAGRE I I I i.!
4 ------ ------------ 4

CU2LUMN 92 27 539
TLTAL b'.02 ., I(

WL[E CF l 1ISSIN;G LBS,RVAT{.N5, 3o')7
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Tab Le 67

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION- CARE PLAN IMPROVES COIMUNICATION

BETWEEN NURSES AND OTHER HEALTH CARE PROVIDERS"

BY TYPE OF PROVIDER

TYPE
CLUNT 1

IRNS PAF A GI
I T6TAL
I ii 1

E7 - ----------------- ---------
1 I 49 I 46b I 95

STPiLK-IY ACREE I I I 17.1
4--------+------------ 4

2 I 144 I 11 1 205
tC-PEE I I I 54.9

+---- - ---eeeeeeeeee4

3 1 tib 1 44 I 1?2
1) 1 s.ACL I 1 24.6

4 I 11 1 4 I 15
SIPF'CLY CISAGRf I 1 1 2.8

Il UMN 29 '4 37
ICAL '24.4 45.6 1(0.0c

NtIJEk L.1 PISSING t2BSEkVATIONE = 3(19

1-67



TabLe 68

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PAMIENTIS RESPONSE ON THE TD CARE PLAN HAS

DECREASED FRAGMENTED-DOCUMENTATION IN THE RECORD"

BY TYPE OF PROVIDER

TYPE

CGUNT I

IRNS fAP A FcLW
I TCTAL
I ii 21

EE ~ .. .. .. .. . .... .....eeee

I 1 o4 1 1#4 1 IC8e
SI!-LtGLY AGREE 1 1 I 2t, 4

2 I 17C I Il2 I 322
tktI I '.

41"",.,,,,,,-,- ., .4aaaaaaaaaa4

3 I 47 I 4 I c
UISA-,EE I 1 1 17.

4ee .. .. .n - .. ..eeeeeeeee.'4

'9 1 I 2 1 IC
57F UK LY LISAGRE I 1 1 1.9

COLUMN 289 241 ll
TLTAL 5'..5 455 1L'. C

NLMFLF 3U MISSING UBSEkeVATIUWN 14t
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Tab Le 69

CLINICAL NURSING RECORDS STUDY

"RECORDING;THE PATIENT!S RESPONSE ON THE TD CARE PLAN

ALLOWS ME TO-GIVE A MORE THOROUGH, REPORT"

BY TYPE OF PROVIDER

TYPE
COUNT I

I TL.,TAL
1 1I

F1-------- - ------- 4
1 1 68 I (18

STRP,LY ,AGREE I I 9'3.7

2 1 154 I 1!4
ILtE 1 1 !3.7

4.----------
3 1 ,1 1 (

SIS/ (fE 1 1 21.3

'1 4 1 4
1TRI CLY CISAGRE 1 1 1.4

CULUMh Z7 2t 7
TOTAL I vv IC.C,

WL4IPEF [F MISSING OBSERVATIUNS 559

I
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TabLe 70

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT',S RESPONSE ON THE TD CARE PLAN

GIVES ME A BETTER 'PICTURE' OF WHAT HAPPENED TO

THE PATIENT" BY TYPE OF PROVIDER

TYPE

COUNT I

lENS PAF A
I TOTAL
I 11 LI

E 10 -a - - -- ------ ---------

I 1 62 1 4e. I 110
57~t& KL V AGREE I I I .

2 1 171 1 17 1 328
AGREF II I 6100

4s....... . ... ..

3 1 53 1 29 1 92
CISAGPEE I 1 1 17.1

4.o . ..........--- -- 4

41 6 1 21 8
ST-(tGLY UISAGRE I 1 1 1.5

*Caf......•..a.... +

COLUMN ?92 246 538
TCTAL 54.3 45.7 lo .0

ttPk4EF LF MISSING LBSEkVATILNS , 3c8
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TabLe 71

CLINICAL NURSING RECORDS STUDY

"I DID NOT DOCUMENT PATIENT RESPONSES ON THE THERAPUETIC

DOCUMENTATION CARE-PLANS" BY TYPE OF PROVIDER

1 YPL

COUI I
I kNvS P AFA A k.)

I 11 21
Ell 0----------0- -------- 4

1 1 5 I 5 1 10
5TRhLNGLY AGREE I I 1 20

2 1 37 1 65 1 102
ACEF I I I 2C,0

4 --- e- +---------4

3 1 163 I 135 1 296
DISAU&EL 1 1 I I1 .

4 1 74 1 115 1 99
hL,GLY DISAGRE I I I 19.4

CULUM14• 279 230 5(9
T'TAL 54.', .5.2 ICG.G

tUPLEF LF MISSING CESERVATILAS 2 357
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TabLe 72

CLINICAL NURSING RECORDS STUDY

"I HAD MINIMAL DIFFICULTY RECORDING THE PATIENT'S

RESPONSES ON THE THERAPEUTIC DOCUMENTATION

CARE PLAN" BY TYPE OF PROVIDER

TYPE
COUNT I

IR PS PAF.A
I TOTAL
I 11 21

E 12 ---- 55sa i~ O------------

1 I b I 24 I V,
SlF[ILY AGREE I I 1 15.6

2 1 1t I 1 1 322
AL .E1 1 62.6

3 1 55 1 49 1 97
DISA(44E I 1I Ib 9

4 1 ' 1 5 1 14
'TP[K(LLY [:ISAGRE I l I i.7

CCLUMN 2,2 2.51 513
TOTAL 55,c 5{. ICc.G

KIl-EF (iF MISSING UBSEkVATIUN -.

1-72
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Tab Le 73 -

CLINICAL NURSING RECORDS STUDY

"THE EXPANDED USE OF 4HE, THERAPEUTIC, DOCUENTATION CARE PLAN
(BEING ABLE TO DOCUMENT RESPONSES) IS A CONCEPT WHICH SHOULD

BE AVAILABLE TOALL NURSING PERSONNEL WORLDWIDE"

BY TYPE OF PROVIDER

T Y P ~

1ENS I-FA RtE+1 TCTAL
E 11,

1 1 119 1 56 1 I75SWk(oGt yr AL-P{ 1 1 l 33.9
4---------- -a2 1 1J7 1 154 1 291I 1 1 56.44 -, ..... -4* ........

3 I 23 1 1 , 41ri ISACF EE I I 7.94 I 3 1 9
-1 t NCL y VISAGRE 1 I 1 17

CULU1it% 231 5 ,TOTAL 5 44.8 ICO.C
thbttLI C f MI5~SSNU L&'SCFV1I(N
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TabLe 74

CLINICAL NURSING RECORDS STUDY,

"THE '"FOLDER', TYPE'FORMATOF THE THERAPEUTIC DOCUMENTATION

CARE PLANS IS AN IMPROVEMENT" BY TYPE OF PROVIDER

TYP -

(GUNT I
IRN S VAFA IAk ROW
I CL fI TOTAL
I 11 31

EI#- -..-.....-------. .-......----- 4
1 1 9c 1 79 1 16 1 185

SI ktMLY ALR E I I 1 I 31.7
------- oo-eeeeee+- 40~ -------

2 I 136 I 140 I 1 t 291
tI I 149.9

40.. ... .o+......-.- ... .....-----

3 1 5 1 1 24 I 2 I b l
£ISAGREE I I 1 I 13.9

4 1 13 I 11 1 2 I 26
SIRft.GLY DISAGRE I 1 I I 4.5

CULUMN 294 24 ?5 5F3
TCTAL J ,4 43.6 6°9 13',

t.LtEEF tf MISSING ObSERVATI'N ,  f '
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TabLe 75

CLINICAL NURSINGRECORDS STUDY

"THE '!FOLDER TYPE FORMAT OF THE THERAPEUTICDOCUMENTATION

CARE PLANS SHOULD BE KEPT-EVEN IF IT CANNOT BE

OVERPRINTED WITH ORDERS" BY TYPE OF PROVIDER

TYPE
COUNT I

I FI, S PAF A WAPU RCk
I CLEFRK TOTAL
1 I1 21 31

L15 ----- 4eeeeeeeeeeeeee ...... -a 4.

1 1 11 I -7 I b I 136
51PU,LY .GRLE I I 1 1 23.9

4- ------------------------- ee

2 1 124 1 13b I 15 I 275
1-[ 1 I 1 '8.2

3 I 67 I A4' 1 e I 119
IISA,F.IE I I I I 20,9

4eeeeeeeeeeee4c ........ 4ee e ee...4

4 1 25 1 14 1 1 1 40
SIF{CGY CIStGl I I 1 1 790

CCLUMN 2E!7 251 32 570
TLTAL b5,4 44,s 5.6 lOO..

NLUIELF Cwf MISSING UbSERVATI.4, 27t
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TabLe 76

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD HAVE THE PATIENT IDENTIFICATION

BLOCK PRINTED ON ALL PAGES" BY TYPE OF PROVIDER

IYP
CJUbNT I

AF L ROkI CLU' TLJTAL
1 11 L.I .2Ir ia . . . . .4 ....... e4 ........ ........ 4

1 I 67 I E, I 4 1 139
TFOGLY AGREE I 1 I 1 23.9

• a ..-- -4-------..4 aaa... 4

2 I IClb 1 1c1 I 9 1 218
I I I I 37.5
4 ..... ,-- 4 c-- .. - --... ..

3 1 1 1 1 "10 1 15 I lt8
0ISA-kEE I I I I 32.3

4 . .. .- a ....... 4 a --- -,--
4 I 20 I 12 1 5 1 37

HTRLCLY -ISAGRE I I 1 I 6.4
4 c........ 4e.a.e e e... e. "--4

COLUM. 29t. 2 3 3 562
ITAL 5c, 4 5 53.500.76

t,LI"EF [F MISSING UbSERVAIIINS

1-76
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TabLe 77

CLINICAL NURSING RECORDS STUDY

"I LIKE THE STURDIER 'PAPER ON WHICH THE FORMS ARE PRINTED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PAFA WA ) ROk
I CLERK TOTAL
I 11 Z1 31

El7 - -....----------------a.. . ee. . .+
1 1 1q3 I 99 I 12 I 2t- 4

5TIIGLY ;,(,REE I 1 1 43.5

2 1 16 1 134 I 19 1 279
iCRE E I I I I 47.8

4,-------- a- . -- - ---4.- ..

3 1 21 1 lb 1 2 1 41
U ISA(CR E I I I I 7.0

*------------ -----------------aaaaaaaa4

4 1 f I 1 1 1 I 10
T1R(,NGLY LI$ A&ik I I 1 1 1.7

-.---------------- -....--.-4---

COLUMtN 295 252 34 5F4
WITAL !1.c. 43.2 5.8 100.0

LP[Ik.4 M ISSING UbSERVAT1I:NS 262

1-77
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I ~TabLe 78

CLINICALNURSING RECORDS STUDY

g "HAVING.SEPARATE PAGES, FOR: RECURRING, DELAYED, OR PRN ACTION

ORDERS IS HELPFUL TO ME" BY TYPE OF PROVIDER

"TYPE
COUNT 1

I PS N.F A A 9 V ROW
1 CLERK TOTAL

I II 1 31
,t E I-- ----------- . . .. + . . . .e o 4.. .. --- +-

11 11 I 76 1 13 I 210

7TIVC L Y ALkEE I I 1 I 37.4
--n ca-eeeeeeeeeeee-- ---------

2 1 141 I 1.1 1 16 I 3C0
CREI 1 1 53.5

3 1 2 I 18 1 1 1 39
111SACE E I I I I 790

41 71 4 1 1 1 12
5C- t.fLY CISAGkE I I 1 1 2.1

CULUM 289 239 33 561
TOTAL 5:1 5 426 ,9 100.0

NL'kEP OF PISSING ObSERVATIUNIS = 2E

1-78



TabL'e 79

CLINICAL NURSING RECORDS STUDY

"TO ".MYM KNOWLEDGE,: THERE. 4WERE 1NO TREATMENT OR MEDICATION

ERRORS :COMMITTED::ON MY-NURSING UNIT:WHICH COULD

BE BLAMED ON THE NEW FORMAT OF THE THERAPEUTIC

DOCUMENTATION CARE PLANS" BY TYPE OF PROVIDER

TYPL
COUN1 I

I TfST¢ k

E 1. . . .----- -- . ....... + ---- -...
1 I 8 1' 63 1 147

STR[#.GL Y A(,kEE I I I 2.1

2 1 122 1 13C 1 252
t~CEr I I I 4t.

3 1 62 1 5 1 '7
UISi, FtE 1 1 I IE,5

4 I Zc I (1 1 28
TPLIfLY DISAGRE I I I 1.3

4 ...... eeeeee4....... a.4"

COLUMt, Zb b 23C L24
TETAL 55.C, 4s.0 IC,.0

NL IEF LF MISSING ULLSEkVATItAf 32Z

1-79



TabLe 80'

CLINICAL NURSING RECORDS STUDY

"I "WOULD, PREFER TO HAVE THE THERAPEUTIC DOCUMENTATION CARE

PLANS INA SINGLE SHEET FORMAT (LIKE THE 'OLD" TDs)

EVEN KNOWING THAT I WOULD HAVE LESS ROOM FOR

DOCUMENTATION" BY TYPE OF PROVIDER

TYP Z
L.OT I

IpNS F AF t wt, b 'ROW
I CLERK TOTAL1 11 d' 31

E 2 . .. .. ... . -+-... . . a. . .
I I 22 1 14 1 1 1 37

!TFCl\CLY AGREE I I 1 1 6.7
4r .... - -- - - - ----- .. . . .+ . . . ,

2 1 39 I 5,. 1 L: 1 97
1R1 1 1334l1 I 17.5

[ISMEEL I I 1 1 54.9
4 n----------------.4aaaaaaaaeeeeeee4

I 74 1 3 I 1 1 116
- IF 'fGLY [ISAGPE I 1 1 20.9

4, ....... 4"eeeeeeeeeeeeeee ......eee

CliLUMN 2I 236 31 554
T[CTAL 51,. 42,s 5.6 100.0

-LtEF [,F MISSING UESEP VATILN 292

1-80



TabLe 81

CLINICAL NURSING RECORDS STUDY

"IF A, SINGLE SHEET -FI MAT WERE TO BE USED, I WOULD PREFER

A, MEDIUM WEIGHT-,, PAPER. (LESS BULKY THAN THE

TESTED PAPER)" BY TYPE OF PROVIDER

TYPE
CULNT I

]INS PAkA %1ARD ROW
I CLERK TOTAL
1 11 21 31

EI ....... -4 ------- -0 a - a 4. --

1 1 21 1 12 I 3 I 36
I F( UG L Y AGREE I I I I 6.5

• $... .. .4-' ---.. --.... ...--

2 1 59 1 71 I 10 I 140
I I 1 1 25.2
-------- ------- 4eeeeee4nnnnnnnnn---.

3 1 163 1 127 1 18 1 308
LISA[E 1 1 1 1 55.4

1 I .3 1 27 I 2 1 72
STRI. flLY (ISAGPL I I I I 12.9

(.OLUMI, 286 237 33 556
TUTAL rl.4 Q2.6 5.9 1.)0.0

i^BEF CF P ISSING LPSERVATIf," t 29c-
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TabLe 82

CLINICAL lURSING RECORDS STUDY

"ALL MEDICATION AND NONMEDICATION FORMS SHOULD

REMAIN COLOR CODED" BY TYPE OF PROVIDER

TIYPL

I LLERK
1 11 i1 31

I I h4" I 124 1 21 1
SIP.[t, K LY AGREE & I I

* --eeeeeeee-------------4..... "
2 1 I.Z I 12 1 14 I

AGRE( I I I
• C,,- l- .e... 4. . . . .ee" .. .....------- 4

3 1 9 1 31

4 1 3 1 1 I
!7R[+GLY [SAGREL I I I I

re""..ee.. .. ..... e - e e .. . -4'

CCLUMN 296 246 35
TIJTAL t' 1 a 1 h2,OE 0 ,6

1t44Er LF FISSING ObSEkVAILbN = 2(7

1-82



-' TabLe 83

CLINICAL NURSING RECORDS STUPY

"YELLOW HIGHLGITER 'USE; SOULD BE REINSiATED TO

DISCONTiNuE ORDERS" B'Y TYPE OF PROVIDER

I YPL
CULNI I

IRNS I AFA WARD
! CLERP,
I 11 21 31

E23 ...aa... 4 a a a.....---------- 4 .. .. .a---

1 1 tbE I liC 1 13 1
STFNC? tY AGREE I I I I

4-- ----- ..----... .. 4-- -- ---...I

2 1 8& I b7 I 10 1
ACEE I I I I

--. --. e ------- -- -- ft. --- 4
3 1 49 1 3L 1 6 1

DISA(,REE I I 1 1
4a ....... at-----------.. a. fn ... ".'a

I 2 1 14 I 5 I
SIFr E-LY VISAGRt I I I I

4" ........ 4 ....... e4- . .. . -1

L L UMN 297 2A7 34
TCTAL 51.4 42.7 509

jbMtfI' DF PISSING UPSUFVATION 4

1I83



TabLe C4

CLINICAL NURSING RECORDS STUDY

"THE ,INTEGRATED PROGRESS: NOTE, IMPROVES COMMUNICATIONS

CONCERNING THE PATIENT-AMONG ALL HEALTH CARE

PROVIDERS" BY TYPE OF PROVIDER

TYPE

Ct1 1 1
I I 11 19,

4 ---------------- 4 -------3 1 13& 1 19 1 4W I

VI S ,F iL

SLiY 4L I II I I
FI ........ eeeeeee.. ... * * *... .-* * ... ..* *

2 1 133 1 13 1 22t 1

1U Y b I SA., I I I I

4eeeee.oo ---------.....oooo ..-----

4 I1 1Ic 3 1 22 IS7PUt'LtY L1S~aG5U I 1 1 1

C.ULUMI, 3C3 247 219
TCTAI L 9,4 2,1 2e

t,,ThWEE" if- VISSING 0i5SERvATIUNS 77
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TabLe 85

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATEDPROGRESS'NOTE,, HASENCOURAGED ME TO BE

MORE THOROUGH IN DOCUMENTATION" BY TYPE OF PROVIDER

IYP:
COUNT I

IRNS PAFA FO
I TOTAL
I I

F 2 ........+ ....a .. .-- ..n +
1 1 'M I f9 I 167

1FU'.L Y AGREE I I I 3C.4
!+ ......C .a .. ...... a +

2 1 121 1 143 1 264
AUFEE 1 1 48,

3 1 69 I 37 1 ICt
[lS(-R EE I 1 1 19.3

4 1 12 1 1 1 13
TU( NGLY UISAGR& I I I *4.

- -- ------------...

COLUMK .3(, 2"(C
TIUAL 5te5 4b.5 1C'Co9

NLVFPEI OF MISSING fJBSEkVATI(0NS = 296

V-85



TabLe 36

CLINICAL NURSING RECORDS STUDY

"THE :INTEGRATED-PROGRESS NOTE ,HAS ENCOURAGED ME TO BE MORE

CONCISE IN DOCUMENTATION" BY TYPE OF PROVIDER

iIYPL
LOUNT I

I TL1Ik 

I ii 21A F ........ eeeee......+ ........ +e

1 1 99 1 t2 I 1(i
SJFL\&LY AGEE I 1 1 29.4

---------.. - -... .-- -'

2 1 lt! I I1 1 1 -324
IdFE I 1 1 59.2

4 -------------4e.4

3 1 26 I 2. 1 53
L: IS C E I I I ti*7

4 I L I I s
SIUCGLY UlStGRE I I I 1.6

4 .---- 4 .------ -

COLUM 3 X. 247 547
T(TAL 54 , 4'C.2 D.C

h-UPfEI 1+ tc.IS1,JG OlFSEFVAUIINS 29"

1-86



Tab Le 87

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED, PROGRESS NOTE LESSENS FRAGMENTING OF

INFORMATION IN THE PATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
CbiLNT I

I KNS V 'AFA V KsFtSE RUIN
bIl[KtL TOTAL

I 11 21 41
F 4 -e---------- ----- 4 -- -

1 I 113 1 6t 1 64 1 242
17hFP.;LY 1;IEE I I 1 1 31.6

2 1 159 I 1t3 1 E4 1 396
AGRF I I I I 51.6

------------.--.-. ---------- -- 4.
2 1 24 I 27 1 46 1 97

LISACREL I I I I 12.b
4-------------- -------- w-+4ooooooo

4 I 7 I 1 I 24 1 32
SIFLKI' LISAGRE I I 1 1 4.2

C LL UMN, 303 246 1 f. 767
TCTAL 39,5 32.1 26,4 11,.0

t'lUV-EF tf MI SING 0J&$[(JVATILN. = 1

I1-87 ti



i
Table 8C

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS THE AMOUNT OF

INFORMATION EVERYONE MUST DOCUMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

Ipt', S ARA, 1 i [Ff 5o  Ru

I SILNIL TOTAL
1 11 -1 41

F! £0 ---------- 4------- ----- 4------------+

1 1 IC3 I t4 I ie I 195
STUt"&LY AREE I I I I 25,e'

2 1 1'.9 1 133 I !7 I 339
tI FI E 1 '4.2

40----4-------------eeeeee

3 1 41- 1 ' 6 1 96 1 le'.
[ISACkEE I I I I 24*,0

4eeeeeee------------4------------4

4 1 11 II 36 1 49
S TRLI&LY LISAGRE I I I I 6.4

COLUMN 301 247 217 767
TLTAL 390.t 2.2 26,3 l0090

NUIFEF LF MISSING UBSERVATILN.S 79
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TabLe 89

CLINICAL NURSING RECORDS STUDY

",THE INTEGRATED PROGRESS'NOTE ,ENCOURAGES ME TO

READ NARRATIVE NURSING NOTES MORE THAN I

DID IN THE PAST" BY TYPE OF PROVIDER

TYPE
CfA NT I

IFPLUFES- RD6
ISIUNAL TLTAL

1 I If I '98

Slk([tILY AGIEE 1 21 .9

2 1 93 1 .3
t. Vp L E I 1 '2.5'

3 1 I
L I ISAZREE

4 1 28 I 28
57IL Kt Y DISAGRE I I 12.8

COLUM, 219 219
TCTAL 1 Q9i.0c 1CC*.C,

tUL,'E[ [1 VISSING UBSEUVATILNS = 627

1-89 }



TabLe 90

CLINICAL NURSING RECORDS STUDY

"THE-INTEGRATED PROGRESS NOTE MAKES IT EASIER TO

DETERMINE-WHAT IS -HAPPENING WITH MY PATIENT"

BY TYPE OF PROVIDER

TYPE
CUNT I

l I p E s- KJ6I

ISIONAL TLTtL
I 41

F 7 - .. ..-- -- .......-

1 I 44 1 I
SIRF:CLY AGREE I I 2. C

2 1 9 2 1 112
AtkEl I I ~

1 5. . 1 t 4

L I SC0. E L 1 1 4 .5

4 1 31. 1 '

{ Kf4:GLY ['1iSGkE 1 I 13;

CULUMN 2 0 2?

TCTAL 1L: ,1 (,' o

KUPELF [J PASSING CESERVATIuNl 626

f$90



TabLe 91

CLINIeAL NURSING RECORDS STUDY

"THE INTEGRATED, PROGRESS NOTE HAS SAVED;HE TIME IN DOCUMENTING
(I FEEL tDOWT NEED TO REPEAT INFORMATIONPREVIOUSLY

DOCUMENTED BY ANOTHER HEALTh CARE PROVIDER BECAUSE

IT'S ALL IN THE SAME PLACE)" BY TYPE OF PROVIDER

TYPE
CUA.N1 I

IRS FAAA p LI
I TUTALI 11 l

1 1 132 1 P4 1 216S79dY1 Y AREE I I 3 39.9
4 .. .. .. 4---------------

2 I 124 1 125 1 249
I 1 46*04 a... a -'.....4eeeeeeeeee

3 1 3C I 6 ILISL(FwF I I I I,,.7
4 ..... - ---- --F. . 4

4. 1 12 1 6 1 16Rt,(GLy ,'ISIGRE I I I 3.3
4' ----- &,-41.---w . .. 4

CLLUM 29E 243 51
TC1AL 55.1 44.9 ICG.c

I UEE LF MISSING CBSEFVA7I:N, 3 C!

-91
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Table 92-

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS-NOTE ENCOURAGES ME TO READ OTHER

CARE PROVIDERS' NOTES" BY TYPE OF PROVIDER

TYP.E

CULNT I
i IR. S FAIZA V C l

] TLTAL
1 ii 21

f -- ee------------------------

1 1 146 1 7 t 1 224
STF..t LY AGREE I I I 4 e,3

4.--------------------
2 1 137 1 1 7 1 ',F4

3 I 19 I 22 1 41
Sl$sto( i E I 1 1 1.4

4.1 5 1 21 7
$-IR|LL.Y [11StGRE I 1 1 1.2

--------- ---------------------
CULUMN 307 249 tt t
TCTAL .5,2 44.8i ; C

tHtEF. LI MISSING C'bSERVATILJN$ z 90

1-92
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Tab Le 93

CLINICAL NURSING RECORDS STUDY,,

",THE INTEGRATED PROGRESS NOTE SHOULD-BE USED AT ALL

,ARMY, HOSPITALS" BY; TYPE OF PROVIDER

TYPE
COUNT I

IRIMS PAIA PfRFE S- ROW
I S I' (AL TOTAL

' A1 21 41

I I i6e& I 100 I 14 1 322
FTRUI&LY ACREL 1 1 1 I 42.3

2 1 117 I 131 I 78 1 326

tiGRE E I I 1 1 42.8
4 .f...... 4 ..- ......----- 4 a-a-----

3 1 12 I 12 1 38 1 62

UISWIF:EE I I I 1 8.1
4 -- ------------------... ..-- '

4 1 I 2 I 44 1 51

SI' CkLY WISAGRE I I 1 1 6.7

COLUMN' 332 245 214 761
ICTAL 39.7 32.2 2Fe, 130.0

NU&bI. LF hISSING OBSERVATIONS

I

, , ,1-,3



TabLe 94

CLINICAL NURSING RECORDS STUDY,

" I, HAD LI-TTLE DIFFICULTY IDENTIFYING WHO WROTE PREVIOUS

NARRAT.IV E NOTATIONS" BY TYPE OF PROVIDER

TYPE
CULNT I

IP U.F CS- K
ISI UNAL TL TtL
I 41

Fi --- - +------------
1 1 32 1 32STIK{LK VAGREE I I 14.6

2 1 126 1 126
I I -b .3

3 1 42 I 42OI51(PEE 1 1 19.4

4b 1 16STFIfGLY DISAGRE 1 1 7.4

COLUMt. 216 216
TUTAL I. c.

NL iAF, IF MISSING I&SEFVATI[NS 630

1-94L L_



CLINfCAL NURSIG RECODS STDY

"I HAD NO'DIF FICULTYDISTINGUISHING NUASING NOTATIONS FPOM

THOSE OFOTHER DISCIPLINES" "BY PTPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PRCFES" RON
I S ICUNAL TOTAL
1 11 21 41

1 I 135 I 62 1 43 I 240
$7PUKLY AGREE I I I I 31.5

2 1 147 1 148 I 137 I 432
ACREE I I I I 56.6

3 1 16 I 32 I 28 I 78
DISAGREE I I 1 1 10.2

I 5 1 2 1 6 1 13
STRUK gLY DISAGRE I I I I 1.7

CULUMI 3C5 244 214 763
TCTAL 40.0 32., 28.0 100.0

i-ttEP CIF MISSING OBSERVATIGNS 83
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Tab Le, 96

CLINICAL NURSING, RECORDS STUDY

"I HAD LITTLE DIFFICULTY, LOCATING MY ,PREVIOUS NARRATIVE

NOTATIONS" BY TYPE .OF PROVIDER

TYPE
C(2UNI I

IPU FP S- L
ISIONAL T[TAL
1 4

F I -- - - - --------- -- -

1 1 48 1 q ..
SI .G KLY A(kEEE 1 1 22.3

2 1 lit I lit,

3 I 1 31 .

[?ISAULL 1E 1 1{6.3
----------

4 1 1,7, 1

IF( t GLY DISAGRIL I 1 7.5

6 1 1 1 1
61 11 .

CULUMN 215 215
T-TAL 1,.. 0 1(,C

IL+[E1F UF MISSING CBSERVATILN! 691

1-96



Tab Ie97

CLINICAL NURSING RECORDS STUDY

"PHYSICIANS ONd4YAWURSl4Q NIT SEEMED 10 LIKE HAVING

NARRATIVE WNURSING COMMENTS -INI EGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"1

BY TYPE OF PROVIDER

I YPE
CLUNT I

I fel.s PAFA pRAt
I TOTAL

F 14 ,n 04. .ee ... 4

1 1 46 1 32 1 7 t,
SULNtGLY AGREE I 1 1 15se

4.. -0+0- e-w~oee..wwe

2 1 150 1 142 1 292
WEE ~ I 1 1 5942

3 1 63 I 3* 1 97
UMCtFEE II1 19.7

4 1 16 1 10 C. 26
ISUDP.(Y El$iGRf I II

CULUMV' Z75 21e 493
TLTAL 550b 448iQ

t4 F t'ISSJNG U1SEIZVAUILNS

1-97



TabLe 93

CLINICAL NURSING RECORDS STUDY

"OTHER'HEA'LTRCARE PROVIDERS (e.g., PHYSICAL THERAPIST,

DIETITIAN, :SOCIAL WORKER) SEEMED TO LIKE HAVING

NARRATIVE NURSING COMMENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

TYPL
COUNT I

IRNS FAFA R 61%
I 70TAt

1 11 L
Flt -------- 4 f ---------- -. . . .4

1 1 45 1 39 I E
!7RC;K LY AGRLE I 1 1 17.7

2 I 1 1 I 154 1 335
AtF, EE I I I 7.5

4.eeeeeeeeeee "4.- "" . ""

3 1 2t I lb 1 4 ,
1) IS A (F. 1- 1 9.7

eeeeeeeeeeeeeeeeeeeeeeeeee4 ... eeeeeee

4 1 6 1 4i I Ir

SiRCP:GLY DISAGRE I I I .1

CULUMN 26C 215 75
TOTAL 54.7 45.3

NLMLEF CF MISSING ObSERVATIOENS 371

1-98
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Tab e 99

CLINICAL N URS!N RECORS STUDY

"ALTHOUGH THE GUIDELINES READ THAT ALL NURSING PERSONNEL
WERE AUTHORIZED TO CHART ON THE PROGRESS NOJES, THERE

WERE SOME EXCEPTIONS TO THIS POLICY ON MY

NURSING UNIT" BY TYPE OF PROVIDER

TYPE
CUNT I

IRK-S PA0A RON

I TOTAL
S11 21

1 I 1 1 19 1 33
SUCtLY AGREE I I 1 6.3

2 I 1 I 5 1 11
A(.PLE I 1 1 21.8

3 1 148 I 12C 1 2C8
DISA,'(EE I I I !1.2

4 I 13 1 35 1 1C8
IPLIGLY C£ISAGR1 I I I 2 ,7

COLUHN 284 239 523
LUTAL 5, oT ICCoc

NtlEF OF MISSING OBSERVATILN$ 323

Ilellg~l-, . ....LI III m n llr inlm ll I• uI a i



Tab Le 100

CLINICAL NURSING RECORDS STUDY

"IN MY OPINION, THE BOTTOM LINE TO EVERYTHING WE HAVE

TESTED IS..." BY TYPE OF PROVIDER

TYPE
C NT I

IRNS PAFA 6ARD ROL
I CLERK TOTAL
I 1 21 :I

c,1 --------------------------eeee------ ---
I I ill I 13t, I 14 I 263

IPPLEMENT LAACTL I I 1 1 53.1
----------- eeeeeeeeeeennnnnnnnnnn

2 1 3 1 t, 1 3 1 12
Lt EtCI( TW OLD I I I I 2.

3 1 147 I (2 1 11 1 220
IFPLEMENT W tOD I I 1 1 44.4

4- ... ... 4.c - -. 4- --- c- - -4

CILUMN 261 206 28 495
TLTAL b2.7 4196 .>.7 1000

tNUPEEF lF PISSING OBSERVATIONS 351

.1



Table 101

CLINICAL, NURSING RECORDS 'STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER

PAGE I OF I
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS .. .- ...... s .e .s .. s....

1 1 13 1 28- 1 11 1 11 1 63
DR ORDER +;EN SAT 1 20.6 1 44. 1 17.5 1 17.5 1 17.0

1 18.3 I 17.5 I 15.3 1 16.2 1
1 3.5 1 7.5 1 3.0 1 3.0 1

2 1 1 1 6 1 0 1 3 1 1o
DR ORD +SINGLE ACT 1 10.0 1 60.0 1 0.0 1 30&0 1 2.7

1 1.4 1 3.8 1 0.0 1 4.4 1
1 0.3 1 1.6 1 0.0 1 08 1
+ ..ss ... 5 ... ..5 5 4 s e-" .... s + s ... s. Bi

3 1 0 1 7 1 2 1 0 1 9
DR DRD4EASV REFER 1 0.0 1 77.8 1 22-2 1 0.0 1 2.4

I 0.0 1 4.4 1 2-8 1 0.0 1
1 0.0 1 1.9 1 005 1 0.0 1

4 1 3 1 14 1 5 1 2 1 24
OR ORD-GEN-PAPERWRK 1 12.5 1 58.3 1 20.8 1 8.3 1 6.5

1 4.2 1 8B 1 6-9 1 2.9 1
1 0.8 1 3.8 1 1o3 1 0.5 1

5 1 12 1 19 1 5 1 3 1 39
OR DRD-C3NFUS-TINE 1 30.8 1 48.7 1 12.8 1 7.? 110.5

1 16.9 1 11.9 1 6.9 1 4.4 1
1 3.2 1 5.1 1 1.3 1 0.8 1

DR ORD-NISS ORDERS 1 45.8 1 45.8 1 4.2 1 4.2 1 6.5
1 15.5 1 6.9 1 1.4 1 15 1
1 3.0 I 3.0 1 0.3 1 0.3 1

71 01 11 01 11 2
DR ORD-STI. TRANSC 1 0.0 1 50.0 1  0.0 ! 50.0 1 0.5

1 0o 1 . 00 1 o., 1

CO71 160 72 68 371
TAL 19.1 43.) 19.4 18-3 100.0

PERCENTS AND TOTALS BASED ON RESPONDEMTS

.CNTIUED, 1-101



Table i01

CLINI CAL NURSI N RECORDS STUDY

GENERAL-' COM4ENTS REkmARDING-TIIE TEST FORMS

BY'TYPE OF PROVIDER (CONTINUED)

PAGE 2 OF I
4 TYPE

COUNT IRV PARA WARD PROFES-
ROW PCT 'I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ..... . 0000 4 . . . .400..... .4. .... 0--
S81 61 7 1 61 3 1 22

DR ORD-MISL PROBLEM 1 27.3 1 31.8 I 27.3 1 13.6 1 5.9
1 8.5 1 4.4 1 8.3 1 4.4 1
1 1.6 1 109 1 106 1 0.8 1
+ -.. ... . s . 4.. . . no . . . 4o ........

9 1 8 1 30 1 17 1 4 1 59
DR ORD 1-SHEET PREFR I 13o6 1 50.8 1 28.8 1 6.8 1 15.9

1 11.3 1 18.8 1 23.6 1 5.9 1
1 2.2 1 8o1 1 4o6 1 1.1 1
4.0....... oso.....-4.....- .. -.o...e. 4

10 1 2 1 4 I 2 1 0 1 8
DR ORD REDISN CO3NMNT 1 25.0 1 50.0 1 25.0 1 000 1 2.2

1 2.8 1 2.5 1 2.8 1 000 1
1 0.5 1 1.1 1 005 1 0.0 1
4.0...... •.....n..-4.00000 .. o-.0 .... 4

11 1 18 1 27 1 14 1 18 1 77
5094 GEM STISFACT 1 23.4 1 35.1 1 18.2 1 23.4 1 20.8

1 25.4 1 16.9 1 19.4 1 26.5 1
1 4.9 1 703 1 3.8 1 4o9 1

12 1 0 1 b 1 3 1 2 1 11
5094111PR3VES COMMUN 1 0.0 1 54.5 1 27.3 1 18.2 1 3.0

1 0l 0 1 3.8 1 4.2 1.9 1
1 0.0 1 1.6 1 0.8 1 0.5 1

4 ..... ... o .... o4........ 4 .... .

13 1 1 1 6 1 6 1 0 1 13
509, KEEP 1 .7 1 46.2 1 46.2 1 0.0 1 3.5

1 1.4 1 3.8 1 8.3 1 0.0 1
1 033 1 1.6 1 1.6 1 000 1

141 1 1 21 21 11 6
509- GEM PROBLEMS 1 16.07 1 33.3 1 33o3 1 16.7 1 1.6

1 14 1 13 1 28 1 105 1
1 0.3 1 0.5 1 0.5 1 003 1

4 ...... 4 ...... 4 ....... ",.....s.-o4.

COLUMN ?1 160 72 68 371
T3TAL 1901 43.1 19.4 18&3 100.0

1-102



iTable 101

CLINICAL NURSING, RECORDS S;TUDY

GENERAL COMMENTS REGARDING THE-TEST FORMS

ByTYPE OF PROVIDER (CONTINUED)

PAGE 3 OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIGNAL RIDW
COL PCT I TOTAL
-TAB, PCT I 1 1 2 1- 3 1 4 1

C OMMENTS s----s---4. .. e s ..... . san- a .... ... 4
15 1 2 1 6 1 0 1 0 1 8

509-PARAPROF ENTRY 1 25.0 1 75.0 1 0.0 1 00 1 2.2
1 2.8 1 3.8b 1 0.0 1 0.0 1
1 o., 1 1.6 1 0.0 1 0.0 1

16 1 2 1 5 1 4 1 5 1 16
509-DECR D4CU.LEGAL 1 12.5 1 31.3 1 25.0 1 31.3 1 4.3

1 2.8 1 3.1 1 5.6 1 7.4 1
1 0-5 1 1.3 1 1.1 1 1.3 1

17 1 1 1 2 1 0 1 1 1 4
509-,OS DOMT LIKE 1 25.0 1 50.0 1 0.0 1 25.0 1 1.1

1 1-4 1 1.3 1 0,0 1 1.5 1
1 0.3 1 0.5 1 0.0 1 0.3 1

18 1 2 1 1 0 1 0 1 2
509-DiDT OF SEQUENCE 1 100.0 1 0.0 1 0.0 1 0.0 1 0.5

1 2.8 1 0.0 1 0.0 1 0.0 1
1 0.5 1 0.0 1 0.0 1 0.0 1

19 1 2 1 3 1 0 1 1 1 6
509-CDNFUSFRAGMNT I 33.3 1 50.0 I 0.0 1 16.7 1 1.6

1 2.8 1 1.9 1 0.0 1 1.5 1
1 0.5 1 0.8 1 00 I 0.3 1
4.-c e s .. ... ca e . .. -4"--- ... s sa ..... .s4

201 61 91 31 31 21
509-MOTES 2UALITY 1 28.6 1 42.*9 1 14.3 1 14.3 1 5.37

1 8.5 1 5.6 1 4o2 I 4.4 1
-I-1.61J 2.4 a 008 1 0.8 1

2 .1 0 1 1
509-ID OF' ..URCE 1 25. 1 504. 1 0. 1 25.0 1 1. 1

1 1. 0 4 - 1 1.*3 1 0.0 1 1.5 I
-I- 0-3 il 0.5- 1 0.0 1 0&3 1

COL UNMN 71 160 72 68 371
TOTAL 19.1 43.1 19.4 18.3 100.0

'1-103



Table 101

CLINICAL NURSING, RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST-FORMS

* BY<TYPE OF PROVIDER (CONTINUED)

'PAGE 4 OF
TYPE

COUNT IRN PARA WARD PRGFES-
ROW PCT I CLERK SIGNAL ROW
'COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

C OMME NT S . .- . .---. --° - :--s .... .- .......0
22 I Ii 8 1 5 1 3 1 7

509 G3 BACK TO SEP N 1 5.9 1 47.1 1 29.4 1 17.6 1 4.6
I 1.4 1 5.0 1 6.9 1 4.4 1
I 0.3 1 2.2 1 1.3 1 0.8 1

24 1 11 1 23 1 11 1 6 1 51
3888-2 f;EM COMMENT I 21.6 1 45.1 1 21.6 1 11.8 1 13.7

I 15.5 I 14.4 1 15.3 1 8.8 I
* 3,0 1 6.2 1 3.0 1 1.6 1

25 1 2 1 1 1 3 1 2 1 8
3888-2-OLD BETTER 1 25.0 1 12.5 1 37.5 1 25.0 1 2o2

1 2.8 1 0.6 1 4.2 1 2-9 1
1 0.5 1 0.3 1 0.8 1 0.5 1

26 1 10 1 22 1 8 1 12 1 52
3888-2 REDESIGN CM7S 1 19.2 1 42.3 1 15.4 1 23.1 1 14.0

1 14.1 1 13.8 1 11.1 I 17-6 1
1 Z.7 1 5.9 1 2.2 1 3o2 1
4" .... e... 4 o ...... . so n .... .. coco .. n. 4

27 1 0 1 1 1 0 1 0 1 1
3888-2 DVEIPRINT CNT 1 0.0 1 100.0 1 0.0 1 0.0 1 0.3

1 0.0 1 0.6 1 0.0 1 0.0 1
1 0.0 1 0.3 1 0.0 1 0.0 1

28 1 4 1 3 1 0 1 0 1 7
3888-2 SPECIFIC PROB 1 5741 I 42.9 1 0*0 1 0.0 1 1.9

1 5*6 1 1*9 1 0,0 1 coo I
1 14*1 1 Ova 1 000 1 0,O 1

29 1, is' 1 221 11 1 10 1 s.o

3888-3 4 COMMENTS I 25o9 I 31.9 I 19.0 1 17.2 1 15.6
J 2 ' o I L 1308 1 1503 1 14.1 1
1 400 , 5o9 1 300 1 207 1

COLUMN -71 160 72 68 371;*TOTAL .o 9*1 * 43*1 19-4 18,3 100*0

1"-104



Table 101

CINICA L NURSINGIRECORDS SIUDY

GENERAL COMMENTS REGARDING 'THE, TEST 'FORMS

BY- TYPEOF PROVIDER (COTINUED)

PAGE 5 OF I
TYPE

COUNT IRN PARA WARD PROFEs-
9ROI PCT I CLERK SIDNAL ROW

COL PCT 1 TOTAL
TAB PCT 1 I1 2 1 3 1 4 1

C OMIE NT S ---.----- -4. ......-. - .....
301 4 1 11 1 3 1 31 21

3888-3-NEVER USE 1 190 1 52.4 1 14o3 1 14.3 1 5.7
1 5.6 1 6.9 1 4.2 1 4.4 1
1. 1&. 1 -3.0 1 0.8 1 0.8 1

31 1 14, 1 24 1 11 I 10 I 59
3888--4 COMAENTS 1 23.7 1 40.7 1 18.6 1 16.9 1 15.9

1 19.7 1 15.0 1 15.3 1 14.7 1
1 3.8 1 6.5 1 3.0 1 2.7 1

32 1 0 1 0 1 2 1 1 1 3
3888-4-OLD BETTER 1 000 1 0.0 1 66.1 1 33.3 1 0.8

1 0.0 1 0-0 1 2.8 1 1.5 1
1 0.0 1 0.0 1 005 1 0.3 1

33 1 3 1 4 1 0 4 1 11
3888-4 REDESIGN CMlS 1 27.3 1 36&4 1 0.0 1 36.4 1 3.0

1 4.2 1 2.5 1 000 1 5.9 1
1 0.8 1 1.1 1 0.0 1 1.1 1
4-- ..... 4... n'4" .. .. 4"a ....

341 1 1 2 1 0 1 0 1 3
3888-4 HISC COMMENTS 1 33.3 1 66.7 1 0.0 1 000 1 0.8

1 1.4 1 1.3 I 000 1 0.0 1
I 0.3 1 0.5 1 000 I 0.0 I

* • ...... .-4--...... "4 " ..... - 4 . .. ,-,4

35 1 11 '1 127 1 12 1 15 1 65
3888-54 KEEP 1 16.9 1 41A5 1 18.5 1 23.1 1 175

1 15.5 1 16.9 1 16.7 1 22.1 1
1 3.0 1 7.3 1 3.2 1 4.0 1

36 1 5 I 6 1 6 1 11 1 28
366-5*+RCDE IAN MTf !-, 17.9 121.4 1 21.4 1 39.3 1 1.5

1, 7*0 1t 3.8 3 8.3 1 16.2 1
1, 1o3 I 1.6 - 1.6 1 3.0 1

.4. ; --- - - .a.4.- -

-OLUMNW 71 . 160 72 68 371
TOTAL 19.1 43.1 1904 18.3 10000

1-105
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CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINJED)

P ASE' 6 O F I
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
CdL PCT I TOTAL
TABCTI 1 1 '2 1 3 1 4 1

C OMNE NTS ---- - - $.. .. -- .......
37 1 0 I 6 1 , 0 1 1 1 7

3888-5MJLTIDISCIP 1 0.0 1 85.7 1 0.0 1 14.3 1 1.9
1 0.,0 1 3.8 -1 0.0 1 1.5 1
1 0.0 1 1.6 1 000 1 003 1

38 1 1 1 6 1 2 1 0 1 9
3888-5-DEDJNDANr 1 11l 1 66.7 1 22.2 1 0.0 1 2.4

1 1.4 1 3.8 1 2.8 1 000 1
1 0.3 1 16 1 0.5 1 0.0 1
4 .. .- ' . .. ." +"....~ ~ .. .. . 4"

39 1 1 I 2 I 0 1 1 1 4
3888-5 MIS COMMENTS 1 ZS*0 1 5D,0 1 0.0 1 25.0 1 101

1 1.4 1 1.3 1 000 1 1.5 1
1 0.3 1 0.5 1 000 1 0.3 1

-..... .. ... on n*4 *, ...... .... 4

40 1 13 1 21 1 11 1 4 1 49
TDS+KEEP*N- CHANGES 1 2605 1 42.9 1 22.4 1 8.2 1 13.2

I 18o3 1 13.1 I 15.3 1 5.9 1
1 3.5 1 5.7 1 3.0 1 1.1 I
• ... ,.0. •o .... ,,.. ..... ... 4 ... ... •

41 1 12 1 23 1 8 1 16 1 59
TOS REDESI;N COAHNTS I ZO*3 1 39.0 1 13.6 1 271 1 15.9

1 16.9 1 14.4 1 1191 1 23.5 1
.I 3.2 1 6,2 1 2.2 1 4.3 1i 4 m" "''•.. .... . .4 n 4"- "' 4 .. .. 4

42 1 1. 1 4 1 6 I 1 1 12
TDS C3D1MG ISSUES I 8.3 1 33.3 1 50.0 1 8.3 1 3.2

1 1.4 1 2.5 1 8.3 1 105 1
S0,.3 i 1.1 1 1.6 1 0.3 1

43, 1 3 1 081 4 1 2 1 17
TDS-3LD BEtTER 1 1706 1 47.1 1 23.5 '1 1148 1 4.6

t 4.2 4 5.0 i 5.6 1 2.9 1
1 08 1, 2.2 1 1,1 I 0,5 1
*4 -.. -... n -. n.-.. .. m,...4.

COLUMN 71 160 72 68 371
TOTAL - 43e 19.4 18.3 100.0

1-106



Table 101

CLINICAL NURSINGRIECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BYVE (t O1INUEO)

*AGE I OF I

COUNT IRN PAR& WARD PROFES-
ROW PCT 1- CLERK SIONAL ROW
COL PCTI * TOTAL
TAB PCT I 1 1 2 1 3 I 4 1

COMMENTS -----. ..... .-+- ---- --- "a...
44 ',' 11 1, 2 2 1 3 1 18

TD$ OVERPRINT 0MINE NiI 61.1 . 114 1 11o4 1 16.7 1 4.9
I 15.5 I 1.3 1 ' 2.8 1 4.4 1
1 3,0 1 OI , 0.5 1 0.8 1

4511 211 a1 011 5
GE#+4SYS CH9GCNTS 1 21.6 1 41.2 1 15.7 I 21.6 1 13.7

I 15,*S 1 1.3.1 1 11.i I 16.2 1
1 3.0 1 so? 1 2.2 1 300 1

. 4.... . ... 4,. rnoa.. rnine o m .-- . in.a. a 0 4

46 1 2 1 61 81 2 1 18
GEN -CMTS',3LD BETTR 1 11.1 1 33.3 I 44o4 1 11ol 1 49

1 2.8 1 3.8 1 11.1 1 2.9 1
1 0.5 1 1.6 1 2.2 1 0.5 14 a"a a a. a... 40. a...a.4. oa.--~. -- 4 a,..... ... 4"

41 I 1 1 3 1 1 1 0 1 1
OVEPRINT COMMENTS 1 14.3 1 14 1 14.3 1 0.0 1 1.9

1 1.4 1 3.1 1 1.4 1 0.0 1
1 0.3 1 1.3 1 0.3 1 0.0 1
4-.w-" -- .-.-..-. - -. ".- .., ai-m..m . a. ""a - - 4

48 1 1 I 1 1 0 1 1 1 3
REDESIGN C3MMENTS 1 33.3 1 33o3 1 0.0 1 33&3 1 0.8

1 1.4 1 006 1 0.0 1 1.5 1
1 0.3 1 03 1 0.0 1 0.3 1

49 1 1 7' 1 0 1 2 1 l1
SPECIFIC AREA PROBS I 1802 1 63.6 1 0.0 1 18.2 1 3.0

1 2.8 1 4.4 1 0.0 I 209 1
I 1. 1 9 0.0 1 0.5 1

4. 50 1 4 1 21 1 4 1 19 1 48
TOS WANT YELLOW fL 1 8.3 1 43-8 1 8.3 1 39,6 1 12.9

1 5,6 1 13&1^ 1 5.6 1 27.9 1
.1 1011 S. 1 1011 5.11

S4... a.,,.. 4. .. .. .4 .W .. a. .a...m ... .. 4

coI~WmN 71 160 72 68371
TDIAL 19.1 43 19.64 18.3 100.0

PERCENT$ AND T*IOTALS OASEo D ite RSPONDoti

.37) VAL i4 CASES 471 MISSING CASES
, ,1-107



TabLe 102

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-2 TEST NURSING

HISTORY ANDASSESSMENT BY TYPE OF PROVIDER

TYPE

COUNT [RN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ... ------------------------------------------
24 I 11 1 23 1 11 L 6 I 51

3888-2 +GEN COMMENT 1 21.6 1 45.1 1 21.6 1 11.8 I 42.9
'I 40.7 I 46.0 1 50.0 I 30.0 1
1 9.2 1 19.3 1 9.2 1 5.0 1
------------------ +------------------------

25 ! 2 1 II 3 1 2 1 8
3388-2-OLD.SETTER 1 25.0 I 12.5 I 37o5 1 25,0 1 6.7

1 7.4 1 2.0 1 13.6 1 10OO I
I lot I .8 1 2.5 1 1.7 1
S4-----------+--------------------------

26 1 10 1 22 1 8 1 12 1 52
3388-2 REDESIGN CMTS 1 1992 1 42.3 I 15.4 1 23.1 1 43.1

I 370 I 44.0 1 36.4 1 60.0 1
I 8.4 I 18.5 1 6.7 1 10.1 1
------------------ +------------------------

27 1 01 11 0 1 01 1
3J88-2 OVERPRINT CMT 1 .0 1 1OOO 1 .0 1 .0 I 08

1 .0 I 2,0 1 ,0 1 .0 1
I s0 1 .8 1 .0 1 .0 I
------------------ +------------------------

28 1 4 I 3 1 0 1 0 I 7
3888-2 SPECIFIC PRO 1 57.1 1 42.9 1 00 1 ,0 I 5.9

1 14.8 1 6.0 I .0 1 s0 I
1 3.4 1 2.5 1 .0 1 .0 I
+----------..----- -----------------------

COLUMN 27 50 22 20 119
TOTAL 22.7 42.0 18.5 16o8 100.0

PERCENTS AND TOTALS BASEO ON RESPONDENTS

119 VALID CASES; 723 MISSING CASES

1-108



TabLe 103

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTSREGARDING DA FORM 3888-3 TEST

NURSING HISTORY AND ASSESSMENT CONTINUATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I I 1 2 I 3 1 4 1

COMMENTS ------T-- - -- ------------------------- e e.

29 1 15 1 22 1 IL I to 1 58
3388-3 + COMMENTS 1 25.9 1 37.9 1 19.0 I 17.2 I 74.4

1 78.9 1 68.8 1 78.6 1 76.9 1
I 19* 1 28.2 1 L4.1 1 12.8 1
---. - -------- --

30 I 4 1 11 1 3 1 3 I 21
3d88-3-NEVER USE I 19.0 I 52.4 1 14.3 I 14&3 I 26.9

1 21L I 34.4 1 21.4 I 23.L I
1 5.1 1 14.1 1 3.8 1 3.8 I
+-------4--------------------------------.

COLUMN 19 32 14 13 78
TOTAL 24.4 41.0 17.9 16.7 10000

PERCENTS AND TOTALS BASED ON RESPONDENTS

76 VALID CASES; 764 MISSING CASES

1-109



TabLe 104

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DAFORM 3888-4 TEST

NURSING CARExPLAN BY TYPE OF PROVIDER

TYPE

COUNT !RN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 I 3 1 4 1

COMMENTS ------------------- +-----------------------------*
31 I 14 I 24 1 11 1 10 1 59

3588-4+ COMMENTS I 23.7 1 40.7 1 18.6 1 16.9 1 776
1 77.8 1 80.0 I 84.b i b6.7 I
1 L8o4 1 31.6 1 14.5 1 13.2 1
*----------------4------ ------------------

32 1 0 1 0 1 21 1 1 3
H8i4-4-ULD BETTER I .0 1 .0 I b*.1 I 33o3 1 3.9

1 .0 1 .0 1 I.*4 1 6.7 1
1 o0 1 00 I 2.6 1 1.3 I
aaaaaaaaa------ -----------------------

33 1 3 1 4 I 0 I 4 1 11
38838-4 REDESIGN CMTS 1 27.3 1 36.4 1 e0 1 36.4 1 14.5

I 16.7 I 13.3 1 *0 I 26.7 I
1 3.9 1 5,3 1 .0 I 5.3 I
4.----------+------------------------ ------

34 1 1 1 2 1 0 I 0 I 3
38'8-4 MISC COMMENTS 1 33.3 I 66.7 1 0 1 0 I 3.9

1 5.6 1 6.7 1 *0 1 .0 1
I 1.3 1 2.6 1 .0 1 *0 1
4 -----------------------------.----------

COLUMN 18 30 13 15 76
TOTAL 23.7 39.5 I7.1 19.7 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

76 VALID CASES; 766 MISSING CASES

1-110
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Table 105

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-5 TEST

NURSING DISCHARGE SUMMARY

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 £ 3 1 4 1

COMMENTS ---- ------------------------------ --

35 1 11 1 27 1 12 1 15 1 65
3888-5+ KEEP I 16.9 1 41.5 1 18.5 1 23.1 1 60.2

1 61.1 1 58.? 1 60.0 I 62.5 I
I 10o.2 1 25.O 11.1 1 13.9 1
--------- aaa.--aaaaaaaa--------------

36 1 5 1 b 1 6 1 11 I 28
3888-5 REDESIGN CMI 1 17.9 1 21.4 1 21.4 I 39.3 1 25.9

I 2T.8 I 13.0 1 30.0 1 4598 I
I 4.6 I 5.6 I 5.b I 10.2 1
------- 4-----------4----------------------

37 I 0 1 6 1 0 I 1 1 7
3888-5+MULTIDISCIP 1 .0 1 85.7 1 .0 1 14.3 1 6.5

I 90 I 13.0 1 ,0 1 4*2 1
I 00 1 5.6 1 .0 1 09 1
*-----------aaa----------------------

38 1 1 I 6 1 2 I 0 1 9
3888-5-DEUUNDANT 1 11.1 1 66.7 1 22.2 1 .0 1 8.3

1 5.6 I 13.O 1 10.0 1 .0 1
1 ,9 I 5.6 1 1.9 1 .0 1
4.------4-----------+----------------------

39 1 1 1 2 I 0 1 1 1 4
3888-5 MIS COMMENTS I 25.0 1 50.0 1 .0 1 25.O 1 3.7

1 5.6 1 4.3 I .0 1 4 .2 I
I .9 1 1.9 1 .0 1 .9 I
-. eeeeeeeeee.aaaaa------------- ------

COLUMN 18 46 20 24 108
TOTAL 16.? 42.6 18.5 22.2 1000

PERCENTS AND TOTALS BASED ON RESPONDENTS

108 VALID CASES; 734 MISSING CASES

I-I11
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Table 106

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND'DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER

PAGE 1 OF Z
TYPE

COUNT IRN PARA WARD PROFES-

ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCT I 1 1 2 I 3 1 4 1

COMMENTS ----- +.-----------.----------------------+a. +

1 I 13 1 28 1 11 1 IL 1 63
DR ORDER +GEN SAT I 20.6 1 44.4 1 17o5 1 17.5 1 30.6

1 31.0 I 28o6 I 2o8 1 44.0 1
I 6.3 1 13.6 1 5.3 1 5.3 1
-------- a-----+.--------------------.

2 1 1 1 6 1 0 1 3 1 10

OR ORD +SINGLE ACT I 10.O 1 bO.0 I .) 1 30.0 1 4.9
1 2.4 1 6.1 1 .c 1 12.0 1
1 05 1 2.9 1 ,0 I 1.5 1
----------------- +-----------------------f

3 1 0 1 7 1 2 1 01 9

DR URD+EASY REFER 1 ,0 I 77.8 I 22.Z 1 0 1 4.4
I .0 1 7.1 1 4.9 1 .0 1
1 ,0 1 3.4 1 I.0 1 ,0 1
+-------+----------------------4----------

4 I 3 1 14 1 5 1 2 1 24
Ot ORD-GEN-PAPERWRK 1 12.5 I 58.3 1 20.8 I 8.3 I 11.7

1 7.1 1 L43 1 12,2 1 &SO I
1 1.5 1 6. 1 ?.4 1 1.0 I
------ +---- ------- +----------------------

5 1 12 I 19 1 5 I 3 1 39
OR ORD-CONFUS-TIME 1 30.8 1 48.7 1 11.3 1 7.7 I 18.9

I 28.6 I 19.4 1 12.2 1 12.0 1
1 5.8 1 9.2 1 2.4 1 1.5 I
-------------------aaaa-----------

6 1 11 1 11 1 1 1 1 1 24

DR ORO-MISS ORDERS 1 45.8 1 45.8 1 4.2 1 4.2 1 I1.7
1 26.2 1 11.2 1 2.4 I 4.0 1
1 5.3 1 5.3 1 .5 1 .5 I
+-----------------+aaaaaaaaaaaa-----------4

7 1 0 1 1 I 01 1 1 2
DR ORD-STIL TRANSC I .0 I 50.0 1 .0 I 50.0 1 1.0

1 .0 1 1.0 I .0 1 4.0 I
1 *0 1 .5 1 .0 £ .5 1
-----------.------------ +-----------+

COLUMN 42 98 41 25 206
(CiN T INUED) TOTAL 20.4 47.6 19.9 12.1 1000.
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Table 106

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER (CONTINUED)

PA(iE 2 OF 2
TYPE

COUNT IRN PARA WARD PROFE$-

ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL

TAB PCT 1 t1A: i I 1 : ? I
ccMMENTS..... .... +....•.....•....

6 1 7 1 6 1 3 1 2

OR ORO-MISC PREdLFM 1 27,3 1 31-8 2793 1 t3#6 108T
I 1**3I 7. 1 4.5 16.0 1
I 29 I 34 1 8.9 I 1.5 1

----------------------------------------

9 1 1 30 17 1 K 0 59

OR ORO I-SHEET PREFR 1 13.6 1 50.0 1 25.0 I 6.0 I 8.6

1 19.0 I 30.6 1 1*5 4 16.0 1
I 3.9 1 146 1 8.3 I 1.09 I
.-------------- .--.-------------- ------------

10 1 2 I 4 1 0 1 a
OR ORD) RFOISN COMMNT 1 25*0 1 50-0 1 25-0 1 so 1 3*9

1 48 1 4.1 1 4,9 1 00 1

I too 1 19 1 1.0 1 *0 1

COLUMN 42 98 4L 25 206

TOTAL 20.4 41.6 19.9 12.1 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

206 VALID CASES; 636 MISSING CASES
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Table 107

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING

DA FORM 4677-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN NONMEDICATION

AND DA FORM 4678-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN MEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-

ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMME:NTS --- ---------------------------- - +------------

40 1 13 1 21 I 11 1 4 1 49
TOS*KEEPtNO CHANGES I 265 1 42.9 1 22.4 1 8.2 1 34.0

I 37t 1 37o5 1 39.3 1 16.0 1
I 9.0 1 14.6 I 7.6 1 2.8 I
+------+------------.--------------------------

41 1 12 1 23 1 8 1 16 1 59
TOS REDESIGN COMMNTS 1 20.3 1 39.0 1 13. I 27.1 I 41.0

I 34.3 I 41.1 I 28*o I b4O I
1 8.3 1 16.0 I 5,6 1 11.1 1

-------------------- +--------------+--------------

42 1 1 1 4 1 5 I 1 1 12
TO3 CODING ISSUES I 8.3 1 33o3 1 50.0 1 8.3 1 8.3

1 2.9 1 7.1 1 21.4 I 4.0 1

1 -7 1 2.8 1 4.2 1 .1 1
+------+------------4--------------------------

43 I 3 1 8 1 4 1 2 1 17
TDS-ULO !TITFR 1 17.6 1 47.1 1 23.5 I I.8 I 11.8

I 8,6 1 14.3 1 14.3 1 8.0 1
I 2.1 1 5o6 T 2.8 I 1.4 1
+------4-----------4--------------4----------4

44 1 11 1 2 1 2 1 3 1 18
TUS OVERPRINT COMMEN 1 61.1 I It.1 I I.1 1 16.7 1 12.5

I 31.4 I 3.6 1 7.1 1 12.0 1
1 7.6 1 1.4 1 1.4 I 2.1 1

------- 4---------------------------- ---

COLUMN 35 56 28 25 144
TOTAL 24.3 38.9 19.4 17o4 100.0

PERCENTS AND TOTALS BASEO ON RESPONDENTS

144'VALID CASES; 698 MISSING CASES
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Table 108

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER

PAGF I rP 7
TYPF

CrINT IRN PARA IVAPP PROF.S-
RPW PCT I CLFPl¢ SIONAL Paw
(rL PC! I TnTAL
TAP PCu I 1 21 1 4 1

C MME -- ---..... 4 -.. .... 4 ..... 4- - - --

11 I IP ?7 7 11 1 18 1 77
5W4P+ Cpfl FATISFACT 1 *3. 1 35.1 1 IP,? 1 23.4 1 49.7

I 62.1 1 42*9 1 4.,P 1 58.1 1
I 11.o, 1 17,4 1 Po. 1 11.6 1
4 ........ c - -...... -. 4. .

12 1 01 ! I 2 1 11
50q4TmPPnVF. CrMMI!N 1 .0 1 54o5 1 77.? 18.? 7.1

I .0 1 (.5 1 ot I 6.5 1
1 90 1 3°©  1 1.l 1 1.3 1

13 1 1 1 6 I 6 1 0 1 13
50 Q4 KFFP 1 7.7 1 4f.? T 46.? 1 .0 1 8.4

1 304 1 90 1 1POF 1 00 1
1 .6 1 3. 1 3.o 1 .0 1
4 co .... .c# ... .... 4--------.. ee.....4-

14 1 1 1 2 1 2 1 1 1 6
5n9- F- PP fPLFFS 1 16.7 1 33.3 1 3?.? 1 1697 1 3.9

I 3.* 1 3.2 1 6.3 1 3.2 1
I of 1 1,? 1 1.? 1 6 1
-- .-.....-- - -c.....4 a------4 ...... 4

15  1 ? 1 f I ' 1 0 1 v
1509-PAPAPPftF F?4PY I ?.Ca 1 "-5,C I .0 1 .0 1 5.2

1 6.9 1 9.5 1 on 1 .0 1
1 1.3 1 3,0 1 .( 1 -0 14 ........ c ... -e ee... ..... a4c....... 4

16 1 2 1 5 1 4 1 5 1 16
509-npFP fW11| FGAL 1 12]5 1 319? 1 ?r%0 1T 31.3 1 10.3

1 6.0 1 7,P I 1?.F 1 16.1 1
1 1.3 1 3.2 1 ?of 1 3.2 14 cc....... a1 c....ec. 4 -....... c4........4

17 1 1 1 2 1 r I I
509-mnc PMT t ItF 1 7.0 I 50or I .C 1 25.0 1 2.6

iI 2,4 1 3.? 1 .0 1 3.7 1

1 .6 1 1,3 1 .r 1 06 1
C4 .. ce .... cM %1c .c5 4 ac... c. c4c....... 4

(CflWT INtFP) TTAL 1P,7 ,' ,0 f . f- 2000 100.0
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Table 108

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER (CONTINUED)

PACF 2 PP

TYPF

MIltNT IRN PIPA VAR1 PROPFE -
ROW PC! I CLFPe TOINAL ROW
CrL PCr 1 T'TAL
TA PCTI 1 1 2 1 ?4 I

CO~MMFNY5 ~ eeeee~c e .-- a------------- --------- 4--------- .9
i2 1 1 r 1 ~ I C 2

gcq-rl'T VF SFO'FMCE I 10.0 1 .( 1 ,' I .0 I *,.I
I 6., I ,t I I0 1 .0 1
1 1.3 1 .t 1 .0 1 ,0 I
4-------------------------

It 1 2 1 3 1 r y j 1 6
r5r o-rfF US t F P, P7 1 '3-3 1 5po. 1 .0 1 16.7 1 3.9

1 6.9 1 4,P I .o 1 3.? 1
1 1.3 1 ].c 1 .r I .6 1
---------------------- 4 --------- 4 eee4

?0 I , ! C J ? 1 ] I 21Pq-NrTF OUALITY 1 2F,6 1 42o.P 1 14o. 1 14.3 1 13.5
1 20.7 1 14.3 1 C?4 1 9.7 1
r 3o9 1 .-F I 1*o 1 10° 1
4. ....-- f . .----------. 4 ----- c-.4 .......- 4.

21 1 1 1 2 1 c I 1 1 4
giOo-IP OF .rPtIRfF I 2. 0 I 500 c I f 1 25 0 1 2.6

1 3.4 1 3.? 1 ,r 1 3.2 1
I .6 1 1.3 1 .r 1 .6 1
-w ----------... 4 ........-------- 4.. ec e

?2 1 1 I 1 3 1 17
5lq rn PACle In CFP F 1 5 o9 1 47,1 1 ?t.4 1 17.6 1 11.0

1 3.4 1 12.7 1 1': f 1 9.7 1
& , 1 5.2 1 32 1 1.9 1

-----------.----- 4 . ...------ .. c a cec4

r rt~ft um 9 31 31 155
TOTAL I.7 4 0.6 20.0 100.0

pff-tir 'rP rnP TrTAL'S PASF) IN REspr2N[:vbwlS

155 VAtIf CI'AFFS; 6P7 MISSING CASES
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TabLe 109

CLINICAL NURSING RECORDS STUDY

CUPRENT DUTY ASSIGNMENT

BY TYPE OF PROVIDER

TYPE
CCLNT I

I TUT A L

~~- 1-- ------------------------

1 I C 5 1 1 225
(lit S/1IFFF NURSE. I 1 1 4 .I

4eeeeeeeeeeee------------

2 I 44 I I 4
LLIN HEAD NURSE I I i i-.,C

3 1 91 1 9
(.LI NUFSE SPEC I i 1 1.6

4--------------eee4
4 1 20 1 1 2r

SFEC PFACIICES I I I 3.6
*eeeee--- -, ---- 4'- -------- 4

51 21 1 2
SECT I-LPV I 1 1 .4

---- -------------
6 1 2 1 2

0'-k.!57 LH NURSE I 1 1
4------------------

7 1 1 1 1 1
7 F 1 1 .2

4----------------
8E I 1 ,6€,I-I[aI I I &.4

9 1 1 6 6

4 --------- 4-------------

I0 I 1 169 1 169
91C 1 4CI NRS I I 1 3(,18

11 1 1 23 1 23
91F-PSYCH TLCH I I 1 4.2

12 1 I 1 1 1
U1HE F I 1 1 .2

COLUMNx 2 5 t
TCTAL 55.3 '47 I c

KJM.EF IF MISSING UBSERVATILNS 2oE

1-117
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TabLe 110

CLINICAL NURSING RECORDS STUDY

"ARE YOU A WARDMASTER?"

BY TYPE OF PROVIDER

TYPt5
CUL N7 I

IP0 A $
I T C 41L

----- ------------ 4

1 1 36 1 36
I

2 1 2L 1 22

fit I I 1 .9
+----------+

CCILUMtI, 23b

NIAMLF [if MISSING OBSERVATL.riS



9 ..-. -----....- ,--.-

TabLe 111

CLINICAL NURSING RECORDS STUDY

PRIMARY INPATIENT NURSING UNIT

BY TYPE OF PROVIDER

TYPE
CUUNT I

IRNS iAFA bAkl ROV
1 (LER TOTAL
I i1 2I 31

H.~3 ------------------------------- aa4

)1 41 1 I 4
ILES NCT Au-tf I I 1 1 .7

1 I 72 I I F I 130
SLRC UNIT I I I 1 22.1

*eeeeee------------,-----4-

2 1 16 1 29 1 2 1 49
FlYLI LNIT I I 1 1 8.3

3 I 33 1 33 I I 71
1ILU LNIT I I I I 12.1

4 I 11 1 25 I 4 I 40
(LB INE. L'ED SUi, I I I 1 6.8

4eeeeeeeeeeee..eeeeeeeeeee4.eeeeeee

5 I 18 1 21 1 3 1 42
-EDS UNIT I I I I 7.1

b 1 59 I 43 1 4 I 1C6
ALL ICU S I I 1 1 18.0

7 1 O0 I 4C 1 7 1 IC7
LI O tt POST PAF I I I I 18.2

•........ 4.-...ec... - 4 . . ....- e- 4.

8 1 271 1 1 27
LF ANES I I I I 4.6

4 ........ 4 . . .. •... . . ... 44

9 1 7 1 , I 1 1 13
LTHEF I I 1 1 2.2

4-.eeeeeeeee. ce.. c.... 4 ........ c4

CULUMN 3G9 246 34 589
TOTAL 52.5 41.8 5.8 100.0

P)UPEEF If MISSING UESERVATI,.NS 257
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TabLe 112

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED AS A REGISTERED NURSE

BY TYPE OF PROVIDER

TYPE TYPE
CULNT I COUNT I

IRNS FEI IRIS
I TCTAL I TEIAL1 1 1 I 1 I

M .. ..... ... .... ... ... .........+
H --------- --------- 17 5 1 50 1 8 17 a1

I 1 2.7 I I 1*7
---------- 4----------

1 1 35 1 35 18 1 4 I 4
I 117 I-------- 1.3.---------- 4 .

2 1 .8 1 *8 19 I 2 1 2
I I 16.0 1 1 .7
---------- 4 ----------

3 1 13 I 13 20 I 13 I 13
I 1 4.3 I 1 4.3
*----------4 4---------4

4 1 1 11 21 1 1 1 1
1 1 3.7 I 1 .3

.---------- + 4 --------- 4

5 1 12 1 12 23 1 2 I 2

---------------
6 1 14 1 14 24 I 3 I 3

1 1 4.7 1 1 1.0
4---------- ----------

7 I 12 I 12 25 I 2 I 2
I I 4.C I I .7
4------- -4 4 ---------.

8 I 17 I 17 26 I 2 1 2
I I 5.7 I I .7
4 - - - - - - - - 4 4 .- - - - - - - - --.

9 1 .- I 6 28 I 2 1 2
I I 2.0 1 I a7
4---------- 4----------4

10 I 12 I 12 29 I 1 I 1
I 1 4.0 1 1 .3

--------- 4 4 ---------- 4

11 1 11 I 11 30 I 6 1 6
I I 3.7 I I 2.0
4---------- ---------- 4

12 I 14 1 14 32 1 1 I 1II ..7 I I .3

13 1 13 1 13 33 1 1 I 1
1 1 4.3 I 1 o3
---- -.- 4 ----------

14 1 6 1 6 34 1 1 1 1I I 2.0 I I .3+------+ +----------4
15 I 11 I 11 36 " I 1

I I 3.7 1 1 .3
4---------- 4.--------

16 1 9 1 9 391 1 1 1
1 1 3.0 1 I ,3*----------4 *-----'--

LOLUMN 30GC 3COTOTAL 10-.0 1c{.0

NUPEER [F MISSING OESERVATICNS 546
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Table 113

CLINICAL NURSING RECORDS STUDY

CORPS AFFILIATION BY

TYPE OF PROVIDER

TYPE
COUNT 1

IPROFES- F.u,
ISI-CNAL TMTAL
1 41

------------ 4IV ,1 1 2 I

4----------
1 I I6

[ C-[ IV I I

3 1 1 I 1
'IC-CI I I , 2

41-tlV I t,

F',C-C1I 1 1 Id,'

5 1 21 2
-PA I 1 .9

+----------
CtCLUf 22 221

S(TAL 1 Q:6'C 1 L L,

Ut-'(, f LLF. I f 1S 1NG L bSRVATI[,$ b2T
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TabLe 115

CLINICAL NURSING RECORDS STUDY

FINAL GENERAL COMMENTS

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TA6 PCT I 1 1 2 1 5 1 4 1

COMMENrs ------------ +---- ------------------------ +-----------
45 I 11 1 21 1 1 1 11 1 5L

EN+SYS CHG CMTS I 21.6 1 41.2 I I5.7 1 21.6 1 42.1

I 61.l 1 40.4 I 40.0 1 35.5 I
1 9.1 I 17.4 1 6.6 I 9.1 I
+ ---.----------- +------------------- _

46 1 2 I 6 1 8 1 2 1 18
GEN -CMTSOLD BETTR I 11.1 1 33.3 1 44.4 1 11.1 1 14.9

1 11.1 1 11.5 1 40.0 1 6.5 1
1 1.7 1 5.0 I 6.6 I 1.7 I
+---------+-----------+----------

47 1 1 1 5 1 1 1 0 1 7
OVEPRINT COMMENTS 1 14*3 1 71.4 [ 14.3 1 0 1 5.8

I s.6 1 996 1 5.0 1 .0 1
I .8 1 4.1 1 .1 1 .0 1
4.------+-----------+----------------------

48 1 L I 1 I 0 1 1 1 3
REDESIGN COMMENTS I 33.3 1 33.3 1 o0 I 33.3 1 2.5

1 5o6 1 1.9 1 ,0 I 392 1
I .8 I .8 1 .c I es I
------- +---------------------------------

49 1 2 1 7 1 0 1 2 1 ti
SPECIFIC AREA PROBS I 18.2 1 63.6 1 .0 1 182 1 9,1

1 I1l 1 13.5 1 .0 I 6.5 1
I 17 1 5.8 1 .0 I 107 I
------- 4------------------------------ _

50 1 4 I 21 1 4 I 19 1 48
TOS WANT YELLOW HL 1 8.3 1 43.8 I 8.3 I 39o6 1 39.7

1 22.2 I 40.4 I 20.0 I 61.3 I
1 3.3 1 17.4 1 3,3 I 15.7 I
4.------+---------------------------------

COLUMN 18 52 20 31 121
TOTAL 149 43.0 16.5 25.6 100.0

PERCENTS AND TOTALS BASF) ON RESPUNDENTS

121 VALID CASES; 121 MISSING CASES
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APPENDIX J

CNR Study Test Site Personnel Survey Responses

Fort Campbell, Kentucky
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Table 1

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

TYPE OF RESPONDENT

VALID cum
VALUE LASEL VALUE FREQUENCY PERCENT PERCENT PERCENT

RNS 1 52 39.1 39.1 39.1
PARA 2 54 40.6 40.6 79.7
WARD CLERK 3 7 5.3 5.3 85,C
PROFES- S13NAL 4 ?0 15.0 15.0 100.0

TOTAL 133 100.0 100.0

VALID CASES 133 MISSING CASES 0

Table 2

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SAVE

ME NURSING DOCUMENTATION TIME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

1 1 28 1 15 I 43
S1RDAELY AGREE I 1 1 42-?4 ...... a - -- . .... a

2 1 18 1 31 1 49
AGRFi I I 1 430,

3 1 3 1 1 7
DISA FEE I1 1 6.9

4 1 1 1 2 1 3
STRONGLY DISAGRE 1 1 1 2-94 ..... aa a......a.a a•

COLUMN 50 52 102
TOTAL 49.0 5100 lD,0

NUMBER tF MISSING OBSERVATIONS = 31
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Table 3

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HELP AVOID WRITING SAME INFORMATION SEVERAL

PLACES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 1! 21 31A 2 ... e.... ....... ...sc a .........- •

1 1 28 1 is I 1 1 '44
STRON(LY AGREE I I 1 1 40.s.

4 e..... O . .. .... S--. . . ..

2 I 18 1 3? ! 5 1 55
AGREE I 1 1 1 50.54 .. . e....... ......... 4

3 1 4 1 1 11 9
DISA;EE I I 1 1 8.3

4 1 1 13I I 1
STRC.NCLY DISAGRE I I 1 3 *9

COLUMN 50 52 7 109
7OTAL 45,9 '47.? 6.4 100,0

NUMBER VF MISSING OBSERVATIONS = 24

J-3
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Table 4

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

IMPROVE COMMUNICATIONS ABOUT THE PATIENT AMONG

NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA Raw
I T3TAL
! 11 21

A 3 - - - - -- .. .. .. . s. e . .s

1 1 14 1 13 I 2
STRONGLY AGREE 1 I I 3.5

2 1 31 1 27 1 55

AGPEE I I 1 56.9

3 1 4 1 13 1 17

DISAGFEE ! I I 16.7

4 1 1 1 Z 1 3
STRO NCLY DISAGRE I 1 1 2V9

4 ---------- .....

COLUMN 50 5? 102
TOTAL 49.0 51.3 130.0

NUMBER IF 1ISSING OBSERVATIONS 31
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Table 5

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPAREDTO THE OLD SYSTEM, I FEEL THE TEST FORMS IMPROVE

COMMUNICATIONS ABOUT THE PATIENT BETWEEN NURSING AND

OTHER HEALTH CARE PROFESSIONALS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROw
I T3tAL
1 11 21

A ..... os o4o.f......ef. ....... 4

1 1 14 1 11 1 25
STRONGLY AGREE I 1 Z4.5

4 .. .. . 4 ....... S •

2 1 30 1 31 1 61
AGREi I 1 1 59.8

3 1 4 1 10 1 14
DISAGREE 3 I 1 13.7

4 ...... s. 4 s... 004

4 1 21 1 2
STRONGLY DISAGRE I ! 1 2.0

4.m.......4e... --- e*

COLJMN 50 52 102
TOTAL 49.0 51.D 1D)o

NUMBER OF 4iSSI4G OBSERVATIONS z 31

J-5



Table 6

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ENCOURAGE ME TO USE THE NURSING PROCESS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I rOTAL
I II

A5 .... .

I 1 17 I 17
STRONCLY AGREE I 1 34,7

4--------- -

2 1 22 1 22AGREE I i 44.9

3 1 10 1 ID)I A.RrE I 1 20.4,

COLUMN 49 49
7OTAL 100,0 100.0

NUMBER UF MISSING OBSERVAIONS = 84
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Table 7

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE EASIER TO USE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

A6 -was..-- ---- ----- w ..... ........

1 1 23 1 15 1 1 1 39
STRONGLY AGREE I I 1 1 35.8

4 ...... - ....... w4 ...... as

2 1 24 I 30 1 5 1 59
AGREE I I 1 1 54.1

3 1 4 1 6 1 1 1 11
DISAGREE I I 1 1 10.1

COLUMN 51 51 7 109
TOTAL 46.8 46.B 5. 100.0

NUMBER (F MISSING CBSERVATIONS a 24
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Table 8

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SHOULD

HAVE BEEN A MORE DRASTIC CHANGE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WA4D ROW
I CLERK TOTAL
1 11 21 31

A 7 ... ... ... a.. . as ........ - a .... ...

1 1 3 I 7 1 l 10
STRONCLY ACREE 1 I 1 1 9.4+ ---- ---- -.. .. .. .. . -

2 1 9 1 16 1 2 1 27
AGREE 1 i ! 1 25.5

4' ....... 54 ... a....- . - a.. a....

3 1 30 1 23 I 5 1 58
DISA;REE I I 1 1 54.7

4 I 8 1 3 1 1 11
STRN(WLY DISAGRE I I 1 1 10.4+ s s 4. a... . • s .. .. .a a .a ..a ..a ...-a 4.

COLUMN 50 49 1 106
TOTAL 47.2 46.2 6.6 100.0

NUMBER IF 11SSI4G OBSERVATIONS x 27
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Table 9

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE A DEFINITE IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

A B . . . . . .. .s o ... . . .. .... e s a . a e a . . . . . a .a

1 1 23 1 11 1 2 1 36
STRO1DJ-LY AGREE I I 1 1 33.0

4. ....... as a...a f... 4.s ........ 4

2 1 26 1 3' 1 4 1 64
AGREE I I 1 1 58.7

3 1 1 ! b I I 8
DISA;FEE I I 1 1 7.3

4 ! 1 1 1
STROELY DISAGRE I I I 1 09

COLUMN 51 51 7 109
TOTAL 46.8 4b-g $6. 100*0

NURBER UF MlSS14G OBSERVATIONS = 24
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Table 10

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

PROVIDE ME A BETTER PICTURE OF WHAT IS HAPPENING

TO THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 3W
I T3TAL
1 11 21

A 9 ------. . .. .• . .. .

1 I 1I 1 1 21
STRDONLY AGREE I I I 2D*6

2 1 31 1 33 1 64
ACREE 1 I 62.7

3 1 9 1 3 1 17
31SA;FEE ! ! 16-7

4............ .......eeeeeee

COLUMN 51 51 102
TOTAL 50.0 503 I3.O

NUMBER ('F MISSING OBSERVATIONS = 31

.J-10



Table 11

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

REDUCE THE AMOUNT OF PAPERWORK I HAVE TO DO"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
! CLERK 70TAL
1 if 21 31

Al 0 . -....... C.. ... -.. ...- 4 -------- 4

1 1 20 I 15 1 2 1 37
STRONGLY AGREE I I 1 1 33.9

2 1 17 1 2) 1 1 1 38
AGREE I 1 1 1 34.9

00 -- - -- - -- - - #C --------- 0~C 00 0

3 1 10 1 13 1 4 1 27
DISA REE 1 1 1 1 24.8

4.1 4 1 3 1 1 7
STROOELY DISAGRE I I 1 I 6.4

COLUMN 51 51 ? 109
7OTAL 46o8 '6.3 5.,4 lO0D

NUMBER OF MISSING OBSERVATIONS a 24

'i-11
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Table 12

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HAVE IMPROVED THE QUALITY OF DOCUMENTATION ON

MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 43W
I T)3AL
1 11 21

All . 4---------------------.

1 1 16 1 ID I 26
STRCtECLY AGREE I I 1 25.5

4-. .. . .4....... so 1"

2 1 26 I 23 1 54
AGREE I 1 1 52.9

3 1 9 1 11 1 20
DISAZFCEE 1 1 1 19.6

41 I 21 2
STRONCLY DISAGRE 1 1 1 2.0

COLUMN 51 51 102
TOTAL 50.0 50,) 133*,

NUMBER IF MISSING OBSERVATIONS w 31

J-12



Table 13

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE NUMBER OF NURSING HISTORY QUESTIONS IS ADEQUATE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 43
1 T3TAL
1 11 21

B I ... ... - ...-- ...- ..---. --

1 ! 18 1 5 I 23
STRONGLY AGREE I 1 1 24e5

2 1 21 1 37 I 58
AGREE I 1 1 61.7

3 1 4 I 5 1 10
D1SA REE I I I 1D.6

4 1 2 1 1 1 3
STRONGLY DISAGRE I 1 1 3.2

COLUMN 45 49 94.
TOTAL 47.9 52.1 13.0

NUH8ER F ISSING OBSERVATIONS : 39

J-1 3



Table 14

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE CONTENT OF THE NURSING HISTORY QUESTIONS IS AS THOROUGH

AS I NEED THEM TO BE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T-3TAL
1 1I 21

1 1 15 I 3 1 1
51RO-LY AGREE 1 1 1 19.1

4 ------------- - aW- s..+

2 1 23 I 37 1 60
AGREE 1 I 1 53-8

3 1 4 1 7 1 11
DISAgREE I I I 1t.?

41 31 1 I 5
STRUNCLY DISAGRE I 1 1 5.3

4 ........ 4 5 . . ..

COLUMN 45 49 94
TOTAL 47.9 52.1 10,0

NUMBER (F MISSING OBSERVATIONS = 39

J-14



Table 15

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT THE BLOCK FOR PATIENT'S 
PERSONAL

ARTICLES AND VALUABLES 
IS HELPFUL"

BY TYPE OF PROVIDER

TYPE

COUNT I WR UCONI RNS PkR& W4 D ROW
I CLERK TOTAL

1 11 21 31

.3. . .- ..... ........ 4BB1 1 8 1 8 1 1 16

STRVOCLY AGREE I I I N 16.8
4am ...... . ....... •O .......C . •-

2 1 21 1 22 1 4 l 47

AGREE 1 I i 1 49.5

3 1 11 I It 1 2 1 24

DISA;PEE 
2 I 1 1 25#3

4 1 3 1 5 1 8

SIRONGLY DISAGRE I I 1 1 8,4

COLUMN 3 6 95

TOTAL 45,3 48*4 b.3 100,0

NUMBER IF MISSING OBSERVAII'N$S 38

4 
.J.-15



Table 16

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT MOST NURSING HI IE ARE

DONE BY NON-RN/ANC PERSONNEL."

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA Wh{ ROW
I CLERK TOTAL
I 11 21 318 4 ...on .... se ... .. e4 o .. .. .-- -....... e 4

1 1 7 I 5 1 1 1 13
STRONELY ACREE I I 1 1 12.54 ....... oc ........ - so .....

2 1 17 I 21 1 3 1 41
ACRFH I I I I 39.4

e ------------- -------

3 1 9 1 21 1 3 I 33
DISA;PEE I I 1 1 31.7

4 .... .... .....4.me o 040 .. . .00 4-

4 1 13 1 4 I I 17
STRONLY DISAGRE I 1 1 I 16.3

4eeeeeeeee0. 00 so n."0 0 .... . .•.. . . .4.

COLUMN 46 51 7 104
TDTAL 44o2 490D 5.7 1000

NUMBER Cf MISSING OBSERVATIONS 29

J-16
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Table 17

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT ALL NURSING ASSESS ,TSL ARE

DONE BY RNs AND ANCs"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA W4D ROW
I CLFRK TOTAL
1 11 21 3185 .....ss - -- , .......se os o .. .. a .... ...

1 I 29 1 13 1 2 1 44
STRONGLY ACREE I I 1 1 41s9

2 1 9 1 18 1 4 l 31
AGREH 1 1 29.5

3 1 7 1 19 1 1 26
DISA;REE I I I 1 24.8

4 11 2 1 11 4
STRONCLY DISAGRE I I 1 1 3.8

COLUMN 4C 52 7 105
TOTAL 43.8 49.5 b0. 100.0

NUMBER EF MISSING OBSERVATIONS = 28

J-17



Table 18

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT AN OVERPRINT IS USED FOR

THE ASSESSMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I IB 6 ..----. ...... +

1 1 12 1 12
STFIONCLY AGREE i I 26.1

4. ..... e4

2 1 11 1 11
AGREE I 1 2309

4 ---------

3 1 12 1 12
DISA;FEE 1 1 26.1

4 1 11 1 11
STROWCLY DISAGRE I I 23.9

COLUMN 46 46
YTTAL 100.0 1000D

NUMPEP (F 4ISSING OBSERVATIONS = 87

J-18
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Table 19

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT WE OFTEN USE THE HISTORY

AND ASSESSMENT CONTINUATION SHEET"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA W1D ROW
I CLE'RK TOTAL
1 11 21 31

B7 ....- .. ann a.. . . n .. .. . +n ..-.. .4

1 1 8 I 5 I 1 1 17
STRONELY AGREE I I 1 1 17.2

2 1 10 1 29 1 2 1 41
AGREE I I 1 1 41.4

4.0....... n4. aa..... a a .... .. nn

3 1 14 1 11 1 1 1 26
DISAGREE I I 1 1 26.3

4 I 11 1 1 1 3 1 15
S7RO4LY DISAGRE I I 1 1 15.2

4ae........4. ........ o4 ..... 0 .. 4

COLUMN 43 49 7 99
ITAL 43.4 49.5 ?.1 100.0

NUMBER C-F 4ISSING OBSERVATIONS = 34

J-19



Table 20

FORT CAMPBELL

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I tOTAL
I I1

Be ----- -------
1 1 17 I 17

STRONCLY AGPIt.E 1 1 4.5

2 1 19 1 19
AGREi I I 47.5

31 2 1 2
DISAZ1EE 1 I 5.0

4 1 2 1 2
STRONCLY DISAGRE 1 I 5.3

COLUMN 40 43
TOTAL 100.O iDD3

NUMBER (F MISSING OBSERVAI1ONS = 93

J
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Table 21

FORT CAMPBELL

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE STANDARDS

OF NURSING PRACTICE (DA PAM 40-5) HAS INCREASED

MY USE OF THE CATEGORIES"

BY TYPE OF PROVIDER

TYPE
COUT I

IRNS Raw
I TOTAL1 11

89 ........ 4. . ......
1 1 13 1 13

STRON(LY AGREE 1 1 33.3

2 1 19 I 1?
AGREE 1 1 48.7

4-- ..... 4-
3 1 51 5

DISA;REE I 1 12.34.5 ..... 4.

4 1 2 1 2STR04GLY DISAGRE 1 1 5.1
4....e...4.

COLUMN 39 39
7CTAL 100.0 100.0

NUMBER IF MISSING OBSERVATIONS 94

J-21



Table 22

FORT CAMPBELL

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I tOTAL
1 11

BI 0 --------------
1 1 16 1 16

STRONCLY AGREE I I 41-0

2 I 21 1 21
AGREE 1 1 53.3

4 ........
3 1 2 1 2

DISA;REE I 1 5.1

COLUMN 39 39
TOTAL 100.0 100°0

NUMBER (F 4ISSING OBSERVATIONS = 94

J-22



Table 23

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I LIKE THE IDEA OF THE NURSING HISTORY AND ASSESSMENT,

IF COMPLETED ON ADMISSION, SERVING AS THE ADMISSION

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TDTAL
I 11S1 1 ........ 4 s - a.... S.0

1 1 35 I 35
STRONGLY AGREE 1 1 77.3

2 1 9 1 9
AGREE 1 1 20,3

4 1 1! 1
SJRONCLY DISAGRE I 1 2s2

COLUMN 45 45
TOTAL 10.O IDD*3

NUMBER [IF MISSING OBSERVATIONS = 88

J-23



Table 24

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS ROW
I TOTAL

I IIB12 ........----.......-

1 2 23
STRO14LY AGREE 1 I 500)

2 I 16 1 16
AGREi I 1 34.8

3 1 61 6
DISAZREE I 1 13.0

4 1 1 1 1
STRONCLY DISAGRE 1 1 2.2

4-----------

COLUMN 46 4S
TOTAL 100.0 100,)

NUMBER EF MISSING OBSERVATIONS - 87

J-24



Table 25

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY
"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN HAS

INCREASED MY USE OF THE DIAGNOSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOtAL1 ID t
i 135 3 3 ..... , ..... - -

1 1 19 1 19STRONGLY AGREE I 1 '4.2

2 1 18 I isAGREE 1 1 41.9

31 51 5
DISACRFE I 1 31.6

41 11
STRO ICLY DISAGRE 1 1 2.3

4. . . .4.

COLUMN 43 43
TOTAL 100.0 IDD*D

NUMBER UF MISSINIG OBSERVATIONS 90

J-25



Table 26

FORT -JMPBELL

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
8 14

B 1 .. .. ..,-- . . .0 04.

1 1 21 1 21
STRONELY AGREE 1 1 4.7

2 1 18 1 lB

AGREE I 4 40.*

3 1 6 1

DISA;IEE I I 13.3

COLUMN 45 4.5
tOTAL 100.0 IODD,

NUMBER OF hISSING OBSERVATIONS 
=  88

J-26



Table 27

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I READ THE NURSING CARE PLAN TO LEARN THE OVERALL

GOALS FOR THE PATIENT"

BY TYPE OF PROVIDER

1YPE
COUNT 

I

IPARA RON
I IDTAL
1 21B 15 . ... .4e... ... e0

1 I 11 1 11
STRODJCLY ACREE 1 1 21.2

2 1 36 1 36AGREi I i b9.2

3 1 51 5
DISAC EE I 1 9.5

COLUMN 52 52
TOTAL 100.0 100.:

NUMBER (iF MISSING OBSERVATIOS - 81

J-27



Table 28

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, I HAVE

COMPLETED SOME PORTIONS OF THE NURSING DISCHARGE

SUMMARY FOR THE NURSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WARD
1 CLERK T3TAL
1 21 31

C -------- 4 --- -. -. ----- -+

1 1 9 1 1 1 10
STRONELY ACREE I I 1 17.5

4-eeeeee.... e" ........ "

2 1 24 1 t I 28

AGREE I 1 1 '9.1
4 e ....... c4. ........C

3 1 14 1 1 1 15
DISAFEFE I I 1 Z663

4 ....... . Ce ........ •

41 31 1 1
STRONGLY DISAGRE I I 1 7.0

4e.......C • ....... ee 4.

COLUMN 50 7 57
TOTAL 87.7 12.3 10:)-0

NUMBER UF MISSING OBSERVATIONS 76

J-28
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Table 29

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, THE ENTIRE

NURSING DISCHARGE SU44ARY IS COMPLETED ONLY BY AN

RN/ANC ON MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WNRD Raw
I CLERK T3TAL
1 21 31

C 2 --- - + -----....--- .......

1 1 4 1 1 6
STRONGLY AGREE 1 I 1 10.5

2 1 i5 1 2 1 17
AGREE I 1 1 ?9.8

3 1 25 1 2 1 2
VISAiREE I 1 1 41T,

41 6 1 11 7
STRON LY DISAGRE I 1 1 12.3

4 .......a e4- - .... cce

COLUMN 50 1 57
TOTAL 87.7 12.3 1330

NUMBER UF MISSING OBSERVATIUNS " 76

J-29



Table 30

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - ELEMENTS

ON THE FORM ARE THOSE I WOULD INCLUDE IN A DISCHARGE

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS Raw

I IDTAL1 11
C3 ------------------

1 1 20 1 20
STRONLY ACREE I 1 46&5

S.. .

2 I 20 1 20
AGREE I I 46.5

3 1 2 1 2
DISA;FEE 1 1 4.7

4 1 1 1 1
STRONCLY DISAGRE 1 1 2.3

4 ...... -,

COLUMN 43 43
TCTAL 100.0 lO00

NUMBER CF MISSING OBSERVATIONS - 90

J-30



Table 31

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - I LIKE

TO HAVE THE DISCHARGE SUMMARY SERVE AS THE NURSING

DISCHARGE NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
IDTAL

1 11

1 I 28 1 23
STRONGLY AIREE 1 1 65.1

2 1 12 1 12
AGREE 1 1 27.9

31 11 1
DISA;REE I 1 2.3

4 1 2 1 2
SIRONCLY DISAGRE 1 1 4.1

COLUMN 43 43
TOTAL 100.0 1DD*3

NUMBER CF MISSING OBSERVATIONS 90

J-31J1A



Table 32

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMARY (DA FORM 3888-5 TEST) -

IT IS HELPFUL TO HAVE A COPY FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS ROW
I TOTAL
I ]

C 5 s.....e .e4e e.......

1 1 23 1 23
STROMELY AGRFE 1 1 53o5

2 1 16 1 is
AGREi 1 1 37.2

3 1 2 1 2
DISA9PEE 1 1 4.7

4 1 2 1 2
STROMCLY DISAGRE I I 4,7

COLUMN 43 43
ICTAL 100.0 IOO.D

NUMBER CF MISSING OBSERVATIONS = 90

J-32
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Table 33

FORT COMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - IT IS

IMPORTANT FOR A NURSING SUMMARY TO APPEAR IN THE

OUTPATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS R3W
I TOTAL
I 11

C 6 a a ..-- -- - . ...e ..-

1 1 17 I 17
STRONCLY AGREE 1 1 38.6

4. . . 4.

2 1 21 1 21
AGREE 1 1 47.7

3 1 2 1 2
DISAGREE I 1 4.5

4 1 4 1 4
STRONGLY DISAGRE 1 1 9.1

COLUMN 44 .44
T0TAL 100.0 100,)

NUMBER OF 4ISSING OBSERVAIIONS 89

J-33



Table 34

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - THE

NURSING DISCHARGE SUMMARY FORM NEEDS TO BE KEPT

IN THE SYSTEM"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I 1]3TAL

C7 4---------
1 1 21 1 21

SIRONGLY AGREE I 1 .8.8
4.- .......- 4.

2 I 20 1 2
AGREE 1 1 465

3 1 I 1
DISA;FEE 1 1 2.3

4----------
4 1 1 1 1

STPOCLY DISAGRE 1 1 2.3
4. ........ 4

COLUMN '3 43
7OTAL 100.0 IDO.D

NUMBER UF MISSING OBSERVATIONS 90

J-34



Table 35

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM.3888-5 TST) - DISCHARGE

SUMMARIES SHOULD BE IN A MULTIDISCIP! INARY FORMAT SO

PHYSICIANS AND OTHER HEALTH CARE PROVIDERS COULD

MAKE APPROPRIATE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I T3TAL
1 11

C 8a ---- a-a-- -c----

I I 18 I is
STRDNGLY AGREE I 1 '0.9

2 1 15 1 15
ACREE I 1 34.1

3 1 10 1 1O
DISA;FEE 1 1 22-7

4 1 1 1
SIRDNCLY DISAGRE I 1 2.3

COLUMN 44 44,
TVIAL 100-0 10),)

NUMBER OF MISSING OBSERVATIONS 89

J -35



Table 36

FORT CAMPBELL

CINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

WE FREQUENTLY USE THE BUFF COPY ON

NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

DI -4- - ......--- -------- -- w - -- ft. . .

1 1 8 I 5 1 1 13
STRONCLY AGREE I I I I 13.

4------- - ------- ---..WC+

2 1 15 I 16 1 1 1 32
AGREE I I 1 1 320

3 1 12 1 27 1 2 1 41
DISAGREE I I 1 1 41.0

4------------- 4 n .. .. .C ........-

4 1 11 1 1 1 2 1 14
STPRNELY DISAGRE 1 I 1 1 14.0

+eeeeeeeee4w ------ - --- --- ---

COLUMN 46 49 5 100
TOTAL 46.0 49.0 5,0 100.0

NUMBER EF 4ISSING OBSERVATIONS = 33

J-36



Table 37

FORT CAMPBELL

CINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - I LIKE

NOT HAVING TO RECOPY SOME SINGLE ACTION ORDERS

ONTO THE THERAPEUTIC DOCUMENTATION CARE

PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PkRA RORW
CLERK TOTAL

1 11 21 310? .. .. ..a o o a . ....... 0 + ....... oI. . . a... 4

1 I 29 1 16 1 3 1 48

STRONGLY AGREE I I I 1 47.1
4 a ...... 0 + a. a... .o 4ao .... ... 4

2 1 10 I 26 1 3 1 39
AGREE i 1 1 1 38.2

3 I 5 ! 6 1 1 1
DISAGPEE 1 i 1 1 10.8

4 1 21 21 1 4
STRONGLY DISGRE I 1 1 1 3.9

COLUMN 46 50 6 102
TOTAL 45.1 49.0 5.9 100.3

NUMBER CF MISSING OBSERVATIONS s 31

J-37
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Table 38

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW fENf DID YOU UME THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COU4T I

IPROFES- R3W
ISIONAL TOTAL
1 41

XI A-----------------
1 I 1 I I

EVERY FNT I i 5.

----------T1 81 5

3 1

RARELY I 1 40.:)

4 1 61 6
NEVER 1 1 30.0

4 ........ 4

COLUMN 20 20
TUTAL 100.0 1D0.

NUMBER 'F MISSING OBSERVATIONS = 113

J-33



Table 39

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW UEM DID YOU UE THE NURSING

CARE PLAN TO LEARN ABOUT NURSING ACTIVITY AND THE

PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TDAL
1 41

2 1 3 1 3
MOST IPTS I I 15.0

3 1 7 1 7
RARELN I 1 3502

4 1 10 1 13
4EVE 1 50.0

COLUMN 20 2
ICTAL 100.0 1003

NUMBER .F MISSING OBSERVATIONS 113

J-39



Table 40

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW &EN DID YOU USE THE NURSING

DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
I 41xiE ............ .---------

11I 11 1

EVERY FINT 1 5.0

2 1 3 1 3
MOSI PhITS 1 I 15.0

+1 ....... 41-

3 1 5 1 5
RARELY 1 1 25.0

4 1 11 1 11
NEVER 1 1 55.)

4----------

COLUMN 20 2D
TUTAL 100.O 100.0

NUMBEP CF MISSING OBSERVATIONS = 113

J-40



Table 41

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW FEN DID YOU USE

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

XID + .....
1 ! 1! -

EVERf PNT 1 I 5,3

2 1 51 5
MOST PIdS 1 1 25.0

4. .-------- 4

3 1 5 1 5
RARELY 1 1 25.0+-I .. n... .4I

4 1 9 1 9
NEVEP I I 45,*)

COLUMN 20 23
TOTAL 100.0 IODD-

NUMBER OF MISSING OBSERVATIONS = 113

J-41
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Table 42

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW QEt DID YOU USE

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- RDW
1S]ONAL IOTAL
1 41

XIE - ------------------.
I I I I I

EVERY FNT I 1 5.0

2 1 6 1
4OST PITS I I 30.0

3 1

RARELY 1 1 25.0

4 1 8 3
NEVER I 1 40.0

4----------4

COLUMN 20 23
TOTAL 100.0 100.0

NUMBER (F MISSING OBSERVATIONS = 113

J-42



I'

Table 43

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW MIi DID YOU USE THE

TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL IOTAL
I 41

XIF . . . .-. .. .

EVERY PNT I I 55,D

2 1 5 1 5
HOST PNTS 1 1 25.0

3 1 II 1
RAPELY 1 1 53

4 1 3 1 3
4EVER 1 1 15,3

4--------. a

COLUMN 20 20
ICTAL 100.0 100.3

NUMBER [F MISSING OBSERVATIONS = 113

J-43



Table 44

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW UEM DID YOU USE THE

PROGRESS NOTES?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- R3N
ISIONAL TOTAL
I A1

Xl{ ...... . eeee......
11i 91 9

.:VFR FNT I I 450:

2 1 5 1 5
MDOS - 1s I 1 250)

3 1 2) 2
RARELY I I 10.0

41 4 1 4

4EVER 1 1 20.0
----------

COLUMN 20 20
TUTAL 10O l00,3

NUMBER (F 41SSIN OBSERVAI1CNS 113

J-44
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Table 45

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW OFTEN DID YOU USE THE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

EMPTY DATA SET

J-45
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Table 46

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUIT I

IPROFES- ROW
ISIONAL IOTAL
1 41

X3 . . .e 4c . .1!1 11 1

EVERY PNT 1 I 5O

2 1 3 1 3
MOST IP1S 1 1 15.0

4 .... ac .e

3 1 11 1 11
RAPELI I 1 550

4 1 5 1 5
NEVEP 1 1 25.0

4c......a.. 4-
COLUMN 20 2D
TOTAL 100.0 100.0

NUMBEP EF MISSING OBSERVAI1ONS = 113
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Table 47

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE

NURSING CARE PLAN TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUIT 1

IPROFES- ROW
ISIONAL TDTAL
1 41

X3B a....... e ....... 41+
3 1 10 1 10

RARELY I 1 500

4 1 10 1 10
'EVE I I 50.5

aaaaaaaaaaa41

COLUMN 20 2)
1CTAL 100.0 100-

NUMBER OF MISSING OBSERVATIONS 113

J-4 7



Table 48

FORT CAMPBELL

CLINICAL NURSINGRECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IPROFES- ROW
ISIONAL TDTAL
1 41

X3C .. . . .+ -. . .
2 1 11 1

MOST PNTS I ! 5.0

3 1 71 
RARELY I I 35*0

4 1 12 1 12
NEVER 1 1 60,D

COLUMN 20 23
TOTAL 100.0 10.

NUMBER VF 4ISSING OBSERVATIONS =  113
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Table 49

FORT CAMPBELL

CLINICAL NURSING ,RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL 1OTAL
1 41

X3D ..... 4 ....

EVERY PNT I I 5.
4 see.......4.

2 1 2 1 ?
MOST FNIS I I lD.D

4.00 ....... 4,

3 1 6 1 s
RARELY I 1 300

4.0........ 4.

4 I 1 1 11
NEVER I I 559D

COLUMN 20 2D
TOTAL 10.0 1DOD.

NUMBER CF 4ISSING OBSERVATIONS * 113
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Table 50

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE

COU'T I
IPROFES- ROW

ISIONAL TOTAL
1 41

x3E --------- . ... 4

I I 1 I I
EVERY PNT 1 I 5

4 ...... -4

2 II 5
MOST PNTS I 1 25.0

31 8 3
RARELY i 1 40D

4 1 6 1
NEVEa 1 1 3O0

4 ....... .Ia..

COLUMN 20 20
TUTAL 100.0 10DD-

NUMBER (F MISSING OBSERVATIONS " 113

J-50
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Table 51

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- RDW
ISIONAL TOTAL
1 41

X3F .. .. . 4 a.. ..
1 1 14 1 14

EVERY PNT I 1 10-3

2 1 3 1 3
MOST PNTS I1 15.34 ...... ae

3 1 11 1
RARELY I I 5.3

4 1 2 1 2
MEVE; I l 10.0

COLUMN 20 23
TCTAL 100.0 1o00.

NUMBER CF MISSING OBSERVATIONS = 113

J-51



Table 52

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE NURSING NOTES?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROw
ISIONAL IDTAL
1 41

X3C . . . . . . . .
1 1I 1

EVERY PNT I I 5.0

21 811
MOST PNTS I I 40.0

4. ...... 4

3 1 8 1 8
RARELY I I 40.0

4 1 3 1 3
NEVER 1 1 15.3

4in ..... 4.

COLUMN 20 20
TOTAL 100.0 I00.0

NUMBER (F MISSING OBSERVATIONS : 113
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Table 53

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"PRIOR 'TO THE TEST PERIOD, ,HOW OFTEN DID YOU USE OTHER

FORMS TO REVIEW' NURSING CARE?"

BY TYPEOF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL 1OTAL
1 41

X3H -.. .4 ---.. -e -
3 1 1 1 1

RARELY I I 50.
4c ........ e4"

41 11 1
NEVE; I I 5O.)

4e ..... e 4

COLUMN 2 2
TOTAL 100.0 100.0

NU4BER UF MISSING OBSERVATIONS 131

J-53



Table 54

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST;, DA FORM 4256-2 TEST) - HAVING

TWO SEPARATE ORDER SHEETS CAUSED MINIMAL

DIFFICULTIES FOR ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
] CLERK SIONAL TO0AL
I 11 21 31 41

D3 -------- 4 .. # f-a----- 4 ------ m

1 1 19 1 14 1 3 I 2 1 38
STFONCLY ACREE I I I 1 I 30.2

4aa......... .--- ... .a* ........a4--.... .. 4

2 I 25 1 23 1 1 1 3 1 57
ACREE I I I 1 1 45.2

3 1 3 1 7 1 2 1 8 I 20
DISAGPEE I I I 1 1 15.9

4 1 5 1 1 1 1 5 1 11
STRONCLY DISAGRE I I I I 1 8.7

COLUMN 52 53 6 i 126
TOTAL 41.3 39o7 4,B 14,3 100.0

WUFI3ER 1,F MISSING OBSERVATIONS z 7

I
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Table 55

FORT, CAMPBELL

CLINICAL ,NURSING RECORDS STUDY

"DOCTOR'S"ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA ,FORM 4256-1 TEST;. DA FORM 4256i-2 TEST) - ORDERS

SHOULD CONTINUE TO REMAIN SEPARATED ON COLOR

CODED MEDICATION AND NONMEDICATION SHEETS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
1 11 21 31 41

1 1 28 1 25 1 4 1 1 1 58
STRON LY AGREE I 1 1 I 1 46.0

2 1 15 1 21 1 2 1 5 1 43
AGREE I I I 1 I 34.1

fo s ... e... 4. 0000.. s4 ...... s - f- ...... -

3 I 3 1 3 1 1 1 4 1 11
DISAGREE I I I 1 1 8.7

fe . ...e . ....cooff o 00 5 40 0 e.. ... 4" ........

4 1 5 1 1 1 1 8 1 14
STRCNCLY DISAGRE I I I I I 11.1

COLUMN 51 52 7 le 126
TOTAL 40.5 39.7 5. 14.3 100.0

NUMBER UF MISSING OBSERVA7IONS = 7

J-.55



Table 56

FORT CAMPBELL

CLINICAL NURSING RECORDS bTUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDEPS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - PRIOR TO

THE TEST PERIOD, IF UNFAMILIAR WITH A PATIENT, I i,'OST

OFTEN DETERMINED CURRENT MEDICATION(S) BY . . .

BY TYPE OF PROVIDER

COUNT I

IPROFES- ROW

ISIONAL IOTAL
1 41

D6 ------- ---..-.
1 1 10 I 10

REVI'i. ALL OR OR 1 1 58.5

2 1 5 1 5
REVIEW T-MED 1 1 29,4

3 1 1 1 1
ASK NU.RSE I 1 5.9

4 1 1 1 1
[OTHER 1 1 5.9

COLUMN 1 17
TCTAL 1000 100,)

NUMBER CF MISSING OBSERVATIiNS - 116
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Table 57

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

DURING THE TEST PERIOD, AFTER THE SEPARATION OF ORDERS,

IF UNFAMILIAR WITH A PATIENT, I MOST OFTEN DETERMINED

CURRENT MEDICATION(S) BY . . .

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TDTAL
1 4107 ...... - -" .....

i1l 11 1 11

REVI~k ALL DR OR 1 1 64,7

2 1 4 1
REVIiN 10-MED 1 1 23.5

3 1 1 1 1
ASK NURSE 1 1 5.9

4 1 1 1 1
DTHE 1 1 5.9

COLUMN 17 17
TOTAL 100.0 100,3

NUMBER tF MISSING OBSERVATIONS 116

J-57



Table 58

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEOICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD

HAVE NO DIFFICULTY IDENTIFYING COMPLETED SINGLE

ACTION ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 1 21 31

D B ----- --a .. ..... . a .. e. .. 5 .. .. . +
1 1 9 1 8 1 1 17

STRCimaLY AGREE I 1 1 1 16.3

2 1 17 1 15 1 3 1 36
AGRE 1 1 34.6

3 1 16 1 19 1 2 1 37
DISA;EE I I 1 I 35.6

4 1 7 1 6 I 1 1 14
STROCLY DISAGRE I I i 1 13.5

COLUMN 49 49 6 104
TOTAL 47.1 47.1 SeB 100.0

NUMBER ff MISSI 4G OBSERVATIONS z 29

J-58
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Table,59

FORT, CAMPBELL

CLINI AL NURSING RECORDS STUDY

"DOCTORS, ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO. THE-'OLD' ORDER SHEETS, I WOULD STILL

WANT A COLUMN FOR SINGLE ACTION ORDERS TO PRECLUDE

MY HAVING TO RECOPY THEM ONTO THE THERAPEUTIC

DOCUMENTATION CARE PLAN&"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD R04
I CLERK TOTAL
1 II 21 31

D 9 ...- ....s ......00 0 ........ . ...... s

1 1 28 1 15 1 1 1 44
STRONCLY AGREE I I 1 1 42.3

2 1 13 I 24 1 5 1 42
AGREi I I 1 I 40.4

3 1 7 1 9 1 16
DISA;FEE I I 1 1 15.4

4 1 1 1 1 1 2
STROCLY DISAGRE I I 1 1 1.9

COLUMN 49 49 6 104
TOTAL 47.1 47-1 5.8 100.0

NUMBER (F MISSING OBSERVATIONS * 29

J -59



Table 60

FORT CAMPBELL

CLINICAL NURSING;,RECORDS STUDY

I LIKE BEING ABLE TO DOCUMENT (WITH EFFECTIVENESS CODES OR KEY

WORDS) THE PATIENT'S RESPONSE DIRECTLY ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ,lW
I T3TAL
I it 21

E - ft 0--------- an n . . 0.+

1 1 31 1 1 1 46
STRVN-LY AGREE I 1 I 48o4

2 1 16 1 29 1 45
4CPEE I 1 1 47o4

3 1 1 1 3 1 4
DISA FEE 1 1 4v?

.. .. 0 a.n...0004

COLUMN 48 47 95
TOTAL 50.5 49.5 100,9

NUMBER LF 41SSING OBSERVATIONS = 38

,J-60
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Table 61

FORT CAMPBELL

CLINICALNURSING RECORDS STUDY

"MOST OF MY DOCUMENTATION IS RECORDED ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT ]

IPARA Raw
I TOTAL
1 21

E2 ----- e . ..-....
1 1 11 1 11

STRDO1(LY AGREE 1 1 24.'

2 1 26 1 26
AGREE I 1 57.8

+* - ------mmmm4

3 1 7 1 7
DISA;FEE 1 1 15.6

4 ........le 4

4 1 11 1
STRONCLY DISAGRE I 1 2.2

4-."- e.... 4

COLUMN 45 45
7OTAL 100.0 1000

NUMBER CF MISSING OBSERVATIONS : 88

J-61
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Table 62

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"IN THE PAST, I USED TO DO MOST OF MY DOCUMENTING ON

THE NURSING NOTES (SF 510)"

BY TYPE OF PROVIDER

TYPE
COUNT I

]PARA RaW
1 rOTAL

1 21
E3 .. e . . .

1 1 15 1 15
STRONE.LY AGREE 1 I 31.9

Z 1 31 1 31
AGREE 1 I 66.0

4 1 1I 1
STRONfGLY DISAGRE 1 1 2.1

COLUMN 47 4?
TOTAL 100.0 100.0

NUMBER tF MIISSING OBSERVATIONS = 86
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Table 63

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"IECOROINd THE PATIENT'S RESPONSE ON THE TD CARE PLAN

IMPROVES MY DOCUMENtATION OF PATIENT CARE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 4DW
I T3AL
1 11 21

E4 .......s 4 .. . . 4. . . .. e
1 I 18 1 9 1 27

SIRONIGLY AGREE 1 1 1 ZS,44 ........ 4. ....... - -

2 I 24 1 34 1 58
AGREi ! 1 ! 61.1

3 1 4 1 5 1 9
DISAWPEE I 1 1 9.5

4 1 1 1 1
STROAItY DISAGRE I I 1 1.1

COLUMN 47 4s 95
TOTAL 49.5 50.5 100.0

NUMBER OF 4ISSI1G OBSERVATIONS z 38

J-63
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Table 64

FORT CAMPBELL

CLINICAL ,NURSING-RECORDS STUDY

"RECORDING THEPATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN ENCOURAGES ME TO WRITE MORE

NURSING ORDERS TO DESCRIBE NURSING ACTIVITIES

WITH THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
1 11E5 .--------------.....

1 1 13 1 13
STRON-LY AGREE I I 28.3

4.~..... 0 ,

2 1 26 1 26
AGREE 1 1 56.5

*,.......

3 1 61 6
DISAI EE I 1 13.0

4" . .. . .-,

4 1 11 1
STRONELY DISAGRE 1 1 2.2

COLUMN 46 46
TOTAL 100.0 10O.

NUMBER CF MISSING OBSERVATIONS s 87
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Table 65

FORT -CAMPBELL

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAW IMPROVES COMMUNICATION

AMONG NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I 13TAL
I 11 21E 6 ... ... 4 ...... -........ *

1 1 11 i 9 I 20
STRONGLY AGREE I 1 1 21.1

a. a... a.. 4" ... a....

2 i 26 1 31 1 57
AGREE I I i 6300

3 1 10 1 8 1 Is
DISAiREE 1 1 1 8.9

COLUMN 47 4 9 95
TOTAL 49.5 50.5 10300

NUMBER [iF 1ISSING OBSERVATIONS 38
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Table 66

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

BETWEEN NURSES-AND' OTHER HEALTH CARE PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA Raw
I T3TAL
1 11 21

F 7 - --------- - acese

13 10 1 8 1 18
STRDNELY AGREE I 1 1 19.1

2 1 21 1 31 1 52
AGREE I 1 1 5503

4 ........ 4 ...a..a ... 4.

3 1 153 7 1 22
DISAZPEE I 1 1 ?3.4

4 1 11 11 2
SIIR(MCLY DISAGRE I 1 1 2.1

4 c ....... 4a- ... ... s4

COLUMN 47 47 94
TOTAL 50.0 50.D 130.0

NUMBER IF MISSING OBSERVATIONS 39

J-66



Table 67

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN HAS

DECREASED FRAGMENTED DOCUMENTATION IN THE RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

Es --- - --..-. ........ 4

1 1 15 1 ID 1 25
ST ONGLY AGREE I 1 1 26.9

2 1 26 1 29 1 55
AGREE I 1 1 59.1

400 ... o.... en.....4

3 1 6 1 7 1 13
DISAREE 1 1 1 14.0

COLUMN 47 45 93
TOTAL 50.5 49.5 10IDOO

NUMBER VF 'ISSING OBSERVATIONS s 40

J-67
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Table 68

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

ALLOWS ME TO GIVE A MORE THOROUGH REPORT"

BY TYPE OF PROVIDER

TYPE

IRNS ROW
I TOTAL

E9 -ee ----es -. ese..-
1 1 13 1 13

STRONCLY ACREE 1 1 28.3

2 1 24 1 Z4
AGPEi I 1 52.2

3 1 9 1 9
DISA;IPE 1 1 19.6

4c.... e e4

COLUMN 46 46
T70TAL 100.0 lD)eD

NUMBFR IF 4ISSING OBSERVATIONS 87
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Table 69

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY
"'RECORDING THE PATIENT'S RESPONSE ON THE TO CARE PLAN

GIVES ME A BETTER 'PICTURE' OF WHAT HAPPENED TO

THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROWI T3TAL
1 11 21E I Q0a........04 .......4 ......

1 1 12 1 7 1 19STROIGLY AGREE I 1 1 20.4, ... ... 4 .. .. .a 4.

2 1 29 1 33 1 62AGREE I I 1 $5.T4 0 .. ... .s4s 4, -- ... .

3 1 4 1 7 1 11DJSA;PEE I I 1 11.8
4 ... . .. ..

SIPO NLY DISAGRE I 1 3 1.)

COLUMN 46 .47 93
TOTAL 49*5 50.05 1D06

NUMBEP UF MISSING OBSERVATIONS = 40
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Table 70

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I DID NOT DOCUMENT PATIENT RESPONSES ON THE THERAPUETIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
CDUNT I

IRNS PARA 40W
I T3TAL
11 21

E 3 3 ..... ... 4 ...... 4 h+ ..... .

1I 11 31 4
STRONCILY ACREE I I 1 4.3

2 1 1 1 14 1 15
APFE I 1 I 16.3

3 1 26 1 25 1 52
DIShFEE ] 1 I 56.5

4 ...... ........ 4

4 1 17 1 4 1 21
STRI ALLY DISAGRE 1 I I 22.8

4 ....... f... ..

COLUMN 45 41 92
TOTAL 48.9 51.1 13),O

NUMBER IF MISSING OBSERVATIONS = 41
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Table 71

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I HAD MINIMAL DIFFICULTY RECORDING THE PATIENT'S

RESPONSES ON THE THERAPEUTIC DOCUMENTATION

CARE PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

E 1 2 ...... ----- .4

1 1 10 1 4 I 14
STRONGtELY P;REE I 1 1 15.6

• ..... o ........a - 4.

2 1 26 1 29 1 55
AGREE 1 1 1 61.1

3 1 7 1 ID 1 17
DISA;FEE 1 i 18.9

4 1 3 1 1 1
STRONGf;LY DISAGRE I 1 1 4.4

COLUMN 46 44 90
T(TAL 51.1 48.9 10,D

NUMBER (F 41SSING OBSERVATIONS = 43
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Table 72

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE EXPANDED USE OF THE THERAPEUTIC DOCUMENTATION CARE PLAN

(BEING ABLE TO DOCUMENT RESPONSES) IS A CONCEPT WHICH SHOULD

BE AVAILABLE TO ALL NURSING PERSONNEL WORLDWIDE"

BY TYPE OF PROVIDER

TYPE
COURT 1

IRNS PARA ROW
I T32AL
1 11 21

E - --- - ---- -----.. . .. .. . ..
1 1 25 1 11 1 36

STROKNLY AGREE I I I 40*4
4se --c-------- +a

2 1 20 1 2 1 49
AGREE I 1 1 55.1

+n. .. ... . 41- .a...... 4.

31 I 3 1 3
DISA;FEE I 1 1 3.4

405 .. .. . 4 ... s.... •

4 1 II 1 1
STPONCLY DISAGRE I I 1 1.1

4* ........ 4-+....... e

COLUMN 46 43 89
TOTAL 51.7 48.3 1000.

NUMBFR fF MISSING OBSERVATIONS 44
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Table 73

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS IS AN IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WAD ROW
I CLERK TOTAL
i 11 21 31

1 I 16 1 13 1 2 1 31
STROMCLY ACREE 1 I 1 1 29.0

2 1 20 1 30 1 3 1 53
AGREE I 1 1 1 49.5

3 1 11 1 5 I 2 1 18
DISA;PEE I 1 I 1 16.8

4 1 3 1 2 1 1 5
STROnCLY DISAGRE I I 1 I 4.7

COLUMN 50 53 7 107
TCTAL 46.7 46.7 6.5 100.0

NUMBEP UF 4ISSING OBSERVATIONS a 26
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Table 74

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE '-FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD BE KEPT EVEN IF IT CANNOT BE

OVERPRINTED WITH ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

EI5 ...... ----- -- -------. -.. . as.... .
1 1 13 I 1) 1 1 I 24

STRONCLY AGREE 1 I 1 1 23.3

2 J 11 1 3 1 1 42
AGREE I I 1 1 40o8

4- .... ... * a" a.. s......4 as a... .a

3 I 15 1 7 1 4 1 ?6
DISAGREE I I 1 1 25.24 .. eas .ns 4. ... ... a 4a ........ 4

4 1 8 1 3 1 1 11
STRINCLY DISAGRE I I I 1 10.7

COLUMN 47 50 6 103
TOTAL 45.6 48.5 5.8 100.0

NUMBER IF MISSING OBSERVATIONS = 30

J-74
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Table 75

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ThE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS'SHOULD HAVE THE PATIENT IDENTIFICATION

BLOCK PRINTED ON ALL PAGES"

BY TYPE OF PROVIDER

TYPE
COUNII I

IRNS PARA WIAD ROW
I CLERK TOTAL
I 11 21 31

E16 --- 
........ o. . .. . - . * . ?

1 26
STRONG:L Y AGREE 1 1 25.2

2 1 14 1 21 l 4 1 39
AGRE1 I 1 37.9

i 4 O ... 0.. 4" ........ 4. ........- ,

3 1 14 1 14 1 3 1 31
DISAREE I I 1 1 30.1

4 1 5 1 2 l 7
STRONCLY DISAGRE I I 1 1 6,9

4........4.--- -- ..... 4 .. --.....

COLUMN 48 49 7 103
TOTAL 46.6 46. b.8 100.0

NUMBER t-F 4ISSING OBSERVATIONS w 30
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Table 76

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I LIKE THE STURDIER PAPER ON WHICH THE FORMS ARE PRINTED"

BY TYPE OF PROVIDER

TYPE
C OU'4 T 1

IRNS PARA WAiD ROW
I CLERK TOTAL
I 11 21 31

E 1 7 ----ee-4-00 00 4 .0 .4

1 1 18 I 19 1 2 1 39
STRON LY AEREE I I 1 1 36.14-eeeeeeeeea.1- ....... a 1 4....... . 4-

2 1 19 1 23 1 3 1 45
AGREE I I 1 1 41.740000000.. ... 1-. .... 4- --... .

3 1 9 1 9 1 2 I 20
DISA;FEE I 1 1 1 18.5

400.. .. o 4 0..0 ... ,Iaaaaaaaaaaa00

4 1 4 1 1 1 4
STRO CL DISAGRE I I 1 1 3.7

4 ------------------------......

COLUMN 50 51 7 103
TOTAL 46.3 47.2 b.5 100.0

NUMBER (F MISSING OBSERVATIONS = 25

J- 16
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Table 77

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"HAVING.SEPARATE*PAGES FOR RECURRING, DELAYED, OR PRN ACTION

ORDERS IS HELPFUL TO ME"1

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

1 1 23 1 14 1 1 J 38
STRON4LLY ACREE 1 I 1 1 38.0

4~ ~~~----- f0t5 S.b40000 0 00 .e

2 1 20 1 3:, 1 4 1 54
AGREi I I1 54.0

400 so --------------.----

3 1 2 1 3 1 11 6
DISA;IPEE 1 I I 1 6.0

------- w ---------- W-+00

4 1 2 1 1 1 2
STRD#JCLY DISAGRE I I 1 1 2.3

40a. 0. ---- --- --- 400 0 00----

COLUMN 47 47 6 100
TETAL 47.0 47.:3 6.0 100.0

NUMBER CF MIISS1IG OBSERVATIONS z 33
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Table 78

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"TO MY KNOWLEDGE, THERE WERE NO TREATMENT OR MEDICATION

'ERRORS COMMITTED ON MY NUR£fNG UNIT 'WHICH COULD

BE BLAMED, ON THE NEW FORMAT OF THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3W
I T)TAL
1 11 21

E 19eeeeeeeeeeea. 4ns ..... 4.a ........n

1 1 18 1 8 1 26
STPOCLLY ACRFE I 1 1 25.0

4.a .. .. n s 4sa a... .n a 4

2 I Z2 1 32 I 54
ACREE I 1 1 55.1

3 1 6 1 4 I ID
DJSA- EE I I ! 10.8

4 . . . .- -- -- -... .--

4 1 1 1 1 3
STPrNCLY DISAGRE I 1 1 3.2

4-n ...... n n......4

COLUMN 47 46 93
TOTAL 50.5 49.5 1I5),

NUMBFR (F MI$S14JG CBSERVAIIDNS 40

J-78
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Table 79

FORT CAMPBELL

CLNICAL NURSING RECORDS STUDY

"I WOULD PREFER TO HAVE THE THERAPEUTIC DOCUMENTATION CARE

PLANS, IN A SINGLE SHEET FORMAT (LIKE THE 'OLD' TDs)

EVEN ,KNOWING THAT I WOULD HAVE LESS ROOM FOR

DOCUMENTATION

BY TYPE OF PROVIDER

TYPE
COUINT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 1l 21 31

E 2 0 . . . . . . . .- . . . . . . . . --------e e e

1 I 3 1 5 l 8
STRO NCLY AC(REE I I 1 1 8.1

cC ... ... 0 0 ... s.. - ........0 4-

2 1 7 ! 9 1 3 I 19

AGREE I I I I 19.2

3 1 22 1 24 1 3 I 49

DISA;PFE I 1 1 49.5

4 1 16 1 1 1 1 23
STRONCLY DISAGRE 1 I 1 1 23.2

4. f.... - ........ - - - o .. ..

COLUMN 48 45 6 99
TOTAL 48.5 45.5 5.1 100.0

NUMBER tf MISS14G OBSERVA7IONS 34
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Table 80

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"IF A SINGLE SHEET FORMAT WERE TO BE USED, I WOULD PREFER

A MEDIUM WEIGHT PAPER (LESS BULKY THAN THE

TESTED PAPER)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

E2 1-- +eeeeeeee00 .-----------400 C

11 81 5 1 1 1 14
STRONCLY ACREE 1 1 13.7

2 1 14 1 1 1 2 1 34
PGRE 1 1 33.3

4eeeeeeee.. Ce n4 ... o a......4

3 1 18 1 18 I 3 1 39
91SAiFUE I I 1 1 38.2

4 1 8 1 5 1 1 1 15
STRONtLY DISAGRE I I 1 1 14.7

COLUMN 48 47 7 102
TUTAL 47.1 46.1 6.9 100.0

NUMBER CF MISS14G OBSERVATIONS = 31
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Table 81

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ALLMEDICATION AND NONMEDICATION FORMS SHOULD

REMAIN COLOR CODED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WAID ROW
I CLERK TOTAL
1 if 21 31

E22 ..-.-------------------- s a...4------a- a

1 1 32 I 21 1 5 1 55
STRC-ACLY AGREE I I 1 1 55.S

2 1 14 1 27 I ? 1 43
AGREE 1 431 1 1 413

4 ........ a4 ... s.a.a.a 4a 0 . . .. 4.

3 1 1 11 1 1
DISAGPEE 1 I I 1 1.0

4 1 2 1 1 1 2
STRDE(LY DISAGRE I I 1 1 1.9

4--- +--ft -- .... a- -4 f... 4-

COLUMN 48 49 7 1V4
TOTAL 46.2 47.1 5.7 100.0

NUMBER (F MISS14G OBSERVATIONS 29
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Table 82

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"YELLOW HIGHLIGHTER USE SHOULD BE REINSTATED TO

DISCONTINUE ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E 2 3 . ... . e e e e4... f0 .. .o .

1 1 25 1 17 1 1 1 43
STPONCLY ACkEE I I 1 1 41.0

2 1 9 1 19 1 3 1 31
ACREE I I I I 29.5

+...b - 4----- .... " ....... W4

3 1 12 1 1 1 1 1 23
DIShFEE I I 1 1 21.9

4 ---- --- --- --- 4" ------. • .. . .. 4

4 1 3 1 31 2 I B
STRUJCLY DISAGRE I I 1 1 7.6

COLUMN 49 49 7 105
TTAL 46.7 46.7 6.7 1006D

NUMBE IF MISSING OBSERVATIONS z 2B
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Table 83

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE IMPROVES COMMUNICATIONS

CONCERNING THE PATIENT AMONG ALL HEALTH CARE

PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FES- ROW
I SIMAL TOTAL
1 11 21 41

FI ......- . -fa--s a n ........ e4 a..... 4.
1 1 27 1 15is 1 1 46

STRDNCLY AGREE I I 1 1 38.7

2 1 20 I 33 I 7 1 57
AGRFE I 1 1 47.9

4 s ... ... 4. no.......e an ........ 4

3 1 2 1 3 1 5 1 10
DISA;FEE I I 1 1 8.4

4 ....... -4 ........ -a.. 4.. .

4 1 2 1 1 1 31 6
STRUNCLY DISAGRE I I II S.0

LOLUMN 51 49 19 119
TOTAL 42.9 41.2 lb.D 100.0

NUMBER CF 4ISSING OBSERVATIONS = 14
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Table 84

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

A"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE THOROUGH IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 4oW
ST3TAL

! II 21
F 2 4 ........+ .. .. .o o o

1 1 14 1 10 1 24
STPOIJ(LY A-REE 1 I I 24.5

2 1 22 1 23 1 50
AGRFE 1 1 I 51.D

3 1 11 I 1 1 21
DISA-'EE 1 1 1 21.4

4 1 3 1 1 3
STRUNtLY DISAGRE I 1 1 3.1

COLUMN 50 48 99
TOTAL 51.0 49.D 10)9.0

NUMBER UF MISSING OBSERVATIONS = 35
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Table 85

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE CONCISE IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
I if 21F 3 . . - 4W+ W .-- - - - -- -

1 1 13 1 12 1 25SIPONCLY AGREE 1 I ! 25.8

2 1 33 1 25 1 61AGREE 1 1 52.9
3 1 ,4 1 & 1 0I

DISACFREE 1 1 1 10.3

4 ]1 !1 1 1
STRO itLY DISAGRE 1 1 1 1.04e ........ 4 a....... a

COLUMN 51 46 97
TOTAL 52.6 47.4 1DOD.

NUMBER CF MISSING OBSERVATIONS 36
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Table 86

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS FRAGMENTING OF

INFORMATION IN THE PATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FES- ROW
I SI3'AL TOTAL
I 11 21 41

F4 ---- -- - . ... .. ----- .. .a 4...... -
1 1 17 1 13 1 4 1 34

STRDNELY ACREE I I 1 1 29.3
4c ..... e s. 5 . a....... a -a a .. . 9..

2 I 30 1 23 1 7 1 65
AGREE I I I I 56.0

3 1 4 1 5 1 5 1 14

DISAiF[E I I 1 1 12.1

4 1 1 1 3 1 3
SIRONfLY DISAGRE I I i 1 2.6

COLUMN 51 4S 19 116
TCTAL 44.0 39.7 16.4 100.0

NUMBER OF 4I1514G OBSERVATIONS - 17

J-36
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Table 87

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS THE AMOUNT OF

INFORMATION EVERYONE MUST UOCUMENT"

BY TYPE OF PROVIDER

TYPE
COU 4T I

IRNS PARA P13FES- ROW
I S13MAL TOTAL
1 11 21 41

F 5 ....... e o4 ........ oco ce.. .... c• .... .

1 1 13 1 it 1 3 1 27
STRONCLY AGREE I I 1 1 22.9

2 I 30 1 33 I 5 1 65
AGREE I I 1 1 55.1

3 1 8 1 7 1 7 1 22
DISAC;EE I 1 1 1 18.6

.1 . 1 . 1 49
STRONELY DISAGRE I I 1 1 3.4

4 e...... C • e........ C o ... ... 0 C 4

COLUMN 51 4 19 l18
TOTAL 43.2 '0.1 16.1 100.0

NUMBER tF MISS1dG OBSERVATIONS £ 15

J-87
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kTable 88

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO

READ NARRATIVE NURSING NOTES MORE THAN I

DID IN THE PAST"

BY TYPE OF PROVIDER

TYPE
COUNT I

]PROFES- RDW
ISIONAL ITAL
1 4

F6 4-........--
11 4 1

STRDCLY AGREE 1 1 21.1

2 1 9 1 9
AUREi 1 1 47.4

3 1 2 1 2
DISA;FEE I 1 10.5

4 1 41
STRNC-LY DIS'GRE I 1 21.1

COLUMN 19 19
TUTAL 100.0 100.0

NUMBEF 13F 4ISSING OBSERVATIONS 114
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Table 89

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE MAKES IT EASIER TO

DETERMINE WHAT IS HAPPENING WITH MY PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT 

I

IPROFES- ROW
ISIONAL TOTAL
1 41

F7 ........ --.... .
1 1 3 1 3

!TRDN(-LY ACREE 1 1 15.3

2 1 6 1 5
ACREE 1 1 31.6

3 1 5 1 5
!J1SA'FE 1 1 26.3

4 1 5 1 5
STRDONLY DISAGRE I I 26o3

4----------

COLJMN 19 19
TCTAL 100.0 100.3

NUMBER UF '4ISSIPG OBSERVATIONS 114
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Table 90

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS SAVED ME TIME IN DOCUMENTING

(I FEEL I DON'T NEED TO REPEAT INFORMATION PREVIOUSLY

DOCUMENTED BY ANOTHER HEALTH CARE PROVIDER BECAUSE

IT'S ALL IN THE SAME PLACE)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3W
I T3TAL
1 11 21

F B -. --- .. . . .

1 1 21 1 13 1 34
STFtLVY AGRFE I 1 1 35.4

4 fle ----- , 0C ------

2 1 18 1 29 1 47
AG[i I I I 49,D

4 c ....... 4 ........bCI

3 1 7 1 6 1 13
DISAZFEE I I 1 13.5

4-------------- a 0

41 21 1 2
SIP[)D(LY DISAGRE I 1 1 2.1

4 ....... "I4 ....... o

COLUMN 48 43 96
CTTAL 50.0 50,3 :Of

NUMBEP UF MISSING OBSERVATIONS " 37
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Table 91

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO READ OTHER

CARE PROVIDERS' NOTES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
I if 21F 9 ....... 040.. 0......4..0 0 0... .

1 1 24 1 16 1 40
SIRONCLY AGREE I I I 40.o

2 1 26 1 27 1 53
AGREE I 1 1 53.5

4---------- 4.-.......-4.

3 1 1 1 5 1 6
DISA;IEE I I I bo

COLUMN 51 43 99
TITAL 51.5 48.5 13 0

NUM.EI EF 4ISSING OBSERVATIONS s 34
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Table 92

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE SHOULD BE USED AT ALL

ARMY HOSPITALS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FES- ROW
I S13NAL TOTAL
I II 21 41

F I ........ -------.... eeeee..... a ... ...

1 1 28 I 19 1 5 1 52
STRUNCLY ACREE I 1 1 1 44.1

2 1 21 1 27 1 5 1 53
AGREE I 1 1 1 44.94 a-so ...... so.. .... 4 ....... m-

3 1 1 1 2 I 1 I 7
DISA;FEE I I 1 1 5.9

4-------------- w------------

4 1 I I 1 51 6
STRCNCLY DISAGRE I I 1 1 5.14 .... •........a 4 ..... o

COLUMN 51 49 19 118
TCTAL 43.2 40.1 16.1 100.0

NUMBER IF MISSING OBSERVATIONS 15

J-92
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Table 93

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I HAD LITTLE DIFFICULTY IDENTIFYING WHO WROTE PREVIOUS

NARRATIVE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41F I I.. . . .+ . . . .

1 2 1 2
S1PI)NELY AGREE 1 1 10.5

2 1 11 1 11
ACREi 1 1 57.9

----------

3 1 41 4
DISA;REE 1 I 21.14 .. .. . 4a

4 1 2 1 2
STRONCLY DISAGRE I I 10.5

COLUMN 19 19
TOTAL 100.0 ID00

NUMBFR IF MISSING OBSERVATIONS = 114
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Table 94

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"I HAD NO DIFFICULTY'DISTINGUISHING NURSING NOTATIONS FROM

THOSE OF OTHER DISCIPLINES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FES- ROW
I SI3MAL TOTAL
1 11 21 41

F 1 2 ........- - -- ...... 4.- - .. ....4 . ... C e - .+

1 1 26 I 12 1 2 1 40
STRONCLY ACREE I I 1 I 34.2

4. .... fb .4.0.. ... . .. ..... •n4

2 1 21 1 26 1 14 1 61
AGREE I I 1 1 52.1

4. te... .e ....... e4 .... ee ...

3 1 3 1 13 1 2 1 15
DISA;FEE I I 1 1 12.84-.eeeeeeee4-....... e ....... •scc

4 i ! 11
SIRONCLY DISAGRE I I 1 1 .9

COLUMN 50 45 19 117
TOTAL 42.7 41.0 16.? 100.0

NUMBER (F MISSING OBSERVATIONS 16

J-94



Table 95

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

' ,HAD LITTLEDIFFICULTY LOCATING MY PREVIOUS NARRATIVE

NOTATIONS'

BY TYPE OF PROVIDER

TYPE
COUNT I

- ZPROFES-
ISIONAL ROW
S 4I I TOTAL

F13 --------------+
.... .. .. ± I. ± 1 ±
STRONGLY AGREE I I E,3

---------+
21 5 1

AGREE I I A

----------1
31 9 1 9

DISAGREE I I 47,4... I I 'f I

STRONGLY DISAGRE I I 211

COLUMN 19 19
TOTAL 100,0 i00,

NUMBER OF MISSING OBSERVATIONS: 114
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Table 96

FORT CANPBELL

CLINICAL NURSING RECORDS STUDY
"PHYSICIANS ON'MY NURSING UNIT SEEMED TO LIKE HAVING

NARRATIVE NURSING COI'ENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA
I ROW
I 2 2 I TOTAL

Fi4 -----------------+
± I I & ii

STRONGLY AGREE I I I i-Ao
+--------+--------+

2 I 27 I 29 I 5
AGREE I I 1 6C,9

------------------ +
3 1 ±2 -1 io 1 2

DISAGREE I I I 239
------------------

4Y . 2 I ± I 3
STRO+GLY ...S. .RE I 1 1 3.3

------------------
COLUMN 4469±
TOTAL 5010 50.0 iooo

NUNIEFER OF MISSING OBSERVATIONS: L1
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Table, 97

FORT- CAPBELL,

CLINICAL NURSING RECORDS STUDY

"OTHER HEALTH CARE PROVIDERS. (eig,i PHYSICAL THERAPIST,

DIETITIAN, SOCIALIWORKER) ' SEEMED TO LIKE HAVING

NARRATIVE NURSING COIHENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUNENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA
I ROW
I I 2"I TOTAL

Fi. ---- +-------------------+
i I a I 7 1 E:

STRONGLY AGREE I I I 16.9
------------------+

"2 I 31 I 34 I 65
AGREE I I I 7B .0

------------------+
3 1 4 I 4 I a

DISAGREE I I I 91.0
-------------------

LI I I I ±

STROtWGLY tISAGRE I I I i±i
------------------+

-COLUMN 44 45 89
TOTAL 019,.6 io0..o

NUMBER OF MISSING OBSERVATIONS: 44

J-97
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Table 98

FORT CAMPBELL

CLINICAL.NURSING RECORDS STUDY

*ALTHOUGH THE GUIDELINES REA THAT ALL NURSING PERSONNEL

WERE AUTHORIZED TO CHART ON THE PROGRESS NOTES, THERE

WERE SOME EXCEPTIONS TO THIS POLICY ON MY

NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA
I ROW
I ± I " I TOTAL

------------------ +
1 I ±1 .I 7

STRONGLY i AGREE I I I 7,3
+--------+---------+

2 I 8 I 17 I 2
AGREE I I I 26•0

------------------- +
3 I "7 I .3I '+0

ISACZP, E I I 41. 7
----------------- +

4f 1 ±9 1 5 1I 2
STRONGLY DISAGRE I I I 2S.0

4 ------------------ +
COLUMN 46 50 96

TOTAL 7.79 52.1 i0O

NUMBER OF MISSING OBSERVATIONS: 37
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Table 99

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"IKNY OPINIONt, THE BOTTOM LINE TO EVERYTHING WE HAVE

TESTED IS. .

BY TYPE OF PROVIDER

TYPE
COUNT I

ROW PCT IRNS PARA WARD
COL PCT I CLERK ROW

I :I. ' I 3 I TOTAL
G1 ------------------------------------

i . iii I ±38 I '+ I 263
IMPLEMENT EXACTL I 42,2 I 52, . I .3 I E3.i

I 42.5 I 67,0 I 5O,0 I
------------------------- +

2 I 3 I 6 I 3 I
SO BACK TO OLD I 25.0 I 50,0 I 2_:.0 I 2,4

I ±i6 I 2.9 I 10.7 I
------------------------- +-

3 1 147 I 62 I 11 I 220
IMPLEMENT W HODI I 66.8 I 28,2 I 5,0 I 44.4

I 56,3 I 30.1 I 39.3 I
---------------------------- +

COLUMN 261 20.6 28 455
TOTAL 12:7 '+i.6 8,7 ±00

hNUMDER OF MISSING OBSERVATIONS: 35j
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER

PAGE I OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 41

COMMENTS .-------- --+-------------------------------
I 1 3 1 17 1 9 I 7 I 36

DR ORDER +GEN SAT 1 8.3 1 47.2 I 25.0 I 19s4 1 19.3
1 9.4 1 22.4 1 22.5 I 17.9 1
I 1.6 1 9.1 1 4,8 1 3.7 I
------- +-----------+----------------------

2 I I I 6 I 0 I 3 I 1o
DR tRD *SINGLF ACT 1 10.0 1 60.0 1 ,C 1 30.0 1 5.3

1 3.1 1 79 1 .0 1 7.7 1
I .5 1 3,2 I ,0 1 1.6 1
------- 4-----------+----------------------

41 0 1 II 0 1 0 1 1
JQ OKD-6EN-PAPERWRK 1 .0 1 1O0.0 1 .0 I .0 I .5

1 :0 1 1.3 1 .0 I .0 1
1 0 1 15 I 2.5 1 0 I

5 1 2 1 1 4 I 0 1 4
OK R .D-CONFUS-TIME 1 50,0 I 2500 1 25,0 1 00 1 2,L

1 6.3 1 1.3 1 2.5 I .0 1
1 1o1 1 25 1 -5 1 s0 I

---- ---------------------------------

6 2 1 4 0 1 I 0 T
OR ORD-MISS CRERS 1 R96 1 57. I 1.3 1 0.0 I 3.

1 6.3 1 5s3 1 2.5 I .6 I
1 01 1 201 1 05 1 ,0 I

------- +-----------.----------------------

7 1 5 1 0 [ 0 I 3 1 1o)k '3ID-STIL TRANSC 1 *0 1 go I so 1 100,0 1 ,5

[ ,0 1 .0 1 *0 1 2.6 1

........--.......-- .....----- --........

8 1 5 1 4 1 3 1 3 1 15

OR ORD-MISC PROBLEM I 33.3 I 26.7 1 20.0 1 20o0 I 8.0
1 15.6 1 5.3 1 7.5 1 7.1 1
1 2.7 1 2.1 1 1,6 1 1.6 I
+------+-----------4-----------------------

COLUMN 32 76 40 39 187
TOTAL 17.1 40.6 21.4 20.9 100.0
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL CO*,ENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 2 OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
CaL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS --------------------------------------------
9 1 6 1 17 I 13 1 4 1 40

OR ORO I-SHEET PREFR I 15.0 1 42.5 1 32.5 1 IO.O0 21.4
1 18.8 1 22.4 1 32.5 1 10.3 I
1 3.2 I 9.1 1 7.0 1 2.1 1
-eeeee4------------+------------4------------

LO I I 1 0 1 2 1 0 1 3
DR ORD REDISN COMMNT I 33o3 1 .0 1 6b*7 1 .0 I 1.6

1 3.1 1 .0 1 5.0 1 .0 1
I o5 I 0 I 1.1 1 ,0 I
----.------------ 4------------------------

it 1 7 I 21 1 10 1 I I 49
509+ GEN SATISFACT I 14.3 I 42.9 1 20.4 1 22.4 I 26.2

1 21.9 1 27.6 1 25.0 1 28.2 1
I 3.7 1 11.2 1 5.3 1 5.9 I
+eeeee4-----------+------------+------------ _+

12 1 0 I 1 1 2 I 2 1 5
509+IMPROVES COMMUN 1 .0 I 20.0 1 40.0 1 40.0 1 2.7

1 ,0 I 1.3 1 5,0 1 5.1 1
I *0 1 05 1 1.1 I 1i I
---- 4------------+------------------------

13 1 0 1 2 1 5 1 0 1 7
509+ KEEP I oO 1 28.6 1 71.4 1 so 1 3.7

I .0 1 Z.6 1 12.5 1 .0 1
1 .0 1 1l I 2.7 1 .0 I
------------------- +------------------------

14 1 1 1 1 1 0 1 1 1 3
509- GEN PROBLEMS I 33.3 1 33.3 1 .0 1 33.3 1 1.6

1 3.1 1 1.3 1 .0 1 2.6 1
1 .5 1 .5 1 .J 1 .5 I
+-------------+e.. e------------+-.... a+

15 I 2 1 3 1 0 1 0 1 5
509-PARAPROF ENTRY 1 40.0 I 60.0 1 .0 1 ,0 I 2.7

1 6.3 1 3.9 1 .0 1 .0 1
1 1.1 1 I.6 1 .o 1 .0 1
-------------------- eee4------------

COLUMN 32 76 40 39 187
TOTAL IT1. 40.6 21.4 20.9 O00.
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Table 100

FOTCAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 3 UF 7
TYPE

COUNT IAN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS - . +------------+------------.------------ .------- +
16 1 1 I 2 1 2 1 0 1 5

509-OFCR DOCU#LEGAL I 20,C 1 40.0 1 40.0 1 .0 1 2*7
1 3.1 I 2,o I 5.0 1 .0 I
I .5 I 1.1 1 1.1 1 .0 I
------------------ +------------------------

17 1 1 1 2 I 0 1 L 1 4
504-MOS DONT LIKE 1 25.0 1 50.0 1 .0 1 25.0 1 2.1

1 3.1 1 2.6 1 .0 1 2.6 1
1 .5 1 1.1 1 .0 1 .5 I
------------------ +------------------------

19 1 0 1 0 1 0 I I I I
50Q9-CONFUS9FqAGMNT I .0 1 00 1 .0 1 100.0 1 .5

I ,0 I .0 1 .0 I 2s6 1
1 .0 I .0 1 ,0 1 o5 I
------------------ +------------------------

20 I 1 I 3 I I I 0 1 5
509-Nr0TS QUALITY I 20.0 I 80.0 I 20.0 1 .0 1 2.7

1 3.1 I 3.9 1 2.5 1 so I
I 05 1 196 I .5 1 .0 1
+-----+-------------------------------------

21 I 0 1 2 I 0 I 0 1 2
'.)3-IP OF SOURCE I .0 I 100.0 I .0 1 .0 I lot

I .0 1 2.6 I .0 1 s0 I
1 .0 1 1.1 1 .0 1 .0 I
4-----+------------+------------------------

2z 1 0 I 1 1 3 I 1 I 5
509 OA SACK To SEP N 1 .0 1 20.0 1 60.0 1 20.0 I 2.7

I 0 I 1.3 1 1.5 1 2.6 1
1 .0 1 .5 I 1.6 1 o5 1
.------------.. .... .-- +----------------.

24 1 3 1 17 1 10 1 4 I 34
3ddS-2 +GEN COMMENT 1 8.8 1 50.0 1 29.4 1 11.8 1 18.2

I 9.4 I 22.4 1 25.0 1 10o3 1
1 1.6 1 9.1 1 5.3 1 2.1 I
4----------eeeee+------------+------------4

COLUMN 32 76 40 39 187
TOTAL 17*1 40,6 21.4 20.9 100.0
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 4 OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCT I 1 1 2 [ 3 1 4 1

COMMENTS --------------------------------------------
25 1 0 1 1 1 1 1 1 1 3

3888-2-OLD BETTER I .0 1 33.3 1 33.3 I 33.3 1 1.6
I .0 1 1.3 I 2.5 1 2.6 1
1 .0 1 .5 1 .5 1 .5 1

.------------------------------ +-----------+

26 1 7 1 15 I 6 1 12 1 40
3888-2 REDESIGN CMTS 1 17.5 1 37.5 1 15.0 I 30.0 1 21.4

I 21.9 1 19.? 1 15.0 1 30.6 1
1 3.1 1 8.0 1 3.2 I 6.4 1
4- ------------ +------------+-----------

27 1 0 1 I I 0 1 0 1 1
3888-2 OVERPRINT CMT I .0 I 100.0 1 .0 1 .0 1 .5

1 .0' 1 1.3 I .0 1 .0 I
1 .0 1 .5 I .0 1 .0 1
+------------...+------------+-----------+

28 1 2 I 2 I 0 1 0 1 4
3888-2 SPECIFIC PROD I 50.0 I 50.0 1 .0 I .0 1 2.1

1 6.3 I 2.6 1 .0 1 *0 1
1 1.1 1 101 1 .0 1 .0 1
------------------ +------------------------

29 I 5 1 15 1 11 1 7 1 38

3888-3 + COMMENTS 1 13.2 1 39.5 1 28.9 1 18.4 1 20.3

1 15.6 I 19.? 1 27.5 1 17.9 I
1 2.7 1 8.0 1 5.9 1 3.7 1
*-----------------4------------------------

30 1 2 1 11 1 2 1 2 1 17

3888-3-NEVER USE 1 11.8 1 64.7 I 11.8 1 11.8 1 9.1

1 693 I 14.5 1 5.0 1 5,1 I
1 1.1 I 5.9 1 1l I l. I
------------ nnnnn--------- ---------------

31 1 3 I 18 1 it 1 7 1 39

3888-4+ COMMENTS I 7.7 1 46.2 1 28.2 I 17.9 I 20.9
1 9.4 I 23.7 1 27,5 1 17.9 I
I 1.6 1 9.6 1 5.9 1 3.7 1
4.-----------------+------------ ------------

COLUMN 32 76 40 39 187

TOTAL 17.1 40*6 21*4 20.9 1000
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 5 OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ---------------------------------------------
32 I 0 1 0 1 1 1 1 1 2

3338-4-OLD BETTER 1 ,0 1 .0 1 50.0 1 50.0 1 1.1
I s0 1 .0 I 2.5 1 Z.6 1
1 .0 1 .0 1 .5 1 95 I
------------------ +--------------------- -+

33 I 3 I 4 1 0 1 3 1 10
3388-4 REDESIGN CMTS 1 30.0 1 40.0 1 .0 1 30.0 I 5.3

1 9.4 I 5.3 1 .0 1 7.7 I
1 1.6 1 2*1 1 .0 I 1.6 1
------------------ +------------------------

34 I 1 1 0 I 0 1 0 I L

3888-4 MISC COMMENTS I 100.0 1 .0 1 .0 1 .0 1 e5

I 3,1 1 .0 1 ,0 1 .0 1
1 .5 1 .0 I .0 I .0 1
4------4------------4------------------------

35 1 2 1 20 1 it I 12 I 45

3f;86-5+ KEEP 1 4.4 1 44.4 1 24.4 1 26.7 I 24.1
I 6.3 I 26.3 1 27.5 1 30.8 1

1 1.1 I 10.7 I 5.9 1 6.4 1
4------4------------4------------------------+

36 1 5 I 4 1 4 1 8 I 21

3ji8-5+REDESIGN CMT I 23.8 1 19.0 1 19.0 1 38.1 1 11.2
1 15,6 I 5.3 1 10.0 1 20.5 I
1 2.7 I 2.1 1 2.1 1 4.3 1
4------4------------+------------------------

37 1 0 I 6 I 0 1 1 1 7

338-5+MULTIDISCIP I .0 1 85.7 1 .0 1 14.3 1 3.7
1 .0 I 7.9 1 90 1 2.6 1

1 .0 I 3.2 1 ,0 1 .5 I
+-------4------------------------4-------4

38 I 1 1 6 1 2 1 0 1 9

3888-5-DEDUNDANT I I1.l 1 b67 1 22.Z 1 .0 1 4.8

1 3.1 1 7e9 1 5.0 I .0 1

I e5 1 3.2 I le i .0 1
-------------------------------------- 4.eeeee~4

COLUMN 32 76 40 39 187
TOTAL 17.1 40e6 21.4 20.9 100.0
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 6 OF 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I I [ 2 1 3 1 4 I

COMMENTS ------------------+ -------------------------- +
39 1 0 1 1 I 0 1 1 I 2

3888-5 MIS COMMENTS 1 .0 1 50.0 1 ,0 1 50.0 1 Il
1 .0 1 1.3 1 .0 1 2.6 1
1 .0 1 .5 I .0 1 .5 1
*---+-----------+------------.----------- -+

40 I 3 I 14 1 8 1 2 1 27
TDS+KEEPNO CHANGES I l.l. I 51.9 1 29.6 I 7.4 I 14.4

1 9.4 1 18*4 1 20.0 I 5.1 I
1 1.6 1 7.5 1 4.3 I lI I
------------------ +------------------------

41 1 8 I 15 I 6 1 13 1 42
TDS REDESIGN COMMNTS 1 19.0 1 35.7 T 14.3 1 31.0 I 22.5

1 25.0 1 19.7 I 15.0 1 33.3 I
1 493 1 8.0 [ 3.2 1 7.0 1
---- 4------------+------------------------

42 1 1 I 2 I 4 1 1 1 8
TOS CODING ISSUES 1 12.5 1 25.0 1 50.0 1 12.5 1 4.3

1 3.1 1 2.6 1 10,0 I 2.6 I
1 05 I lei 1 2.1 1 .5 1
--------------------------------------------

43 I 3 1 7 I 3 1 1 1 14
TDS-OLD BETTER 1 21.4 1 50.0 1 21o4 I 7.1 1 7.5

1 9.4 1 9.2 1 7.5 1 2.6 I
I 1.6 I 3.7 I 1.6 I 95 1
4------4------------.------------------------

441 8 1 2 1 1 I 3 1 14
TDS OVERPRINT COMMEN I 57.1 1 14.3 1 7. 1 21.4 I 7.5

I 25.0 1 2.6 1 2.5 I 7.7 I
I 4*3 1 1.1 I .5 I 1.6 1
4------------------4------------------------

45 1 5 I 14 1 3 1 8 1 30
GEN+SYS CHG CMTS 1 16.7 1 46o7 1 10.0 1 26o7 1 16.0

1 15.6 1 18.4 1 7.5 I 20.5 I
1 2.7 I 7.5 1 1.6 I 4*3 I
*-----+----------4------------ 4-------- +

COLUMN 32 76 40 39 187
TOTAL 1701 40.6 21.4 20.9 100.0
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Table 100

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAG 7 di- 7
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCTI 1 1 2 1 3 1 4 1

C0M~hS--------------------+------------+--------------------------
1b I 1 I 3 1 2 I 0 1 6

GzN-CMITSOLD BETTR I 1.7 1 50.0 I 33.3 1 .0 I 3.2
1 3.1 1 3.9 1 5*0 1 .0 I
1 .5 1 1.6 1 1.1 1 *0 1
4------------------+------------------------

47 1 1 1 5 I 1 I 0 1 7
IVFPRIJT COMMENTS I 14.3 I 71.4 1 14.3 1 .0 1 3.7

1 3.1 I 6.6 1 2.5 1 .0 I
1 .5 1 2.7 1 .5 I .0 I
+ ------------------------- 4------------4

48 I I I 1 1 9 1 0 1 2
R '9)ESIGN CUMMINTS I 50.0 I 50.0 1 .0 1 .0 1 1.1

I 3.1 1 1.3 I .0 1 .0 1
1 .5 1 .5 1 .0 1 .0 1
------.------------ +------------4------------

49 1 1 1 7 1 0 I 2 1 10
SilPCIFIC AREA PROBS 1 19.0 1 70.0 I .0 1 20.0 1 5.3

I 3.1 1 9.2 1 .0 1 5.1 1
1 .5 I 3e7 1 .0 1 1.1 1
---------- 4---------------------- --- +

50 1 3 1 13 1 4 1 14 1 34
T.) WAN41T YFLLJW HL 1 8.8 1 38.2 1 11.8 I 41.2 1 18.2

I 9.4 1 17.1 1 10.0 1 35.9 1
I Iob 1 7.0 I 2.1 1 75 1
------------------ +------------------------

COLUMN 32 76 40 39 187
TOTAL 17.1 40,o 21.4 20.9 100.0

PEfRCF,4T; AND TOTALS BASED ON RESPONDENTS

187 VALID CASES; 128 MISSING CASES
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Table 101

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-2 TEST NURSING

HISTORY AND ASSESSMENT

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 I 4 1

COMMENTS ---------- +----------------------------------+
24 I 3 1 T7 1 1.) 1 4 1 34

3838-2 +GEN COMMENT I 8.8 1 50.0 1 29.4 1 11.8 I 41o5
1 25.0 1 41.2 1 58.8 1 23.5 1
1 397 1 20.7 1 12.2 1 4.9 1
------------------ +------------------------

25 1 0 I 1 I 1 1 1 1 3
3888-2-OLD BETTER 1 .0 1 33.3 1 33.3 1 33.3 I 3.T

1 .0 1 2.8 1 5.9 1 5.9 1
1 .0 I 1.2 1 1.2 1 1.2 1
+-----4------------+------------4-------------

26 1 7 I 15 1 b I 12 1 40
3888-2 REDESIGN CMTS I 17.5 1 37.5 1 15.0 1 30.0 1 48.8

1 58.3 1 41.7 1 35.3 1 70.6 I

1 8o5 1 13.3 1 7.3 1 14.6 1
------------------ +------------------------

27 1 0 1 1 1 0 1 0 1 1
3888-2 OVERPRINT CMT 1 .0 I 100.0 1 .0 1 o0 1 1.2

I .0 1 208 1 .0 I .0 1
I so 1 1.2 1 .0 I .0 1
------------------ +------------------------

28 I 2 1 2 1 0 1 0 1 4
3888-2 SPECIFIC PROB I 50.0 I 5090 1 ,0 1 .0 1 4.9

1 16.7 1 5.6 I . 1 .0 1
1 2.4 1 2.4 1 .0 1 .0 I
4------------------4------------------------

CLLUMN 12 36 17 17 82
TOTAL 14.6 43.9 20.7 20.7 10090

PERCFNTS AND TOTALS BASED ON RESPONDENTS

82 VALID CASES; 233 MISSING CASES

,-107



71
Table 102

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-3 TEST
NURSING HISTORY AND ASSESSMENT CONTINUATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-ROW PCT I CLERK SIONAL ROW
COL PC T I I -TOTAL

9I 
I 7 3833,11d-3 + COMMENTS 1 13.2 1 39.5 1 28.9 1 18.4 I 70.,1 71.4 [ 60.0 1 84.6 1 T7.6 I

1 9.3 1 2T.8 1 20,4 1 13,0 1
----------------------------- 4--------------------------30 1 2 1 11 1 z 1 2 1 17

3638-3-NEVER USE I 11.8 1 64.7 1 11.8 1 11.8 I 31.5I 28.6 1 44.0 1 15.4 1 22.2 11 3.7 1 20.4 1 3&7 1 3.7 I
------------------------------

4------------COLUMN 7 25 13 9 54TOTAL 13.0 46.3 24o1 16o7 100.0
PERC:.TS AfID TOTALS 3ASED ON RESP3NOENTS

54 VALID CASES; 261 MISSING CASES
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Table 103

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-4 TEST

NURSING CARE PLAN

BY TYPE OFPROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ------------------------------------------ -+
31 1 3 1 18 1 it 1 7 1 39

3888-4+ COMMENTS 1 1.7 1 46.2 1 28.2 I 17.9 1 75.0
1 42.9 1 81.8 I 91.7 1 63o6 I
1 5.8 1 34s6 1 21.2 1 13.5 I
------------------ +------------------------

32 I 0 I 0 I 1 I 1 I 2
3888-4-OLD BETTER 1 .0 1 .0 1 50.0 I 50.0 1 3.8

1 .0 I .0 1 8.3 1 9.1 1
I 00 1 00 I 1.9 1 1.9 1
------------------ +------------------------

33 I 3 1 4 I 0 I 3 1 10
3888-4 REDESIGN CMTS 1 30,0 1 40.0 I .0 1 30.0 I 19.2

1 4'29 1 18.2 1 o0 1 27.3 1
1 5.8 1 7.7 1 .0 1 5.8 I
------------------ +------------------------

34 I 1 1 0 I 0 I 0 1 1
3888-4 MISC COMMENTS I 100.O 1 .0 1 *C I .0 1 1.9

1 14.3 1 .0 1 .0 1 .0 1
I t°9 1 .0 1 on I s0 I
---------------- +------------+---------- +

COLUMN 7 22 12 11 52
TOTAL 13.5 42.3 23.1 21s2 100.0

PERCFNTS AND TOTALS BASD ON RESPONDENTS

52 VALID CASES; 263 MISSING CASES
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Table 104

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-5 TEST

NURSING DISCHARGE SUMMARY

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCT I 1 I 2 1 3 1 4 1

C NTS---------4 ------------------------------------
35 I 2 1 20 I 11 1 12 1 45

368-5+ KEEP I 4.4 1 44.4 I 24.4 I 26.7 1 56.3
1 25.0 1 55.6 1 64.? 1 63.2 I
I Z,5 1 25.0 1 13.8 1 15.0 1
------------------ 4------------------------

36 1 5 1 4 1 4 1 8 I 21
30'3-5+REDESIGN CMT 1 23.8 1 19.0 1 19.0 I 38.1 1 26.3

I 62.5 1 11-1 1 23.5 I 42.1 I
1 6.3 I 5.0 1 5.0 1 10.0 1
------------------ +------------------------

3? 1 0 I 6 1 0 1 1 1 7
3688-54MULTIDISCIP I .0 1 85.7 1 .0 I 14.3 1 8.8

1 .0 1 16.7 1 ,0 1 5.3 1
1 ,0 1 7.5 1 .0 1 1.3 1
------------------ 4------------------------

38 I 1 1 6 1 2 1 0 1 9
3.dd-5-OEDUNDANT I 11.1 I 6.7 I 22.2 1 .0 I 11.3

I 12.5 1 16.? I 11d I .0 1
1 1.3 I 7.5 1 2.5 1 .0 1
------------------ 4------------------------

39 1 0 1 1 1 0 1 1 1 2

3d8(4-5 MIS COMMENTS 1 .0 1 50.0 1 .0 1 50.0 1 2.5
1 .0 1 208 1 .0 I 5.3 1
1 .0 1 1.3 1 .0 1 1.3 I
+-----4-----------4-------------+-----------4

COLUMN 8 36 17 19 80
TOTAL 10.0 45.0 2193 23.8 10000

PERCfNTS AND TOTALS BASED ON RESPONDENTS

80 VALID CASES; 235 MISSING CASES
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Table 105

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER

PAGE I OF 2
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I I 1 2 1 3 I 4 1

COMMENTS ------------.-------------------------------------
t I 3 1 17 1 9 I 7 1 36

DR ORDER +GEN SAT 1 8.3 I 47.2 I 25.0 I 19.4 1 37.5
I 18o8 1 42.5 1 36.0 I 46.7 I
I 3.1 1 17.7 1 9.4 1 7.3 1
4 ------------------------------------

2 I 1 1 6 1 0 I 3 I 10
DR uIRD +SINGLE ACT 1 10.0 I 60.0 1 .0 I 30.0 I 1O.4

1 6.3 1 15.0 I *0 1 20.0 1
I 1.0 1 6.3 1 .0 1 3.1 1
------------------.------------------------

4 1 01 11 0 1 01 1
OR I)RD-GFN-PAPERWRK 1 .0 I 100.0 1 .0 1 .0 1 1.O

I ,0 I 2.5 I .0 1 .0 1
1 .0 1 1.0 1 .0 I ,0 I
4------------------+------------------------

5 ! 21 1 1 11 01 4
OR ORO-CONFUS-TIME 1 50.0 I 25,0 1 2590 1 .0 1 4.2

1 12.5 1 2.5 I 4.0 1 .0 1
I 2.1 I too 1 100 I .0 I
.------.-------------------------------------.

6 1 2 1 4 1 L I 0 1 7
OR OKD-MISS OGERS I 28.6 1 57.1 1 14.3 I .0 1 7.3

I 12.5 I iO.O I 4.0 1 .0 I
I 2.1 I 4s2 1 1.0 I .0 I
.----- 4------------+------------+---------- +

7 1 0 1 01 0 1 11 1
OR ORD-STIL TRANSC I .0 1 .0 1 .0 1 100.0 I 1.o

1 *0 1 .C I .0 1 6.7 1
1 .0 I .0 1 ,0 I IO I
4------4------------ .4------------------------

8 1 5 1 4 I 3 I 3 1 15
OR ORD-MISC PROBLEM 1 33.3 1 26.1 I 20.0 1 20.0 1 15.6

I 31.3 I 10.0 I 12.0 I 20.0 1
I 5,2 1 4.2 1 3*1 I 3.1 1
4---4------------4------------+------------4

COLUMN 16 40 25 15 96
TOTAL 16.7 41.1 26.0 15.6 100.0
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Table 105

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER (CONTINUED)

PAG- 2 OF 2
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I I 1 2 1 3 1 4 1

C OH E t S +---------------------------------------------
9 1 6 1 17 1 13 1 4 1 40

) tIrO i-SHEET PRFFR I 15.0 1 42.' o I 1 I 10.O I 41o
1 37.5 1 42.5 1 52.0 1 26.7 I
1 6.3 1 17.7 1 13.) 1 4.2 1
------------------- +----------------- ---------

LO I L 1 0 I 1 1 0 1 3
i' UaO .EDISN CUMMNT 1 33.3 1 .0 I 66.7 1 .0 1 3.L

I 003 1 00 1 80 .0 I
I to 1 .0 1 ?.1 1 .0 1
.-------- +--.--------------------------

COLUMN 16 40 25 15 96
TOTAL 16.7 41.r 26.c 15s6 100.0

PERCL':TS ANiO TOTALS BASED JN RESPONOENTS

96 VALID CASE:S; 219 MISSING CASES
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Table 106

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

DA FORM 4677-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN NONMEDICATION

AND DA FORM 4678-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN MEDICATION

BY TYPE OF PROVIDER

COUNT IRN PARA IARD PROFES-
ROW PCT I CLFRK SIONAL ROW

COL PCT I TOTAL
TAB PCT I L I 2 1 3 1 4 1

COMMENTS -------------------- ------------------------

40 1 3 1 14 1 6 1 2 1 27
TOS+KEEPNO CHANGES I 11L 1 51.9 1 29.6 I 7.4 1 27.8

1 16.7 1 36.3 1 36.4 I 10.5 1

1 3.1 1 14.4 1 8.2 1 2.1 1
------.------------ 4-----------------------

41 1 8 1 15 1 b 1 13 I 42

TDS REDESIGN COMMNTS 1 19.0 1 35.1 1 14.3 1 3LO 1 43.3

1 44.4 1 39.5 1 21.3 I 68.4 I

I 6.2 I 15.5 I 6.2 1 13.4 1
------ 4------------+-----------------------

42 1 I 1 2 1 4 1 1 [ 8
TOS CODING ISSUES 1 12.5 1 2500 1 so. 1 11.5 1 .2

1 5.6 1 5.3 1 Id.2 1 5.3 1
1 1.0 1 Z,. I 4.1 I 180 1
+-------.-----------4----------------------.

43 1 3 1 7 1 3 I 1 1 14

TOS-OLD BETTER 1 21.4 1 50.0 1 21.4 I I. 1 14.4
1 16.7 1 18.4 1 1 b 1 5.3 1
1 3.1 1 7? 1 3.1 1 1.0 1
4------.------------4------------------------

44 1 8 I1 2 1 1 1 3 1 14

TOS OVERPRINT COMMEN I 5f.l 1 14.3 1 7.1 1 21.4 1 14.4

I 44.4 I 5o3 I 4.5 1 15.8 I

I .2 1 2*1 1 1.0 1 3.1 1
---- --------------------------------

COLUMN 18 38 22 19 97

TOTAL I .6 39.2 22.7 196 1000

PERCENTS AND TOTALS BASED ON RESPONDENTS

97 VALID CASFS; 218 MISSING CASFS
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Table 107

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER

PAG£ I OF 2
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMIENTS +-- ----------------- +-----------------------+

11 1 7 1 21 1 10 I 11 1 49
i+ ;rN SATISFACT 1 14.3 1 42.9 1 20.4 1 22.4 1 62o8

1 70.0 1 65,b I 47.b 1 73.3 1
1 9.0 I 26.9 1 1?.8 1 14,1 1
------------------ +------------------------

12 1 0 1 1 1 2 1 2 1 5
50t)+IMPROVES COMMUN 1 .0 1 20o0 1 40O I 40.0 1 6.4

1 .0 I 3.1 1 9.5 1 13.3 I
I .0 1 1.3 I 2.6 1 2.6 1
------------------ 4------------------------

13 1 0 1 2 I 5 1 0 1 7
5')9+ KEEP 1 .0 1 23.o 1 71.4 I ,0 1 90

1 ,c 1 6.3 1 23.8 I .0 1

I 0 1 2.6 I 6.4 1 .0 1
------------------ +------------------------

14 1 1 1 1 1 0 1 1 1 3
503- GCN PROBLEMS 1 33.3 1 33.3 I .0 1 33.3 I 3.8

1 10.0 I 3.1 1 .0 1 6.7 1
1 1.3 1 1.3 1 .0 1 1.3 1
+-----*-----------+--------------------------

15 1 2 1 3 1 0 1 0 1 5
0)9-PARAPROF ENTRY I 40.0 1 60.0 1 .0 1 .0 1 6o4

1 20.0 1 9.4 1 .o 1 .0 1
1 2.6 I 3.8 I .0 1 .0 1
------------------ +------------------------

16 1 1 1 2 1 2 I 0 1 5
509-DECR DOCUtLEGAL I 20.0 I 40.0 1 40.0 I .0 I 6*4

1 1060 1 6.3 1 905 1 .0 I
1 1.3 1 2.6 I 2.6 1 .0 1
------------------ 9------------------------

17 I 1 1 2 1 0 I 1 1 4
509-MnS DONT LIKE 1 25.0 1 50&0 1 .0 1 25.0 1 5.1

1 10.0 1 6.3 1 .0 1 6*7 1
1 1.3 1 2.6 1 .0 1 13 1
------------------ 4------------------------

COLUMN 10 32 2L 15 78
TOTAL 12.8 41.0 26,9 19.2 10O0
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Table 107

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER (CONTINUED)

PAGE 2 OF 2
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I IOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ------- +------------+--------------------
19 1 0 1 0 1 0 1 1 1

509-CONFUSFRAGMNT I .0 1 .0 I . I iCO.O I 1.3
1 .0 1 .0 I .0 1 6.7 1
1 .0 1 .0 1 .0 1 1.3 1
4------------------4------------------------

20 I 1 1 3 1 1 1 0 I 5
509-NOTES QUALITY 1 20.0 1 60.0 I 20.J I .0 1 6.4

I 10.0 1 9.4 1 4.8 1 .0 1
1 1.3 I 3.8 I 1.3 I .0 1
------------------ ------------------------

21 1 0 I 2 I I 0 1 2
509-ID OF SOURCE 1 .0 1 100.0 1 . 1 .0 I 2.6

1 .0 I 6.3 1 .0 1 .0 1

1 .0 1 2.6 1 .0 1 ,0 1
.4-----+-------------------------------------.

22 I 0 I 1 1 3 1 1 1 5
509 GO BACK TO SEP N 1 .0 1 zo.O 1 60.0 1 20.0 1 6.4

1 .0 1 3.1 1 14.3 1 b.7 I
1 .0 1 1.3 I 3*8 I 1.3 1
---- -+------------+------------4-------------

COLUMN 10 32 21 15 'tB
TOTAL 12.8 41.0 26.9 19.2 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

78 VALID CASES; 237 MISSING CASES
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Table 108

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

CURRENT DUTY ASSIGNMENT

BY TYPE OF PROVIDER

TYPE
COLNT I

IRNS PARA ROWI TOTAL
1 11 21

HI----- ..--- ------------------
1 1 39 1 1 39

CLI K SIAFF NURSE I 1 1 38.5
4 -------- 4----------- 4

2 1 8 1 1
CLIN IEA9 NURSE ! 1 79

4--------------------+
4 1 4 1 1 4SPEC PF CTICES I 1 1 400

+------4----------
6 1 1 i 1

CH-AF17 CH NURSE I I 1 1.0

8 1 1 13 1 10
91A-AILE I 1 1 9.9

10 1 1 35 1 35
91C PFACT NRS 1 1 1 34.7

11 1 I 4 1|
9sF-.IYCH TECH I 1 1 4.0

COLUMN 52 49 101
10TAL 51.5 48.5 1D300

NUMEER (IF ISSING OBSERVATIONS - 32
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Table 109

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

"ARE YOU A WAROMASTER?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL
I 21

H? .... .+ .-----+
1 1 11 1 11

YES 1 - 22,4

2 I 38 1 38
NO I I 77.6

4---------.+4

COLUMN 49 49
TOTAL 100.0 100.0

NU4BER fI MISSINC OBSERVATIONS = 84
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Table 110

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

PRIMARY INPATIENT NURSING UNIT

BY TYPE OF PROVIDER

TYPE
(OUNT I

]RNS PARA W44) ROW
I CLERK TOTAL
1 11 21 31

H3 ------ ----. 4a-- ... s.. ........ s--
S1I 11 1 13 1 1 1 22

SURC *lT I 1 1 1 20.8
------------------------... .......... 4

2 1 5 1 5 1 1 1
PSYC' UNIT I I 1 1 9'4

+------------. . . - -4.........
3 1 7 1 9 1 1 1 17

MEO aTl I I I I 16.0

41 1 1 1 1 I 2
CCMPIIWED MED SUR I I 1 1 1.9

4 ---- ---- --- -I . . . .4w ........ .

5 1 51 61 l 12
PEDS t'Ih 1 1 1 1 11.3

•4..... 4"........e ..... e• eeee

6 1 3 1 1 11 3
ALLci. S 1 1 1 1 7.5

4..............------------....ee. .

7 1 18 1 13 1 2 1 33
LED OUN 035T PAR I I I I 31.1

4 .. ..... aseeeeee.... ......... 4

9 1 1 1 1 1 1 2
OTHER I I 1 1 1.9

4 s.....4...... ... se ...... 4

COLUMN 50 49 7 106
TOTAL 47.2 46.2 6 1000

NUMPEP CF MISSING OBSERVATIONS 27
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Table Ill

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED AS A REGISTERED NURSE

BY TYPE OF PROVIDER

TYPE TYPE
COUNT I COUNT I

IRNS ROW IRNS ROW
I TOTAL I TOTAL
1 11 1 11H4 ... ...---.. ...---... ..---... ..

1 1 7 1 7 11 4 1 4
1 1 15.b 1 I 8.94 -.- -. . .

2 1 11 1 11 12 1 5 1 5
I 1 24.4 1 1 1101

3 1 11 1 13 1 2 1 2
I 1 2.2 1 1 4&.

4 1 1 1 1 16 1 1 1 1
1 I 2.2 1 1 2.2

5 1 1 I 1 17 1 1 1 1
1 1 2.2 1 1 2.2
4 --------- f-----

6 1 1 1 181 1 1
1 1 2.? 1 1 2.24 -. . . . .s e s 4 4 .- - - - - - - - - -- 4

7 1 2 1 2 19 1 II 1
1 1 4.4 1 1 ?.24eeeeeeeeeee4 4 .........

8 1 2 1 2 20 1 I 1
1 1 4.*4 1 2.2

10 1 3 1 3 COLUMN 45 45
1 1 be? 7CTAL 100.0 100.3

NUMBER UF MISSING OBSERVATIONS 88
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Table 112

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

CORPS AFFILIATION

BY TYPE OF PROVIDER

TYPE
C OUN4T I

IPROFES- ROW
ISIONAL TOTAL

3 1 17 1 17mc-CIv, 1 89.5

51 2 1 2

COLUMN 19 19
TCTAL 100.0 100.0

N04SFR (F 415SING OBSERVATIONS 114.
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Table 113

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
i 11 21 31 41

H6 --. . . . . 4. . . . . c ........eee ..-----------. .
1 1 9 1 3 1 1 1 1 13

I 1 1 1 1 11.4
....... eeeeeeeeeee.e ee eeeeee-----------.... e4.

2 1 13 1 11 1 2 1 1 1 27
I I 1 1 1 23.7

4caeeeeeeeeecc- -- C-------4eeeeeeeeeee-

3 11 1 1 l 1 1 3
1 I 1 1 1 2.6
4 C .. .. .C .. .. ..4 .......C- aC" ...e.eeeeeeee 4-

4 1 4 I 1 1 2 1 3 1 10
1 1 1 1 1 8.8
4 C. .. .C 4 a....... .4 .... 4-.-------------...

5 1 1 1 2 1 1 1 1 4
I 1 1 1 3.5

Ss.... --. ....... 4. .--- -----------------.

6 1 3 1 31 1 3 1 9
I 1 1 1 1 7.9
4 ease .. a .. ... s 4. 5 C..... . ........ •

7 1 !1 21 1 4 1 7
1 1 1 I 6.1
4 c ........ 4-.... ... ac . e ....... • .. .... c

8 1 1 1 1 3 1 7
1 I I 7,0

*s ........ CCC .... .. C C 4CC..a.... C .. . . i

9 1 1 1 21 1 21 5
! 1 1 1 1 4.4

10 1 2 1 3 1 1 1 1 1 7
I I I I 1 6.1

4c ........ Cc 4- . . . . a ... ... a 4 ... ... 5 4
11 1 1 1 1 1 1 I 2

I 1 1 1 1 .8

........ 4- ....... a ....a s ... 4. ... . .

12 1 4 1 i 1 4
I 1 1 1 3.5
4c -.. . s4a ... ... a 4. .a..s...c 4. ..... ..1

13 1 1 1 1 1 1 ! 2
1 1 I 1 I 1.8
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Table 113

FORT MPBELL

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER (CONTINUED)

TYPE
COUNT I

IRNS P44A WARD PROFES- ROW
I CLERK SIONAL TOTAL
I 11 21 31 41

H ... 4... ---. --- ------.- - -..... .---- *
14 1 1 1 1 1 1 1 2

1 1 1 1 1 1.8
4--------------------- ac a-c a-aa eeeeee

15 1 1 1 3 I 1 1 4
1 1 1 1 1 3.5
4 . .. -------------- -a .

16 1 1 1 1 1 1 1 2
I I I I I 1.8

S..... -4 -- ---- • . 4n n na -
17 1 I l I I 

I 1 1 .9
------------- - -------- ft-aa+eeeeac

18 1 1 1 1 1 1 1 2
1 1 1 1 1 1.84c ae 4. . a a.e ------- eeeeeee ... ......... 

19 1 I 1 I 1 I 1
I I i I 1 .9

20 1 1 1 1 I 1 1
1 . . . . •9
LUMaN 4 acc 4 4-----

COLUMN 47 41 620 114
TOTAL 41.2 36.D 5.3 17.5 100.0

NUMPEP bF MISSING OBSERVATIONS 19
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Table 114

FORT CAMPBELL

CLINICAL NURSING RECORDS STUDY

FINAL GENERAL COMMENTS

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCTI 1 1 2 1 3 1 4 1

COMMENTS --------------------------------------------
45 I 5 1 14 1 3 1 8 1 30

GEN+SYS CHG CMTS T 16.7 1 46.7 1 10.0 1 26.7 1 40.5
I 50.0 I 41.2 1 33.3 1 38.1 I
1 6.8 1 18.9 I 4.1 1 10.8 1
------ 4------------4------------------------

46 I 1 I 3 1 2 I 0 1 6
GEN -CMTSOLD BETTR 1 16.? 1 50.0 1 33.3 I .0 1 8.1

1 10.0 1 8.6 1 22.2 1 .0 1
1 1.4 1 4.1 f 2.7 1 .0 1
4-----------------+------------4--------- --- +

47 1 1 I 5 1 1 1 0 1 7
UVEPRINT COMMENTS I 14e3 1 71.4 1 14.3 1 .o 1 9.5

I 10.0 1 14.7 1 11.1 1 .0 1
I 1.4 1 6.8 L 1.4 1 .0 1
4-----+------------ .4------------4------------

48 1 1 I 1 1 0 1 0 I 2
REDESIGN COMMENTS 1 50.O 1 50.0 I .0 1 .0 1 2.7

1 10*0 1 2.9 I .0 1 .0 1
1 1.4 1 1.4 1 60 I .0 I
------------------ +------------4------------

49 I 1 1 1 1 0 1 2 I 10
SPECIFIC AREA PROBS I 10.0 1 70.0 I .0 I 20.0 1 13.5

1 10.0 I 20.6 1 .0 1 9.5 1
1 1.4 I 9.5 I .0 1 2.7 1
4.-------------------------------- --- +

50 1 3 1 t3 1 4 1 14 1 34
TDS WANT YELLOW HL I 8.8 1 38.2 [ 11.8 I 4t2 1 45,9

1 30.0 1 38.2 1 44.4 1 66o1 1
1 4oL 1 17.6 I 5.4 1 18.9 1
+--------------------------------------

COLUMN to 34 9 21 74
TOTAL 13.5 45.9 IZ,2 28.4 1O.O

PERCENTS AND TOTALS ASED ON RESPONDENTS

74 VALID CASES; 24L MISSING CASES
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FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

TYPE OF RESPONDENT

VAL ID CUp
VALUE~ LA5EL VALUE FREQUENCY PERCENT PERCENT PERCENT

RNS 1 139 34.9 34.9 34.9
PARA 2 so 22.1 22.1 57.0
WARD CLERK 3 16 4.0 4.0 61.1
PROFES- S1NAL 4 155 38.9 38.9 100.0

TOIAL 398 100.0 100.0

VALIP CASES 398 MISSING CASES 0

Table 2

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SAVE

ME NURSING DOCUMENTATION TIME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ;ow
I TOTAL
1 11 21

Al . .-------- 4-.... -

1 1 62 I 39 1 101
STRONCLY AGREE 1 1 1 45.1

2 1 57 1 35 1 92
AGREi I 1 1 42.0

3 1 7 1 13 1 20
DISA;EE 1 1 1 9.1

4 1 6 1 1 6
STRONCLY DISAGRE 1 1 1 2.7

COLUMN 132 B1 219
TOTAL 60.3 39.7 100.0

NUMSER (F 4ISSING OBSERVATIONS 179
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Table 3

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HELP AVOID WRITING SAME INFORMATION SEVERAL

PLACES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I II 21 31AZan a .. .. . a a ... .. aa -n .... . . ... .4

1 1 62 1 38 1 3 1 103
STRONCLY AGREE I I 1 1 '4.2

2 1 55 1 38 1 7 1 100
AGREi I I 1 1 42.9

3 1 5 1 10 1 4 I 19
DISAGREE I 1 1 1 8.2

4 1 9 1 1 1 1 1 11
STRDNELY DISAGRE 1 I 1 1 4.7

S. . ....... ......5.n ama ........

COLUMN 131 87 i5 233
TOTAL 56.2 37.3 6o4 100.0

NUMBER IF MISSING OBSERVATIONS 165
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FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

IMPROVE COMMUNICATIONS ABOUT THE PATIENT AMONG

NURSING PERSONNEL"

BY TYPE OF PROVIDER

IYPE
COU'4T I

IRNS PARA q3W
I VJTAL1 1I 21

A3 -------- 4 ... . .a ...a.-
1 1 34 1 21 1 55STRILY ACREE I I I 25.0

2 1 68 1 48 1 ilbAGREE I 1 1 52.?

3 1 24 1 16 1 40DISA; ,EE 1 1 1 18.2

41 7 2 1 9STROsC.LY DISAGRE 1 1 1 4.1

COLUMN 133 8? 22D
TCTAL 60.5 39.5 1),D

NUMBER CF iISSING OBSERVATIONS 178
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Table 5

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSINGRECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS IMPROVE

COMMUNICATIONS ABOUT THE PATIENT BETWEEN NURSING AND

OTHER HEALTH CARE PROFESSIONALS"

BY TYPE OF PROVIDER

TY PE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

A 4 .... ...- -. . ... . . . •

1 1 40 I 25 1 65
STROOE(LY AGREE I 1 1 29.4

2 1 60 1 44 1 104
AGREi I 1 1 471

3 1 27 1 is 1 43
DISA;FEE I 1 1 19.5

4 1 6 1 3 1 9
5TR0e4CLY DISAGRE I 1 I 4.1

COLUMN 133 B2 221
TDTAL 60.2 39.8 1D.O0

NUMBER CF 4ISSING OBSERVATIONS = 177
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FITZSIMONS ARMY MEDICAL C-NTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ENCOURAGE ME TO USE THE NURSING PROCESS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
] TOTALI rOI A

A5. . . . . . . .4

1 1 21 1 21
STRUNCLY AGREE 1 I 159D

4eeeeeeeeeeee-

2 1 66 1 5
A-REi 1 i 50,v.

4.. ... ... 4.

3 1 37 1 37
DISAGiEE 1 1 28.2

41 7 1 7
STRDNGLY DISAGRE 1 1 5.3

COLUMN 131 131
TCTAL 100.0 1DO.o

NUMBER (F MISSING OBSERVATI]NS 267
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Table 7

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE EASIER TO USE"

BY TYPE OF PROVIDER

TYPE
COUNT I

]RNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

A6 ------ -- 4 . .. .. ..... . a .

1 1 47 1 31 1 3 1 81
STRONCLY AGREE I I 1 1 34.8

2 1 66 1 45 1 8 1 119
AGREE I I I I 51.1

3 1 16 1 3 i 1 1 25
DISAREE I I I 1 10.7

4 1 4 1 11 31 8
STRODCLY DIhAGRE I I 1 1 3.4

4.aa ... .s. 4- f....a . - .. ---

COLUMN 133 85 15 233
TOTAL 57.1 36-.5 64 100.

NUMBER UF 41SSING OBSERVATIONS 1 165

K-7 .'



Table

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TE-T FORMS SHOULD

HAVE BEEN A MORE DRASTIC ChANGE"

BY lYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL

1 11 21 31
A!-------------------------------4 --------

1 1 11 1 5 1 2 1 18
STRUN(LY ACREE I I 1 1 7.9

4 -------- e- .... .4 ------ n a 4
2 1 31 1 22 1 3 1 56

ACREE I I 1 1 24.7
S----e--- 4------ - - - -

3 1 73 1 51 1 9 1 133

DISAiFFE I I 1 1 58.6

4 1 13 1 6 1 1 1 20
STRONCLY DISAGRE I 1 1 1 8.B

COLUMN 128 84 15 227
TOTAL 56.4 37,0 S.6 100.0

NUMBER IF MISSING OBSERVATIONS 171

: -8
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Table 9

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE A DEFINITE IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
! 1l 21 31

i 1 47 1 21 1 3 1 77
STROOCLY AGREE 1 I 1 1 32.9

2 1 67 1 49 1 7 1 123
AGREE I l 1 1 52.6

+ 00........ en... .- . ....... 0b0

3 1 15 1 3 I 5 1 28
DISA;REE i 1 12.0

40..... ...0 e4 ........4S 00... 00..

4 1 4 1 2 1 6

SJRUNCLY DISAGRE I I 1 1 2.6

COLUMN 133 86 15 234
TOTAL 56.8 36.3 6.4 100.0

NUMBER (F tISSING OBSERVATIONS x 1b4
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-ble .0

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

PROVIDE ME A BETTER PICTURE OF WHAT IS HAPPENING

TO THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 13W
I T3TAL
1 11 21

A9 ..... .. e4 - - - - -. .. -.... .. ..

1 1 30 1 19 1 49
STRONLY ACREE I 1 1 22.5

4----------------- +

2 1 71 1 50 1 121
ACREE 1 ] I 55.5

3 1 27 1 16 1 43
DISAiFEE I 1 1 19.7

41 4 1 1 1 5
!TROMCLY DISAGRE I 1 1 2.3

4eeeeeeeeeee---------

COLUMN 132 8b 218
TCTAL 60.6 39,4 135.0

NUMBER CF MISSING OBSERVATIONS = 180
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Table 11

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

REDUCE THE AMOUNT OF PAPERWORK I HAVE TO DO"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

1 1 57 1 35 1 5 1 97
STRDNOLY AGREE I I 1 1 41.8

2 1 4' 1 37 1 5 1 82
ACREE 1 I 1 1 35.3

3 1 20 1 16 i ' 1 40
DISAP;IE I I 1 1 17.2

4 1 8 1 3 1 2 1 13
STRONGLY DISAGRE I I I 1 5.6

COLUMN 132 84 16 232
TOTAL 56.9 36.2 5.9 130.0

NUMBEP UF MISSING OBSERVATIONS 16b

K-11
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3Iable 12

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FOPMS
HAVE IMPROVED THE QUALITY OF DOCUMENTATION ON

MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA 43W
I TTAL

All ----- 4--------- .... .......
1 1 24 1 21 1 45STRUNLLY ACREE I 1 1 21.14 ........-----...... 4
2 1 63 1 43 1 103AqCREE 1 I I 454

3 1 36 1 23 1 56DISCFCLE 
? -26.3

4 1 6 1 3 1 9STROWMLY DISAGRE I 1 1 4.2

COLUMN 129 84 213TOTAL 60.6 39.4 1330

NUMBEP tF 4ISSING OBSERVATIONS - 185

K
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Table 13

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE NUMBER OF NURSING HISTORY QUESTIONS IS ADEQUATE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3N
I 13TAL
I if 21

1 I 27 1 13 1 40
STRON(LY AREE 1 1 1 19.1

2 1 74 1 5b I 13DAGREE I I I 65.00

3 1 20 1 12 1 32DISAGREE 1 1 1 15.5

4505 ac... s 4 Co...os 41-4 1 1 1 1STR(v.Ectv DISAGRE I I I .

COLUMN 122 81, 203
TCTAL 60.1 39.9 1:)30D

NUMBER CF MISSING OBSERVATIONS = 195
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Teble 14

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY
"THE CONTENT OF THE NURSING HISTORY QUESTIONS IS AS THOROUGH

AS I NEED THEM TO BE"

BY TYPE OF PROVIDER

TYPEC DUN 7 1
IRNS PARA qj&w
I T3rALBZ I 1121

82 - --------- a * - -- --- -

1 1 25 1 11 1 365TI)NCLY ACREE I l ] 1?.6
aF-. - .-- -, .- .... ,.-.. - ,. - ,...,

2 I 67 1 51 1 IIBAGREE i ! I 51.8

3 1 30 1 1s 1 4.8DISA,EE I 1 i 23.5
4 annn--------------44 1 2 1 2STPfIPICLY DISAGRE 1 1 1 1.0
4 --------- ---------.COLUMN 124 83 204

TCrAL 60.8 39.2 1330

NUMBER LF MISSING OBSERVATIONS = 194
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Table 15

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT THE BLOCK FOR PATIENT'S PERSONAL

ARTICLES AND VALUABLES IS HELPFUL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31B3 -------- ---- -- ........ •a o ... .. .4

1 1 20 I 17 1 3 1 40
STROCNCLY AGREE I I 1 1 18.'4-.. .. - . .. .. • o l~ .. . .

2 1 57 1 46 I 7 1 110
ACREi I I 1 1 50.74so....... n a1 .. ..... so s.......o•

3 1 35 1 19 1 3 1 57
DISA;FFE 1 I 1 1 26.3

4-.eeeee4-o --- a-----s C ------m.

4 1 9 1 1 1 1 10
STRONCLY DISAGRE I I 1 1 4.6

COLUMN 121 82 14 217
TOTAL 55.8 37.8 6.5 100.0

NUMBER 'F 41SSING OBSERVATIONS u 181
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Table 16

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT MOST NURSING HIIES ARE

DONE BY NON-RN/ANC PERSONNEL."

BY TYPE OF PROVIDER

TYPE
CDUlT I

IRNS PARA WAI ROW
I CLEK TOTAL
1 11 21 31

54 a-- -- - ------- --- ---------- .

1 1 13 1 13 1 4 1 30
STRCNGLY ACIREE I I 1 1 13.6

4--------- 4----w--------- ae4

2 1 24 1 24 1 5 1 53
AGREE I I 1 1 24.1

4------ --------- a --------

3 1 61 1 33 1 3 1 102
DISA;IFEE I I 1 1 46.4

4 1 27 1 3 1 1 35
STRO OLY DISAGRE I I 1 1 15.9

4------ ------------- aaa - a

COLUMN 125 83 12 220
TOTAL 56.8 37o7 595 100.0

NUMBER [F MISSING OBSERVATIONS 178
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Table 17

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT ALL NURSING ASSESSMENTS ARE

DONE BY RNs AND ANCs"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 if 21 31B 5 ....--.--- sa .... . ... f...a.m. .4.....

1 1 62 1 22 1 5 1 89
STRONCLY AGREE I 1 1 1 39.44 ... 0.. en ....... a ae.. .. .

2 1 42 1 31 1 5 1 78
AGRCH I I 1 1 34.5

3 1 22 1 27 1 2 1 51
DISAGREE I I 1 1 22.6

4 1 3 1 5 1 1 8
STRO ELY DISAGRE 1 I 1 1 3.5

COLUMN 129 85 1? 226
TOTAL 57.1 37.6 5.3 100.

NUMBER (F 41SSING OBSERVATIONS = 172
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Table 18

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT AN OVERPRINT IS USED FOR

THE ASSESSMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RJO
I OTAL
I 11

1 1 31 1 31
SIRDAI(LY ACPKE 1 1 2564

4---------

2 1 43 1 43
CRFE 1 1 359?

3 1 35 1 35
DISA PEE 1 I 28,1

4 1 13 1 13
SIP,,LLY DISAGRE 1 1 10.7

COLUMN 122 122
T1TAL 100.0 100-

NUMBER LF 4ISSI4G OBSERVATIONS 276
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Table 19

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT WE OFTEN USE THE HISTORY

AND ASSESSMENT CONTINUATION SHEETa

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 3197 ... ... a .......c f c. a .. .. as ce..... f

1 I 22 1 4 1 1 1 27
STRONGLY AGREE 1 1 1 1 124

so' e . ..... 4.5 f... ... * e. .. . . 4

2 1 22 1 45 1 5 1 72
AGREE ! I I 1 33.0

3 1 53 1 27 1 5 1 85
DISACFEE 1 1 I 1 39.0

4 1 28 1 4 1 2 1 34
STROE(LY DISAGRE I I I 1 15,6

400.04 .- e--------- -- eas . 4e

COLUMN 125 B3 13 218
TCTAL 573 36o1 6.0 100.0

NUMBER ,F MISSING OBSERVATIONS 180
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Table 20

FITZSIMONS ARMY MEDICAL CENTER

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TVPE
COU4T I

IRNS ROW
I FOTAL
I 11

1 1 38 1 35
STRDRCLY AGREE 1 1 34.5

2 1 61 I 61
ACPFF 1 1 55.5

3 1 81 8
DI$SAFE 1 1 7.3

4 1 3 1 3
STRDNCLY DISAGRE 1 1 2.7

COLUMN 110 11
TITAL 100.0 IDD.0

NUMBEP (F MISSING OBSERVAIICNS 288
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Table 21

FITZSIMONS ARMY MEDICAL CENTER

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE STANDARDS

OF NURSING PRACTICE (DA PAM 40-5) HAS INCREASED

MY USE OF THE CATEGIRIES"

BY TYPE OF PROVIDER

TYPE
COUNT I

RNS RW
I tOTAL
1 1189 ....... C 4 C...... 0 0

1 1 31 1 31
STRONGLY AGREE I 1 28.7

2 1 57 1 57
AGREE 1 1 52.5

400 ........ 4.

3 1 17 1 17
DISAPEE 1 1 15.1

4 1 3 1 3
STRONGLY DISAGRE 1 1 2.8

COLUMN 108 1DO
TTAL 100.0 lDDD

NUMBER IF 4ISSING OBSERVATIONS * 290
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Table 22

FITZSIMONS ARMY MEDICAL CENTER

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I 11

B i C ----- -----------
1 1 41 1 '1

STRNtLY AGREE 1 1 38.7

2 1 57 1 57
AGREE 1 1 33.3

3 1 6 1 b
DISAZFEE 1 1 5.7

41 21 Z
STRONCLY DISAGRE 1 1 1.9

COLUMN 106 106
TOTAL 100.0 10.0

NUMBER CF 4ISSING OBSERVATIONS - 292
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Table 23

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I LIKE THE IDEA OF THE NURSING HISTORY AND ASSESSMENT,

IF COMPLETED ON ADMISSION, SERVING AS THE ADMISSION

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT4 I

IRNS ROW
I 13TAL
I 11

ell . . . . .. . . .4
1 1 87 1 87

STRDNGLY AGREE 1 1 56.9

2 1 38 1 35
AGREE 1 1 29.2

3 1 4 1 4
DISA;PEE 1 1 3.1

4 1 11 1
STRON LY DISAGRE I I es

COLUMN 130 130
TOTAL 100.0 10.)

NUMBER IF MISSING OBSERVATIONS = 268
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Table 24

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

-"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RDW
I 1DTAL
I if
1 12BI2 ........ee ca ..... c..

1 1 57 1 57
STRDOCLY AGREE 1 1 47.9

2 I 52 1 52
AGREE 1 1 43.7

3 8 8 1 s
DISA FEE 1 1 6.7

41 2 1 2
STRONCLY DISAGRE 1 1 1.7

COLUMN 119 119
TOTAL 100.0 100.

NUMBER LF IISSING OBSERVATIONS 2 279

K-24
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Table, 25

FITZSIMONS ARMY, MEDICAL CENTER

CLINICAL NURSING' RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN HAS

INCREASED MY USE OF THE DIAGNOSES"

BY, TYPEOF PROVIDER

TYPE
COUNT I

IRNS ROW
I IOTAL

B13
1 1 48 1 48

STRONCLY AGREE 1 1 41.0

2 1 54 1 5'.
AGREi I 1 46.?

• ---.... - .

3 1 13 1 13
DISA;REE 1 1 111

4 1 21 
STRONfLY DISAGRE 1 1 1.7

COLUMN 117 117
TOTAL 100.0 1000

NUMBER Cf 4ISSING OBSERVATIONS I 281
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Table z6

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RDW
I [IAL
I 11

8 1 4 . . . . . . . . as a. . . .a
1 1 59 1 59

S TROI{LY AGREE I I 5D.3
4 ....a --- -

2 1 52 1 5Z
ACREE I 1 44.1

3 1 3 1 3
D]SA EE 1 1 2.5

4 1 4 1
STRONKLY DISAGRE 1 I 3.4

COLUMN 118 lI8
TOTAL 100.0 100,0

NUMBER F 4ISSING OBSERVATIONS • 280

K-26
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Table 27

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I READ THE NURSING CARE PLAN TO LEARN THE OVERALL

GOALS FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
! rTAL
1 21515 ........ 4a ... 04

1 1 15 1 15
STRONELY AGREE I 1 17.6

2 1 55 1 55
AGREE I I 64.7

3 1 12 1 1?
DISA;FEE 1 I 14.14 ... ... 04

4 1 3 1 3
STRONCLY DISAGRE 1 1 3.5

COLUMN 85 85
TOTAL 100.0 lD04.

NUMPEP UF MISSING OBSERVATIONS 313
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Table 28

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, I HAVE

COMPLETED SOME PORTIONS OF THE NURSING DISCHARGE

SUMMARY FOR THE NURSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WARD ROW
I CLERK 13TAL
1 21 31

C I ----------- .. .. . 0. .. .. 04

1 1 9 1 1 1 10
STRONCLY ACREE I I I 1D.

2 1 30 1 3 1 33
ACREE I 1 1 33.3

3 1 35 1 9 1 ,
D)SA;IEE I 4 I 404

4 1 10 1 2 1 12
STRD(LY DISAGRE I 1 12.1

COLUMN 84 15 99
10TAL 84.8 1502 ]DO

NUMBEP (F 4I1SSING OBSERVATIONS z 299

K-28



Table, 29

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORGi1 STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, THE ENTIRE

NURSING DISCHARGE SUMMARY IS COMPLETED ONLY BY AN

RN/ANC ON MY NURSING' UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WARD 3N
1 C,.ERK T3TAL
1 21 31

C2 . . . . .
1 1 14 1 6 1 20

STRPNCLY AGREE I 1 1 20o2

2 1 32 1 5 1 37
AGREE 1 1 1 37.44 ....... 4 ....... n. 4

3 1 33 1 3 1 36
DISAZAEE I 1 I 36.4

4 1 6 1 1 6
STRt04ILY DISAGRE I I 1 6,1

COLUMN 85 14 99
TOTAL 85.9 14.1 ID0.0

NUMBER tF MISSING OBSERVATIONS = 299
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Table 30

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - ELEMENTS

ON THE FORM ARE THOSE I WOULD INCLUDE IN A DISCHARGE

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I IDTAL
I II

C 3 -.--- ----- .
1 1 42 1 42

STRONLY ACREE 1 1 37.2

2 1 61 i 61
ACREE 1 1 5400

3 1 6 1 b
DISAt IFE 1 1 5.3

4fl. .. . ..- 1

4 1 4 1 4
SIRNL'IY DISAGRE 1 1 3.5

4 --------

COLUMN 113 113
TOTAL 100.0 IDD,

NUMBER UF 41SSING OBSERVATIONS z 285
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Table 31

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS SfUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - I LIKE

TO HAVE THE DISCHARGE SUMMARY SERVE AS THE NURSING

DISCHARGE NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I 11

C 4 - - - - )

1 1 60 1 1.
STRONCLY AGREE I 1 51.7

2 1 51 1 51
AGREi I 1 44.0

3 1 3 1 3

DISA;FEE 1 1 2.6

4 1 2 1 2
STRO IOLY DISAGRE 1 1 1.7

COLUMN 116 116
TOTAL 100.0 IOD.

NUMBF E F MISSING OBSERVATIONS 282
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Table 32

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL.NURSING,.RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) -

IT IS HELPFUL TOIHAVE A COPY FOR THE PATIENT'

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I IC5 .

1 1 54 1 54
STRONLY AGREE I I 47.0

4 a .... .. 4.

2 1 53 1 53
AGREi I I 46.1

3 1 51 5
DISA;FEE 1 1 4.3

a-. a...... 4

4 1 3 1 3
STR UNLY DISAGRE 1 1 2.6

COLUMN 115 115
TOTAL 100.0 100.0

NUMBER C;F MISSING OBSERVATIONS 2 283

K'-32



Table 33

FITZSIMONS ARMY MEDICAL" CENTER

CLINICAL NURSING>RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - IT IS

IMPORTANT FOR A NURSING SUMMARY TO APPEAR IN THE

OUTPATIENT RECORD"

BY TYPE OF PROVIDER

TVPE
COUNT I

IRNS RDW
1 11

C6 ------. Se . . 4.

1 1 36 1 36
STRONCLY AGREE 1 1 32.1

2 I 57 1 57
AGREE I I 50.9

3 1 15 1 15
DISA;REE 1 1 13.,

4 e ..... 4.

4 1 4 1 4
STRONCLY DISAGRE 1 1 3.6

4-to- ... .

COLUMN 112 112
TOTAL 100.0 100-)

NUMBER OF 4ISSING OBSERVAIONS 28B6

K-33
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Tab le 34

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM- 3888-5 TEST) - THE

NURSING DISCHARGE SUMMARY FORM NEEDS TO BE KEPT

IN THE SYSTEM"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I IOTAL
I1 11

1 1 44 1 44
S!RINCLY ACREE 1 1 38.6

2 1 56 1 5b
ACREE 1 1 499.1

3 1 9 1 9
DISA;FEE 1 1 1.9

4 .....- . 4
4 1 5 1 5

.TP[!,tLY DISAGRE 1 1 4*.4

COLUMN 114 114
IWTAL 100.O IDO

NUMPER 'F MISSING OBSERVAI1INS 284

K-34



Table 35

FITZSIMONS ARMY MEDICAL ,CENTER

CLINICAL NURSING ,RECORDS STUDY

"NURSING DISCHARGE, SUMMARY,-,(DA, FORM 3888-5 TEST) - DISCHARGE

SUMMARIESvoSHOULD BE, IN'A ,MULTIDISCIPI INARY FORMAT SO

PHYSICIANS AND OTHER HEALTH CARE PROVIDERS COULD

MAKE APPROPRIATE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS R3W
I TDTAL
1 11

1 1 43 1 43
SIRONCLY AGREE 1 1 36.3

2 I 56 1 56
AGREE 1 1 47.9

3 1 14 1 14
DISACIEE 1 1 12o0

4 1 4 1
STRON LY DISAGRE 1 1 3.o

COLUMN 117 117
TOTAL 100.0 1000@

NUMBER (F '41SSING OBSERVATIONS ' 281

K-35



Table 36

FITZSIMONS ARMY, MEDICAL ,CENTER

CINICAL NURSING,-RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

WE FREQUENTLY USE THE BUFF COPY ON

NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA W44D ROW
I CLEIK TOTAL
I if 21 31

DI ----------------- 4 .. ..... -------- 4
1 1 16 1 9 1 2 1 27

STRON-L AGREE I I 1 1 12.1

2 1 30 1 27 1 1 1 58
AGREE I 1 1 1 26.0

3 1 32 1 33 1 7 1 72

DISAFE I I 1 1 32.3

4 1 50 ] 11 1 5 ! 66
STRONC-LY DISAGRE I I 1 1 296

COLUMN 128 8D) 15 223

TO]TAL 57.4 350 be? 100.0

NUMBER LF MISSING OSERVA ONS :175

K-36
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Table 37

FITZS ItONS ARMY MEDICAL CENTER

CINICAL NURSING RECORDS STUDY
"DOCTOR'S ORDERS MEDICATION/DOCTOR!S ,ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - I LIKE

NOT HAVING TO RECOPY SOME SINGLE ACTION ORDERS

ONTO THE THERAPEUTIC DOCUMENTATION CARE

PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD RO
I CLERK TOTAL

if 21 31D2 ... .. - c 4- c4...... ....... -...-.... •

1 1 77 1 39 1 3 1 119STROOIELY AGREE I I I 1 52.9

2 1 38 1 29 1 B 1 75AGREi I I 1 1 33.3

3 1 11 1 9 1 2 1 22DISA ,RE I I 1 I 9.6

41 31 41 21 9STRONdCLY DISAGRE I I I I 4D.•c cC .... C- C .. .. .CC ... ... -

COLUMN 129 61 15 275
TOTAL 57.3 36.0 .7 100.0

NUMBER CF MISSING OBSERVATIONS 173

K-37
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Table 38

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW UM DID YOU USE THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- R3W
ISIONAL tOTAL
1 41XIA.. . . .+. . . .

1 1 8 1 B
EVERY FNT 1 1 5.4

4 -- - -

2 1 43 1 43
MI2ST FKTS 1 1 29.3

4 ... - -- 4

3 I 63 I 63
RARELY I1 42o9

4. ...... .iF

4 1 33 1 33
4EVEP 1 1 22.4

COLUMN 147 147
TOTAL 100.0 10000

NUMBER (F MISSING OBSERVATIONS 251

K-38
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Table 39

,FITZSIMONS ARMYMEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

";DURING THE TEST PERIOD, NOW, 0E DID-YOU =S THE NURSING

,CARE ,PLAN TO LEARN, ABOUT NURSING ACTIVITY AND THE

PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- R3W
ISIONAL tOTAL

1 41X IB e ma eee m I a lXIB -------- .. .. .

11 3 1 3
EVERY PNT 1 1 2.D

4. ........ emm

2 1 11 1 11
MOST P't.TS 1 1 1.4

3 1 60 1 6
RARELY 1 1 40.5

4 1 74 1 74
NEVEP I l 50.0

4.5m .. .. .--

COLUMN 148 145
TOTAL 100.0 10,.

NUMBER (F MISSING OBSERVATIONS = 250
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Table 40

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW QEM DID YOU MUE THE NURSING

DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPRUFES- ROW
ISIONAL tOTAL
1 41XIC ..... . Ce ........

1 1 2 1 2
EVRYP FIT 1 1 1o4

4 ........--

2 1 10 1 1D
MOST F-75 1 1 6.8

3 1 59 1 59
RARELY 1 1 40.4

4 I 75 1 75
NEVER 1 1 51.4

COLUMN 146 146
TOTAL 100.0 IoD

NUMBER (F MISSING OBSERVATIONS - 252

(-40
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Table 41

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING 'RECORDS STUDY

"DURING THE TEST PERIOD, HOW OEi DID YOU USE

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL iOTAL
1 41

X 1........ a ......n =

1 1 18 1 18

EVERY PNT 1 1 12.2

2 1 45 1 45
MOST PNS 1 1 30o44. .. .. a...

3 1 53 1 53
RARELY 1 1 35'8

4 1 32 1 32
NEVER 1 1 21.6

COLUMN 148 148
TOTAL 100.0 I0,.9

NUMBER CF 4ISSING OBSERVATIONS 250

K-'41
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Table '42

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW QM DID YOU US

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL DTAL

XIE ........ ........ 4
1 1 35 1 35

EVERV FNT I I 23.6
4 ------. W I+

2 1 42 I 42
M(IST F10S 1 1 25.4

3 1 43 1 43
RARFLI 1 1 29.1

4 I 28 1 28
4EVE, I I 18.9

COLUMN 148 148
TOTAL 10l)0 1000.

NUMBER EF 4SSING CBSERVATiONS 2 250

K-42
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Table 43

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW OFTEN DID YOU !SE THE

TPR GRAPHIC?"

BY TYPE OF PROVIDER

I Y PE
cOUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

XIF ------- 4 ------ +

1 1 82 1 82
EVERI PNT I I 5b~b

4 ........---

2 1 30 1 30

MOST FNTS 1 1 20.7
4 ... . .- '

3 I 19 1 19

RARELY 1 1 13.1

4 1 14 1 14

NEVE; ! i 9.7

COLUMN 145 145
TOTAL 100,0 l000D

NUMBEP [F MISSING OBSERVATIONS z 253

K-43
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Table 44

FITZSI4ONS ARMY-MEDICAL CENTER

CLINICAL NURSINGRECORDS STUDY

"DURING THE TEST PERIOD, HOW QFTE= DID YOU UE THE

PROGRESS NOTES?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISiONAL TDAL
1 41

1 I 61 1 51
EVERY PNT 1 1 40.9

4eo..... 4

2 1 43 1 43
POST FNTS 1 1 23.9

3 1 34 1 34
RARE L 1 1 22.8

4 1 11 1 11
NEVER 1 1 794

COLUMN 149 149
TUTAL 100.0 ID.

NUMBER CF 4ISS14G OBSERVATIONS 249

I

/ K-44



A

Table 45

FITZSIMONS-ARMY'MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DURING, THE TEST PERIOD, HOW OFTEN DID YOU USE THE OTHER

FORMS TO REVIEW NURSING 'CARE?"

BY TYPE OF PROVIDER

TYPE
COUN1

IPROFES- ROW
ISIONAL iDJAL
1 41X I H .. . . .4 .... ...

1 1 2 1 2
EVERY PNI I 1 100

4---- -- ,

3 1 3 1 3
RARELY 1 1 15.0

4- ..--

4 1 15 1 15
NEVER I I 75.0

COLUMN 20 20
7CTAL 100OO 100.0

NUMBER CF IISSING OBSERVATILINS 378

K
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Table 46

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPPOFES- ROW
ISIONAL IOTAL
1 41

X3A -----. - 4---------
11 8 1 8

EVEPI FNT 1 1 5.7

2 I 33 1 33
MOST FKIS 1 1 23.6

3 1 61 1 61
RARELY 1 1 43.6

4en.......

4 1 38 1 38
NEVER 1 1 27.1

COLUMN 140 140
TOTAL 100.0 100D

NUMBER [F 4ISSING OBSERVATIONS = 258
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Table 47

FITZSIMONS ARMY MEDICAL CENTER

CLINIPAL NURSINGRECORDS STUDY
S"PRIOR TOTHE TEST PERIOD, HOW OFTEN HAD YOU USED THE

NURSING CARE ,PLAN TOLEARN,ABOUT NURSING ACTIVITIES

AND THE PATIENTlS CONDITION?"

BY TYPE OF PROVIDER

TYPE
COU4r l

IPROFES- ROW
ISIDNAL TOTAL
1 41X39 . . . .• . . .

I 3 1 3EVERY PNT 1 1 2.1
+ .. .. .-

2 1 9 1 9MOST PNTS 1 I 6.4

3 1 56 1 56RARELY i 1 43.D

4 1 72 1 7?NEVER 1 1 51,4

COLUMN 140 140
TOTAL 100.0 ID.D0

NUMBER CF 4ISS1NG OBSERVAIJONS 2 258
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Table 48

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"PRIOR TO:-THE TEST PERIOD, HOW OFTEN-,HAD YOU USED THE NURSING

DISCHARGE SUMMARY TO' LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

X3C -------- 4eee e4

2 1 12 1 12
MOST FNIS I 1 Bb

3 1 55 1 55
RARELY 1 1 39.6

4 1 72 1 72
NEVEw 1 1 51.3

COLUMN 139 139
76TAL 100.0 10DD

NUMBER UF 41SSING OBSERVATIONS • 259

........ K-48
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Table,,49

FITZSIMONS,- ARMY,,MEDICAL, CENTER'

CLINICAL 'NURSING .RECORDS STUDY,

"PRIOR TO-THE TESTzPERIOD,, HOW OFTEN HAD YOU USED

THE THERAPEUTIC. DOCUMENTATION CARE-PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES" ROW
ISIONAL tOTAL
1 41

X3D ........----.......-

1 1 12 1 12
EVER PNT I I 8.b

2 J 36 1 36
MOST PNTS 1 1 25*9

3 1 53 1 53
RARE LY 1 1 3B8 1

4 1 38 1 39

NEVE1 1 27o3

COLUMN 139 139
TOTAL 100.0 10D,3

NUMBER ,F 41SSING OBSERVATIONS = 259

K-49



Tab:le 50

FITZSIMONS ARMYMEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOWOFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

JPROFES- ROW
ISIONAL TOTAL
1 41

x3E .......---- . .....-
1 1 27 1 27

EVE~F FNI I 11994
~VEV ~--- ----- 19.-

2 1 40 1 40

MOST FIS 1 1 28.3

3 1 42 1 42

RARELY 1 I 30*2

4 1 30 1 30

4EVEPI I 1 21.b

COLUMN 139 139

TOTAL 100.0 10000

NUMBER CF 41SSING OBSERVATIONS 2 259

K-30
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Table 51

FINZSIM4NS ARM MEDICAL"CENTER

CLINiCAL' NUROSING-R ECORDS STUDY

"PRIOR TO THE TESTPERIOD-,"HOW OFTEN HAD YOU USED

THE TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL OTAL
1 41K 3F ......... a .. .... a.

1 1 77 1 77
EVERY PNT 1 1 5500

4 a... .0 -

2 1 29 1 29
4OST PN45 1 1 20.7

4aa -----

3 I 20 1 20
RARELY 1 1 14.3

4 1 14 1 14
NEVE; I 1 10.0

4 ....... *4

COLUMN 140 140
TOTAL 100.0 100.0

NUMBER OF MISSING OBSERVATIONS 258
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Table 52

FITZ$IMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE- TEST PERIOD, HOW OFTEN HAD YOU USED

THE NURSING NOTES?"

BY" TYPE OF PROVIDER

TYPE
COU47 I

IPROFES- ROW
ISIONAL TDTAL
1 41X361

1 1 30 1 3D
SVERY PNT I I 21.b

2 1 37 1 37
MOST FtTS I 1 26.b

4eae ------

3 1 49 1 49
RARELI 1 1 35.3

4 1 23 1 23
NEVFI I 1 16.5

4 -------- 4

COLUMN 139 139
TOTAL 100.0 IDO.D

NUMBER Of MISSING OBSERVATIONS = 259
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Table 53

F IZSIONS4ARMV M" EDCAL CENTER

CL-iNihCAL 'NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN DID YOU USE OTHER

FORMS TO REVIEW NURSING CARE?"

BYTYPE OF PROVIDER

TYPE

COUNT I
IPROFES- RDW
IS]ONAL TOTAL

I 41
X3 .----- -

EVERY PNT 1 1 43

2 I 1 1 1
POST PKTS 1 1 493

3 i 4 1 4
RARELY 1 1 11,,4

4 1 17 1 17

NEVE; 1 1 73.9

COLUMN 23 ?3
l1"AL 100.0 IDD*)

NUMBER I.F ISSING OBSERVATIONS 375
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Table 54

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - HAVING

TWO SEPARATE ORDER SHEETS CAUSED MINIMAL

DIFFICULTIES FOR ME"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IRNS PARA WARO PRDFES- ROW
I CLERK SI ONAL TOTAL
I 1I 21 31 41

03 .......-- . .• ss . . . .. .. .. . 5 S. . .. +

1 1 44 I 34 1 4 1 21 1 103
S7RVNELY AGREE 1 1 1 1 1 27.7

4.s ...... +....... n4. .......a 4cc s..... -

2 1 54 1 39 1 a 1 48 1 149
AGREE I I I 1 1 40.1

4...... a .... ,,- 4s n.. . ......... a ,

3 1 23 1 11 1 1 1 39 1 74
D!SD;FEE I 1 I 1 1 19.9

4 I 13 1 1 1 2 1 30 1 46
STRN-LY DISAGRE I I 1 1 1 12.4

4e... .a ... .. ....4 .....--- ... a .... .-

COLUMN 134 85 15 138 372
TUITAL 36.0 22.8 4,. 37.1 100.0

NUMBER ,F MISSJNG OBSERVATIONS 26
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Table 55

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSiNG'RECORDS STUDY

,DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-.1 'TEST; DA' FORM 4256-2 TEST) - ORDERS

SHOULD CONTINUE TO REMAIN 'SEPARATED ON COLOR

CODED MEDICATION AND NONMEDICATION SHEETS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW

I CLERK SIONAL TOTAL

I if 21 31 41

1 1 64 I 42 I 5 1 21 1 135

STRONGLY AGREE 1 1 36.4

2 1 42 1 35 1 6 1 52 1 138

AGREE I I I I I 37.2
fecss f a as f----- f--------------+

3 1 12 I 5 I 1 27 1 44

DISA;REE I i 1 1 1 11.9

4 1 14 1 1 7 1 38 1 54

STR0IqLY DISAGRE 1 1 I I 1 14.6
4 ........ so a s fe ass.......fac"-" ... .4 . ... .

COLUMN 132 85 16 135 371

TCOTAL 35.6 22.9 4.3 37.? 100.0

NUMBEP EF MISSING OBSERVATIONS : 27
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Table 56

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - PRIOR TO

THE TEST PERIOD, IF UNFAMILIAR WITH A PATIENT, I MOST

OFTEN DETERMINED CURRENT MEDICATION(S) BY . .

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- R3W
ISIDNAL rOTAL
I 41

D6 ---4 . . .

1 1 47 1 47

REVIik A'L DR OR I I 34.6
4 -... .

2 1 67 1 67
REVIi6 19-MEV 1 1 49.3

3 1 14 1 14
ASK 4LFSE 1 1 10.3

4 ..----------

4 I 01 8
DTHER 1 1 5.9

COLUMN 136 136
TOTAL 100.0 1O,0

NUMBER CF MISSING IOBSERVATIONS * 262
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Table 57

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-61 TEST; DA FORM 4256-2 TEST) -

DURING THE TEST PERIOD, AFTER THE SEPARATION OF ORDERS,

IF UNFAMILIAR WITH A PATIENT, I MOST OFTEN DETERMINED

CURRENT MEDICATION(S) BY . .

BY TYPE OF PROVIDER

IYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

D7 . ------ -+ e.s....
1 1 64 1 64

REVIEW ALL DR OR 1 1 46.0

2 1 56 1 56
REVIEWv 19-MEC) I 1 40.3

3 1 14 1 14
ASK NUlJSE 1 1 10.1

41 5 1 5
OTHER 1 1 3.6

COLUMN 139 139
TCTAL 100.0 1D00o

NUMEEF 'F MISSING COSERVATIUNS 259
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Table 58

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD

HAVE NO DIFFICULTY IDENTIFYING COMPLETED SINGLE

ACTION ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

D8 . .------------------ as as * as. .. a. .. 4

1 1 19 1 9 1 4 I 31
STFUfLL'V AREa 1 I 1 1 13.7

2 1 34 1 25 1 7 1 66
AGRFE 1 29.1

3 1 56 1 40 1 3 1 99
DISA;kfE I I 1 43.6

4 1 18 1 1? 1 1 1 31
STRVNLLY DISAGRE I I 1 1 13.7

COLUMN 127 85 15 727
TOTAL 55.9 37.4 b* 100.0

NUMBEP [f MISSING OBSERVATIONS x 171

K-58
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Table 59.

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSINGRECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S 'ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENTzBACK-TO THE ,OLD' ORDER SHEETS, I WOULD STILL

WANT A COLUMN FOR SINGLE ACTION ORDERS TO PRECLUDE

MY HAVING TO RECOPY THEM ONTO THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
l 11 21 31D 9 ........ e ...... a.. ... es......

1 1 75 1 30 I B 1 113
STRONCLY AGREE I 1 1 49.3

2 1 39 1 41 ] 5 1 85
AGREE l 1 37.1

3 1 14 I 1 1 1 1 25
DISAGREE I 1 ! I 10.9

4 1 2 1 2 1 21 6
STRONCLY DISAGRE I 1 1 1 2.54 .... 5455....... e. S ... .

COLUMN 130 83 16 229
TOTAL 56.8 36.2 1.0 100.0

NUMBER £F 41SSING OBSERVATIONS a 169
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Table 60

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

I LIKE :BEING ,ABLE TO DOCUMENT (WITH EFFECTIVENESS CODES OR KEY

WORDS) THE PATIENT'S RESPONSE DIRECTLY ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
1 O3TAL
J 11 21

E 1- ---... ... .e . . a a. . .4
1 1 56 1 19 1 75

SIR(NCLY ACREE 1 1 1 35.9

2 1 59 1 57 1 115
AGREE 1 1 1 54,2

3 1 8 1 9 1 17
)ISAZFEE I 1 1 7.9

40. 00..0.. 4 0 n... . e4

4 1 4 1 2 1
SIRCMLY DISAGRE I 1 1 ?.8

40000.. -"- ..... ..

COLUMN 127 87 214
TOTAL 59.3 40.7 10)00

NUMBER [F HISSING OBSERVA7IONS = 184

K-60
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Table 61

VITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"MOST OF MY DOCUMENTATION IS RECORDED ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL
1 21

1 1 8 1 B
STRI3NCLY ACREE I 1 9.5

2 1 51 1 51
AGREi 1 I bD,7

3 1 21 1 21
DISAWEE 1 I 25.0

4 1 41 1
STRONGLY DISAGRE 1 1 4.8

4 t..nnnnnnn+

COLUMN 84 8,
TOTAL 100.0 10DOD

NUMBER CF MISSING OBSERVATIONS 314
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Table 62

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"IN THE PAST, I USED TO DO MOST OF MY DOCUMENTING ON

THE NURSING NOTES (SF 510)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL
1 21

E 3- 4..... .. 
1 I 34 1 34STRUNCLY AGREE 1 1 40.0

2 1 47 1 47
ACREE 1 I 55.3

3 1 3 1 3
DISAiREE 1 1 3.5

4 1 1 1 1STRONGLY DISAGRE I Iz
4 .. e . ...

COLUMN 85 85
TOTAL 100.0 100,2

NUMBER UF 41SSING OBSERVATIONS 313
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Table 63

FITZSIMONS'ARMY MEDICAL CENTER

CLINICAL NURSING ,RECORDS STUDY

"RECORDING THE PATIENT'SRESPONSE'ON THE TD CARE PLAN

IMPROVES MY DOCUMENTATION:,OFPATIENT CARE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
1 TOTAL
111 21

E4I ne -- - ------ n- - ---

1 1 34 1 19 1 53
STRON(LY AGREE I 1 1 25.1

4 .... .--- -.. . .

2 1 72 1 52 1 124
AGREE I 1 1 58.8

4 .... ... aIF .. .. ..l

3 I 18 1 13 1 31
DISA|FEE I I 1 14.7

4c ........ 4"a ... ... .I*

41 3 1 3
STROAI(LY DISAGRE I I 1 l,'4. ........ 4 .........4

COLUMN 127 84 211
TOTAL 60.2 39.8 I0:),

NUMBER UF MISSING OBSERVATIONS - 187
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Table 64

FITZS!MONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN ENCOURAGES ME TO WRITE MORE

NURSING ORDERS TO DESCRIBE NURSING ACTIVITIES

WITH THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RDW
I TOTAL
I 11

1 25 1 25
STROfCLY ACREE 1 I 2D0

2 1 62 1 62
AGREE 1 1 49,5

----------
3 1 34 1 34.)15A;REE 1 1 27.2

4 1 4 1 ftSTRONELY DISAGRE 1 1 3o2
4-e-----

COLUMN 125 125
TOTAL 100.0

NUMBER CF 41SSING OBSERVATIONS • 273

K-64
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Table 65

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

AMONG NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDw
I lTTAL
! 11 21

E6 .... . ... n .. . + ... .. .-
1 I 27 1 19 1 46

STRONCLY AGREE I I I 21s5
4 ..... a n........a n4

2 1 75 1 55 1 13D
AGREE I I I 5 o,

4 . . . .I . 4

3 1 22 1 11 1 33
DISACEE I 1 1 15.

4. .. ao. .. no ......

4 1 4 1 11 5
STRONGLY DISAGRE 1 1 1 2.3

I ~400 ..... e 4.0..0 0. 4

COLUMN 128 Bs 214
TOTAL 59.8 40.2 IODD

NUMBER CF MISSING OBSERVATIONS " 184

K-65
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Table 66

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

BETWEEN NURSES AND OTHER HEALTH CARE PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA Raw
I T3TAL
1 11 21

E7 ----4eeeeeeeee... ........- 4

1 1 18 1 19 1 37
51RI( NLY AEREE I I 1 17.44 ... ... ... se. .

2 1 66 1 48 1 114
AGRFE I I 1 53.5

40.......... 4 ... . "

3 I 39 1 17 1 56
DISA;FEE I I ! 26.34eeeeee... n C" .. .. 4.

41 51 1 6
STRONCLY DISAGRE I 1 1 2.8

4 a...... .4 .. a . ..

COLUMN 128 85 213
TOTAL 60.1 39.9 10O.D

NUMBER [f 4ISING OBSERVATIONS 185
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Table 67

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN HAS

DECREASED FRAGMENTED DOCUMENTATION IN THE RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDl
I T3TAL
I it 21

E S - ...... .......a ....

1 1 24 1 17 1 41
STRONLY AGREE I 1 1 19.'

2 1 75 1 49 1 12
AGREi - 1 I 58.8

3 1 27 1 15 1 42
DISACFEE I 1 1 19.9

• n a... ... 4. .e e e e..4

4 1 2 1 21 4
STRO GLY DISAGRE I I 1 1.9

COLUMN 128 83 211
TOTAL 60.7 39.3 lo)o

NUMBEP UF MISSING OBSERVATIONS - 187
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Table 68

FITZSIMONS ARMY-MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TO CARE PLAN

ALLOWS ME TO GIVE A MORE THOROUGH REPORT"

BY TYPE OF PROVIDER

TYPE
COL4 I

IRNS ROW
I TOTAL
I 11

E 9 - .-- ---
1 1 25 1 25

STRONCLY ACREE I I 200

2 1 70 1 70
• I . 5 .

3 1 28 1 28
DISA;PEE I I 22s%

4 1 2 1 2
STRCNCLY DISAGRE I 1 106

COLUMN 125 125
TUTAL 100.0 10,.0

NUMBER .F 41SSING OBSERVATIONS 273
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Table 69

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENTIS RESPONSE ON THE TD CARE PLAN

GIVES ME A BETTER !PICTURE' OFWHAT HAPPENED TO

THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROw
1 TDTAL
I 1 21

EIO.. . . .€. . . .+. . . .

1 1 25 I 2:) 1 ,5
STRONCLY AGREE I 1 1 20.9

2 1 76 1 51 1 127
ACREi I 1 1 59.1

3 1 26 1 13 1 39
DISA;FEE I 1 1 18.1

-" ... a.r..4 ........ e

4 1 2 1 2 1 4
STRONELY DISAGRE I 1 1 109

COLUMN 129 86 215
TUTAL 60.0 40.o IDDD

NUMBER LF MISSING OBSERVATIONS 1 183
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Table 70

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I DID NOT DOCUMENT PATIENT RESPONSES ON THE THERAPUETIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

Ell ~---------------------
1 1 2 1 1 1 3

STRC&LY ACREE I I ! 1.5

2 1 22 1 25 1 4.7

ACREE 1 1 1 23.0
4 a.a.....C . a ..... a ..

3 1 75 1 4b 1 121
DISAZFEE I 1 1 59.3

4 .......--. a . a..a . +

4 1 24 1 9 1 33
57RONCLY DISAGRE I I lb?

4 ..... . 4 a ........ 4

COLUMN 123 81 204
TUTAL 60.3 39.7 100.0

NLIMBFR [F 4ISS14IG OBSFRVATIONS 194
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Table 71

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL ,NURSING RECORDS STUDY

"I ,HAD MINIMAL -DIFFICULTY RECORDING THE PATIENT'S

RESPONSES ON THE THERAPEUTIC, DOCUMENTATION

CARE PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RawIIDTAL
I II 21

E 12 - ------- s ...... b.

1 1 23 1 9 1 32
STRONCLY AGREE I I 15.5

2 1 69 1 56 1 125
AGRFE I 1 i 04 .. o ..... 4- ........

3 1 29 1 16 1 45
DISA;PEE I I 21.?

4 1 3 1 2 1 5
STRDNGLY DISAGRE I 1 1 2.4

COLUMN 124 83 207
TOTAL 59.9 40&1 1DDo,

NUMBER UF MISSING OBSERVAT1ONS 191

K-71



Table 72

IFITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE EXPANDED USE OF THE THERAPEUTIC DOCUMENTATION CARE PLAN

(BEING ABLE TO DOCUMENT RESPONSES) IS A CONCEPT WHICH SHOULD

BE AVAILABLE TO ALL NURSING PERSONNEL WORLDWIDE

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRK'S PARA qw
I T3TAL
I 11 21

E13 - ------- + ........ e -e .... .-
1 1 49 1 25 1 74

STRtCLY AGREE I I 1 35-4

2 1 58 1 48 1 106
AGRFf I I 1 51.2

4eeeeeee l-------

3 1 16 1 3 1 24
DIAZRFE I 1 1 11.6

4 ... .. • ........-----

4 1 2 1 11 3
STPR N(,LY DISAGRE I 1 1 1.0

4 -----------------.

COLUMN 125 82 207
TDTAL 60.4 39,6 10DD,0

NU1 PFR IF MISSING OBSERVATICNS a 191

K-72



Table 73

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS IS AN IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TDTAL
1 11 21 31

E 14 -------4- - e c c cc e 0ce

1 1 48 1 30 1 B 1 86
STRONICLY AGREE I I ! 1 37.1

2 1 54 1 45 1 6 1 105
AERE£ I I 1 1 45.3

4-.. ....e e 4o c e c .. .. ,,- -.. .e .c

3 1 20 1 5 1 1 28
DISAGREE I I 1 1 12.1

4 I 7 I 4 1 2 1 13
STRONGLY DISAGRE I I 1 I 5.6

COLUMN 129 87 6 23
TOTAL 55.6 37.5 6.9 10001D

NUMBER OF ISSING OBSERVATIONS " 166

K-73

-



Table 74

FITZSIMONS ARMY MEOICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD BE KEPT EVEN IF IT CANNOT BE

OVERPRINTED WITH ORDERS"

BY TYPE OF PROVIDER

IYPE
CUIJNT I

IRNS PARA IWARD ROW
I CLERK IOTAL
1 11 21 31

E 1 5 . . . . . . . . -----.. . .a. . - 4 e -- ---- 4
1 1 35 1 24 1 4 1 63

STRONCLY AGREE I 1 1 27.5
-I....... . .... eal ce ..... a.. Ift

2 1 55 1 45 1 7 1 107
AGREE I I 1 1 46.7

3 1 26 1 15 1 3 1 44
DISA;PEE I 1 1 1 19.?

4 1 11 1 3 1 1 1 15
STPDONLY DISAGRE I I I I 6.6

COLUMN 127 87 15 229
TCTAL 55.5 38.0 b.6 100.0

NUMBER EF MISSING OBSERVATIONS 169
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Table 75

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD HAVE THE PATIENT IDENTIFICATION

BLOCK PRINTED ON ALL PAGES"

BY TYPE OF PROVIDER

TYPE
C OUN I I

IRNS PARA WARD ROW
I CLERK TOTAL
I i 21 31

El6 ... .. .- -- -- -- --- -

1 1 32 I 32 1 3 1 67

STRONGLY AGREE I I 1 1 29.1
4 ---- . ----------------------4

2 1 47 1 31 1 2 1 81
AGREi I I I I 34,9

4----------4 a... - .------

3 1 45 1 20 1 7 1 72

!1SAEE I I 1 1 31.3
C-- -4--------- 4----------- 4

4 1 5 1 , 1 1 11

STRUN (LY DISAGRE I 1 1 1 4.8
4 -----.------------------- a 4

COLUMN 129 87 14 233
TOTAL 5b.I 37.8 6.1 100,1

NUMBER LF 4ISSING OBSERVA1ICINS : 168
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Table 16

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I LIKE THE STURDIER PAPER ON WHICH THE FORMS ARE PRINTED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E17 -------- . .,e 4 . . . .---------4
1 I 70 1 35 1 5 1 113

STRUN(LY ACREE l I 1 1 48.9

2 1 56 1 44 1 9 ! 109
AGRFE I I 1 1 47.2

4 ........--- .......--- .......-,-

3 1 3 1 2 1 I 5
cIsA IEE I 1 1 1 2.2

4 1 21 1 1 1 1 4
STRD N(LY DISAGRE 1 I 1 1 1.7

4 ..------------ 4 w . -------4e.. e4
COLUMN 131 85 15 231
TCTAL 56.7 36.B 6.5 100.0

NUMBER EF MISSIG OBSERVAI1ONS 167
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Table 77

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"HAVING SEPARATE PAGES FOR RECURRING, DELAYED, OR PRN ACTION

ORDERS IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
E Ia 21 31

1181 1 56 1 30 1 4 1 93

STRONCLY ACREE I I 1 1 40.4

2 1 56 1 46 1 I 112
AGREE I I 1 1 50.2

3 1 10 1 4 1 1 14
DISAGPEE I I i I 6.3

4 ........ a l~f .In... .. a . .. a. f 4F

4 1 3 1 31 II 7
STRIN(LY DISAGRE I 1 1 1 3.14 ........ .Ia...aa....4 a.a.a .... 4

COLUMN 125 83 15 223
TOTAL 56.1 37.2 6.7 100,

NUMBER [;F 4ISSI4G OBSERVATIONS , 175

K-77
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Table 78

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"TO MY KNOWLEDGE, THERE WERE NO TREATMENT OR MEDICATION

ERRORS COMMITTED ON MY NURSING UNIT WHICH COULD

BE BLAMED ON THE NEW FORMAT OF THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IRNS PARA ROW
I TOTAL
1 11 21

El9 ----------- --- -------- 4
1 1 33 1 25 1 59

STRrVNLY AGREE I 1 128,0
4-----------1"------------

2 1 50 1 38 1 89
ACREE I I ! 42.5

3 1 30 1 16 1 46
DISA EE I I 1 22.2

4----------...........4
4 1 12 1 3 1 15

SRU'NLY DISAGRE I 1 1 7.2

COLUMN 125 82 207
TOTAL 60.4 39o6 IDD*,

NUMBEF IF 41SSING OBSERVATICNS 191

Li K78



Table 79

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I WOULD PREFER TO HAVE THE THERAPEUTIC DOCUMENTATION CARE

PLANS IN A SINGLE SHEET FORMAT (LIKE THE 'OLD' TDs)

EVEN KNOWING THAT I WOULD HAVE LESS ROOM FOR

DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E20 -------- . . .e ...... a .+ -------- 4
1 I 11 J 4 1 1 15

STRONGLY ACREE I I 1 1 6.7

2 1 21 1 14 I 2 I 37
AGREE I I 1 1 16.6

------------- e---- 4 ---- W-c -*

3 1 63 1 48 1 10 1 121
DISACFEE 1 1 I 1 54.3

4 1 31 1 17 1 2 1 5D
STRENCLY DISAGRE I I 1 1 22.'

COLUMN 126 83 1 223
TOTAL 56.5 37.2 6.3 1O01

NU4BER [F MISSING OBSERVATIONS s 175
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Table 80

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY
"IF A SINGLE SHEET FORMAT WERE TO BE USED, I WOULD PREFER

A MEDIUM WEIGHT PAPER (LESS BULKY THAN THE

TESTED PAPER)"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA N1A i ROWI CLERK TOTAL1 if 21 31E21 ---- --- --- --- 4 .. .. ..--.. .. .--... .. -
E 1 1 5 1 5 1 ! 10STRON N. ACREE I I 1 1 4.5

2-------------------4------C-26--1 1 1 52 1 26 1 21 1 4 1 51
AGREE I I 1 1 22.94 -- - - - - - - - - --- --3 1 74 1 47 1 10 1 131DISA1FFE 1 I 1 1 58.7

4 ------------e. . ... .......4 I 21 1 ID 1 1 31STRDoJlIy DISAGRE I I 1 1 13.94.---------------- 4 -- c-------

COLUMN 126 83 14 223T.TAL 56.5 37? 6.3 1000
NUMEER [F MISSING CBSERVATIONS 175

<-30U



Table 81

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ALL MEDICATION AND NONMEDICATION FORMS SHOULD

REMAIN COLOR CODED"

BY TYPE OF PROVIDER

TYPE
COUNIT I

IRNS PARA WARD ROW
! CLRK TOTAL
I 1I 21 31

E22 . ...-.............-------- ....
1 1 85 1 41 1 9 1 175

STRONCLY ACREE I I 1 1 58,7
4 -----------4- +.. -----

2 1 41 1 42 1 7 1 90
AGREi I I 1 1 39.1

------------- cc . e.... .........

3 1 3 1 11 1 4
DISA;FEE ! ! 1 1 1.7

•4-......eee ...4 .cc e4 ......

4 i1 11 1 1 1
STRONCLY DISAGRE 1 I 1 1 .4

..............................4cc c..e.... e ......

COLUMN 130 84 16 230
TCTAL 56.5 36.5 7.0 1000

NUMBEF (F MISSING OBSERVATIONS 168
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Table 82

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"YELLOW HIGHLIGHTER USE SHOULD BE REINSTATED TO

DISCONTINUE ORDERS"

BY TYPE OF PROVIDER

TY PE
(ULUNT I

IRNS PARA kARD ROW
I CLERK TOTAL
I 11 21 31

E23 ---------------.----------- + ------- +
1 1 64 1 42 1 6 1 112STRONCIY ACREE I I 1 1 48,94eeeeee.... w ......- ---------- w
2 1 32 1 27 1 5 1 64ACREE 1I 1 1 27.9

4eeeeeeeeeeee----------.---------

3 1 23 1 11 1 2 1 36DISA;FEE I 1 1 1 15.7
4--------------4----------- +

4 1 11 1 4 1 2 1 17STRONLY DISAGRE I I 1 1 7.4
4---------- -...........4 eeeeeeeeee

COLUMN 130 84 15 229
TOTAL 56.8 36&7 bo6 lO0.o

NUMBER (F MISSING COSERVAI1ONS J69



Table 83

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE IMPROVES COMMUNICATIONS

CONCERNING THE PATIENT AMONG ALL HEALTH CARE

PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUJT I

IRNS PARA PROFES- ROW
I SO4AL TOTAL
I iI 21 41

F1. 4------. ....4 ----------- -4

1 1 61 I 3" 1 46 1 141
STRCN(LY AGREE I I I I 38.8

2 1 57 I 44 1 62 1 163

AGREE i ! 1 1 44.9

3 1 10 1 6 1 25 1 '.1
DISA;FEE I I 1 1 11.3

4 1 3 1 1 35 1 is

STFO41LY DISAGRE I I 1 1 5.0
4. ........ ..... ss a s ....... 4

COLUMN 131 84 148 363
TOTAL 36.1 23.1 4oD. 100.

NUMBER tF MISSING OBSERVATIONS 35
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Table 84

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE THOROUGH IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS P4RA RDW
I TOTAL
1 II 21

F2 4-------------.. -

1 I 43 I 22 1 65
SIRCMGLY ACREE I 1 1 30.5

2 I 47 I 46 1 93
AGRFE 1 I I e3-7

4 . .. .. 00.. ..

3 1 33 1 17 1 50

DISA, EE I I 23.5

4 1 5 1 1 5
SIRIELY DISAGRE I 1 1 2.3

4------....4 ..... - "

COLUMN 128 85 213
TOTAL 60.1 39.9 100.0

NUMeER LF MISSING OBSERVATIONS 185

K-84
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Table 85

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE CONCISE IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA ROW
I T3TAL
1 11 21

F3 -------- - ... ... ..- - - +

1 1 44 1 20 1 64
1RO (-LY AGREE 1 1 1 30.0

.t-- -- ---------- aaaa

2 1 70 1 56 1 126
AGREi I 1 1 59.2

4 ........ - - a.......

3 1 11 1 9 I 20

DISACREE I 1 1 9.4
• as ........ 4 a.. a...a .54

4 1 31 1 3
STRONGLY DISAGRE I I 1 1.4

COLUMN 128 85 213
TCTAL 60.1 39,9 ID),D

NUMeE IF MISSI4G OBSERVA7IONS = 185

K-85



Table 86

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS FRAGMENTING OF

INFORMATION IN THE PATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FE5- ROW
I S13'4AL TOTAL
1 if 21 41F4 .. .. ..4 ------. .. . 4-

1 1 52 1 21 1 4? 1 115STRCALLY ACRFE I I 1 1 31.8
4 ....... ....... * --------.

2 1 66 1 53 1 58 1 177AGREU I I 1 1 48.9

3 1 11 1 9 1 3? 1 5?
DISA;EF I I 1 14.44c........ 40c .. .. . f0000000000004

4 1 2 1 1 1 15 1 18STROIKL. DISAGRE I I I 1 5.0

COLUMN 131 84 147 362
TOTAL 36.2 23.2 40.6 100.0

NUMBER [F '415SING OBSERVATIONS z 36

K-86



Table 87

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS THE AMOUNT OF

INFORMATION EVERYONE MUST DOCUMENT"

BY TYPE OF PROVIDER

TYPE
COU?4T I

IRNS PARA PRDFES- ROW

I S3 IAL TOTAL
1 11 21 41

F 5 ----- ---4 ------4 .......a . .......4-

1 1 49 1 24 1 19 1 92

STROAdCLY AGREE ! I 1 1 25.4
4' ... ... 4" .. . .1"........ .

2 1 59 1 41 1 39 1 139

AGREE I I 1 1 38.4
4, .. .. . 4 .... ,... ........

3 I 17 1 17 1 69 Y 102

D!SA;F.E I I 1 1 28.
4 fl . . .....-C---- --- --.... .. -

4 1 5 1 2 1 22 1 29

STRO01I1Y DISAGRE I I I I 8.0
4....... c e4.a- e ... e"'4 -c ... ... c e

COLUMN 130 84 148 362

TITAL 35.9 23.2 40.9 300.0

NUMPER Cr MISSING OBSERVATIONS 36

K-87
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Table 88

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO

READ NARRATIVE NURSING NOTES MORE THAN I

DID IN THE PAST"

BY TYPE OF PROVIDER

1YPE
COqlN 1

IPROFES- ROW
ISIONAL IOTAL
1 41

Ft

1 1 30 1 30
STRONC-LY ACREE 1 1 20.3

2 1 67 1 67
ACREE 1 1 45.3

3 I 32 1 32
DISAZFEE 1 1 21.6

4 1 19 1 19
STRIALLY DISAGRE 1 1 12.8

COLUMN 148 148
TOTAL 103I.0Q 10

NUMBER LF MI15S4G OBSERVATIONS 250

K-88



Table 89

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE MAKES IT EASIER TO

DETERMINE WHAT IS HAPPENING WITH MY PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL rOTAL
1 41

F!"/. . . 4 .... ..
1 1 27 1 27

STRONGLY AGREE I I 1800
4 ----- -.4

2 1 70 1 70
1REi 1 1 46.7
4-----... 4

3 1 32 1 32
D]S~AiEE 1 1 21.3

4 1 21 1 21
STRONCLY DISAGRE 1 I 1 1.

COLUMN 150 150
TVTAL 100.0 100o1

NUMBER tF MISSING OBSERVATICNS 248

K-39



Table 90

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS SAVED ME TIME IN DOCUMENTING

(I FEEL I DON'T NEED TO REPEAT INFORMATION PREVIOUSLY

DOCUMENTED BY ANOTHER HEALTH CARE PROVIDER BECAUSE

IT'S ALL IN THE SAME PLACE)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3W
I TJTAL
1 11 21

FP ------ ne-------------
1 ! 66 1 32 1 99

S1PtNCL Y ACREE I 1 1 46.7

2 1 50 1 37 1 87
AGREE I 1 1 414

4 ------------ eeeeeeee
3 1 8 I 11 1 19

DJSA FEE I 1 1 9.0

4 1 4 1 2 1 6
STRPNCLY DISAGRE I 1 1 2.9

4 ....... -- ..--...... +

COLUMN 128 82 210
TOTAL 61.0 39.0 100.0

NUMBER (F 41SSING OBSERVATIONS 188

K-90



Table 91

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO READ OTHER

CARE PROVIDERS' NOTES"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA ROW
I T3tAL
1 11 21

F9 ----------.--- W. .

1 I 68 1 27 1 95
STRU2NCLY ACREE I 1 1 43.4

4 -- ---4 -....... .
2 1 58 1 49 I 107

AGREE ! I 1 48.9

3 1 6 1 8 1 14
DISA;REE I I 1 6.4

4 1 2 1 3
STPONCLY DISAGRE 1 1 1 1.4

4-------... ........ *

COLUMN 134 85 219
TOTAL 61.2 38.8 100.0

NUMBEP IF MISSING OBSERVATICNS 179

K-91



Table 92

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE SHOULD BE USED AT ALL

ARMY HOSPITALS"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA PR3FES- ROW
I S134AL ITTAL
I 11 21 41

F10 --- 4-----------4----------- # --------
1 I 19 1 32 1 37 1 148

SIRUN(ILY AGREE 1 1 1 41o5
4-------------------------w4

2 1 43 1 45 1 55 1 143

ACREi I 1 1 1 40.1
---------------------------------- 4-------a -

3 1 7 1 5 1 25 1 31

DJSA'FEF 1 1 1 10.4
........--- 4 .. .. . Ce ........ +

4 1 1 1 1 1 27 1 29
SIRONCLY DISAGRE I 1 o 8.1

4. ....... 4.ce e ee... . .... ... .I0

COLUMN 130 83 144 357
TOTAL 36,4 23.2 4,3 1009D

NUMBER LF 4ISSING OBSERVATICNS 41

1,-92



Table 93

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I HAD LITTLE DIFFICULTY IDENTIFYING WHO WROTE PREVIOUS

NARRATIVE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL IOTAL
1 41

F11 ----------------- 4

1 1 19 1 19
STRONCLY AGREE I 1 13,3

4 ..... 4-

2 1 85 1 85
AGREE 1 1 58.2

3 1 32 1 32
DISAZFEE I I 21.9

4 1 10 1 10
STRIOJLY DISAGRE 1 1 6.8

COLUMN 146 146
TOTAL 1000 lOOD,

NUMBER IF 4ISS14G OBSERVATIONS 2152

K-93



Table 94

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I HAD NO DIFFICULTY DISTINGUISHING NURSING NOTATIONS FROM

THOSE OF OTHER DISCIPLINES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS P4RA PRJFES- ROW
I SINAL IOTAL
1 11 21 41

F 1 2 .. .... .n n nn.. .... e e ee. ..- --

1 1 56 I 21 1 23 1 105
STRON(LY ACREE I I 1 1 29,1*eeeee.....eeeeeeeee..----.......4F

2 1 64 1 53 1 91 1 208
AGREE I I 1 1 57.6

3 1 9 1 9 1 21 1 39
DISAFEE I 1 1 1 10.9

4-..-----... 4eeeeeeeeeeeee........e4

4 I 3 1 2 1 4 1 9
STRO).CLY DISAGRE I I 1 1 2.5

4.......ee4eeeeeeeeeee4eeeeeeeeeee

COLUMN 132 85 144 361
TOTAL 36.6 23.5 39.9 100,D

NUMBER [F 4ISSING OBSERVATIONS 37

K-94



Table 95

FITZSIMONS AUMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"I HAD LITTLE DIFFICULTY LOCATING MY PREVIOUS NARRATIVE

NOTATIONS"

BY TYPE OF PROVIDER

T YPE
'COLH T I

IPROFES--
Ic '-ONAJL ROW
i 4 I TOTAL

i I T 3

S.TRONGLY AGREE I I .

2 I 8E:" I ":

A CREE I I 9

3 i8
S .,.EI I ±., E

+ .. . L.+

4+ I 8 I 8

ETRO1.1GL'Y LI,'8RE. I I 5,.6
+--------

_OLUMt 1 144+
TOTA L. 10:'0 . 0

• .i~r-. OF MIS.SINIG (28SERWTIONE: 254

K-95



Table 96

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"PHYSICIANS ON MY NURSING UNIT SEEMED TO LIKE HAVING

NARRATIVE NURSING COMMENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
,',1 14.T I

I F. N s F A ril

I ROW
I i I " i TOTAL.

".'" ..... .. + ... . .. + .......... I+

S RC.-) Y - 'G REE I i I ±6 .

6 1
: I 7C' I R I i ..

A.7SAEF I I I £8

3 I .. I i.& I ',"

D:'A R EI i I :Zi • +

S:.R O'JGL", E: SAGR E I I I 3 6

COLUMN ii.
TYT'AI. 6 J. 7 3 .:30

F . OB-ERVAT IONS

,; 
K 9 6



Table 97

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

'OTHER HEALTH CARE PROVIDERS (e.g., PHYSICAL THERAPIST,

DIETITIAN, SOCIAL WORKER) SEEMED TO LIKE HAVING

NARRATIVE NURSING COMMENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA
I ROW
I I ITOTAL

± I i I -
E7!'.Oi,!GL " °  :i.JREE I I I i7,7

I sB I S i I £39
PGRE. I I I 72.4

3 I ±i I E" I i6
DISAREE I I I B. 3

---------------- 4.
I 1 J. I 2 1 Z

RC' i.GLY' EIS-GRE I I I 1.6

,.OLUMN 1±6 76 , T2
TOTAL. 60- 3 46 1&0.

NUMO';EF OF MISSI1G O18SERVATION.: I-Q,

K-97



Table 9;'

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

"ALTHOUGH THE GUIDELINES READ THAT ALL NURSING PERSONNEL

WERE AUTHORIZED TO CHART ON THE PROGRESS NOTES, THERE

WERE SOME EXCEPTIONS TO THIS POLICY ON MY

NURSING UNIT"

BY TYPE OF PROVIDER

COUNT I
:., ARA P

I ROW
I ± I ITOT AL

LAGEE I i I 2.9

.. I ? ". I 2:± I '+.
A G.REE. I I I 21.

.... . ... +* . . .. .. .. .

1 46

"!,05L, DIS RE I T "

COLUMN i' .
T CTAL 6. 3 3,7 o:, ."

*I. OF - SERVATION.: ±,L1

K-98



Table 99

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

'IN MY OPINION, THE BOTTOM LINE TO EVERYTHING WE HAVE

TESTED IS. •

BY TYPE OF PROVIDER

TYPE

•.OUNT I

ROW PCT IRNS PARAR

COL PCT I CL.ER:: ROW
I ± I 2 I 3 i TOIAL

i. I il. I .i:a I A I :i.3

1MPLEVIENT EXC-L I 4:2 "  I 1.',. I :,. I ,
--- ---67,-0 1 0- -

""I 3 I 6 I "3 I ±2:

0 B :. TO OLID I ".1O I E:.A,) I 2- , I .,
I I I 1.,7 I

+---------------------+----------+

IMPLEMENT ,.I M01 I 1 66, I I E:6- 1 1 i4+A
.,- 5613 1 3011 1 3513
+ ..........-- - ... .. .- '..--------

COLUM. .6 .. 95

TCTA. 2, 7 '-.6 5.7 0 0 0

'UMiEF'. OF MISSING OBER\'TION "

K-99



Table 100

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER

PAGE I EF 5
TYPE

CCUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIOMAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 I 3 1 4 ICC PMEqT ........ 0 -+ ........ 0 fl ........ .......a 4 -.... ...

1 1 1 7 1 1 I 2 I 18
DR ORCER 4GEN SAT 1 44.4 I 38,9 1 5.6 1 11.1 I 25.7

1 47.1 1 28.0 I 7.1 1 14.3 1
I 11.4 1 10.0 1 1.4 I 2.9 I
400" 0.4. - - e......4 a....... ,..4- ... .. oo I4

41 1 1 1 0 I 0 1 1
DP OC-CEN-PAPERWRK I 100. 1 0.0 I 0.0 1 0.0 I 1.4

I 5.9 I 0.0 1 0.0 1 0.0 1
1 1.4 1 0.0 I 0.0 1 0.0 1

8 1 c I 0 1 2 1 0 1 2
DR OWD-PISC PROBLEM 1 0.0 1 0.0 1 100.0 1 0.0 1 2.9

I 0.0 1 0.0 1 14.3 I 0.0 I
I 0.0 1 0.C 1 2.9 1 0.0 I
4-- ...... ~o a- n 4.. . .. .. ... .40 .. .. -fl0

9 01 31 11 01 4
OR t1FD 1-SIEET PREFR 1 0.0 1 75.0 I 25.0 1 0.0 1 597

I 0.0 1 12.0 I 7.1 1 0.0 1
1 0.0 I 4.3 I 1.4 I 0.0 I
400 .. .. .0 4.0.......4. ....... o4 ........ 4,

10 I 0 1 1 I 0 1 0 I 1
CR O 1V REDISN CCMMNT I 0.0 I 100.0 I 0.0 1 0.0 1 1.4

1 0.0 1 4.0 1 0.0 I 0.0 1
1 0.0 1 1.4 1 0.0 1 0.0 1

11 I 7 I 3 1 3 1 4 I 17
5094 GEN SATISFACT I 41.2 I 17.6 I 17.6 1 23.5 I 24.3

1 41.2 I 12,0 I 21.4 1 28.6 I
1 10.0 1 4.3 1 4.3 1 5.7 1

12 I 0 1 2 1 1 1 0 1 3
5094IPROVES COMMUN I 0.0 1 66,7 1 33.3 1 0.0 1 4.3

1 0-0 1 8.0 1 7.1 1 0.0 1
1 0.0 I 2.9 1 1.4 I 0.0 I
4ae--,-----4.- .... o.. .... ... 4 .... ao.4

CILUI.N 17 25 14 14 70
TCTAL 24.3 35-7 20.0 20.0 100.0

K-100



Table 100

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMM ENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 2 OF 5
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK S|ONAL ROW

COL PCT I TOTAL

TAB PCT I 1 1 2 1 3 1 4 1

C[,p24ENTS ...... .4........ - .. .... .4c.... +
13 I 0 1 2 1 1 I 0 1 3

5094 KEEP I 0.0 1 66.7 1 33.3 1 0.0 1 4.3

1 0-0 1 B.0 1 7.1 1 0.0 1
1 0-0 I 2.9 I 1.4 1 0.0 1
4 c---.e .. 4. .. ,,-.IF 4........ n4 'f .... 4

14 1 0 1 0 1 1 1 0 1 1
509- GEN PROBLEMS 1 0.0 1 0.0 1 100.0 I 0.0 I 1.4

I c.o I 0.0 I .1 1 0.0 1
1 0.0 I 0.0 1 1.4 1 0.0 1
4 ........ 4. c.... " 4.".... .4 .5.......4

16 I 0 1 2 I 1 I 2 1 5
509-DECR DOCULEGAL 1 0.0 1 40.0 1 20.0 1 40.0 I 7.1

I coo I 8.0 1 7.1 I 14o3 1
1 0.0 1 2.9 1 1.4 1 2.9 1
+ . .. . .e .. 4. . . . . . ,In . ... . . . .4. c .. . . .4

20 1 1 I 0 1 1 1 0 I 2

509-N0TES QUALITY 1 50.0 I 0.0 1 50.0 1 00 1 2.9
1 5.9 1 0.0 I 7.1 1 0.0 1
I 1.4 1 0.0 1 1.4 1 0.0 I
-. ........4 c.... e4.e .. .. . "F . ... cn--"1

22 1 0 1 1 1 1 1 1 1 3

509 GC BACK 70 SEP NI 0.0 1 33&3 1 33.3 1 33.3 1 4.3
1 0.0 1 4.0 1 7.1 1 Tl I
1 0.0 I 1.4 1 14 1 1.4 1
4i-..... ce4en ...... ....... .4. ....... 4

24 1 6 I 5 1 11 0 1 12
3088-2 +GEN CONVENT I 50.0 1 41.7 1 8.3 1 0.0 1 17.1

S353 I 20.0 I 7.1 T I 0.0
1 8o6 1 7.1 1 1.4 1 0.0 1
4".....n...4nc'--ee4n ...... e4. ... o...

25 1 2 1 0 1 2 1 1 1 5

3e88-2-OLD BETTER 1 6,0 1 0.0 1 40.0 1 20.0 1 7.1

,1 .1 8 1 0.0 1 14.3 I T.1 I

1 2.9 1 0.0 1 2.9 1 1.4 1
4. .. ..... 4 ..... c "s4"n n...c ... n' e4

COLUMN 17 25 14 14 70

TOTAL 24.3 35.1 20.0 20.0 100.0

K- 101
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Table 100

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PACE 3 EF 5
TYPE

CCUNT I'RN PARA WARD PROFES-
ROW PCT I CLERK SIOMAL ROW
COL PCI I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMEN Ta -- - --- -- a----. - --a.. - -----.....
26 1 3 1 ', 1 1 I 0 1 a

3888-9^ REDESIGN CMTS 1 37.5 1 50.0 1 12.5 1 0.0 1 11.4
I 17.6 1 16.0 1 7.1 1 0.0 1
1 4.3 1 5.7 1 1.4 1 0-0 1

28I I o 1 1 0 1 0 1 2
3E88-2 SPECIFIC PROB 50.0 1 50.0 1 0.0 1 0.0 I 2.9

1 5.9 1 4.0 1 0.0 1 0.0 I
I 1.4 1 1.4 I 0.0 1 0.0 1

- ....... l C..... a 4. ....... 4...m..... 4.

29 I 8 1 6 I 0 I 1 1 15
388E-3 + COMMENTS I 53.3 1 40.0 1 0.0 1 6.7 1 21.4

1 47.1 I 24.0 1 0.0 I 7.1 I
I 11.4 1 8.6 1 1.0 I 1.4 1
S ----..-- - ---.------. 4- .... . 4

30 1 0. 1 0 1 1 1 1 I 2
3889-3-NEVER USE 1 0.0 1 coo 1 50.0 1 50.0 1 2.9

1 0.0 1 C. 1 7.1 1 7.1 1
I 0.0 1 0.0 I 1.4 1 1.4 1
-4.---- ...... . ..... .. C ... a.... 4.--- C- ---

31 I t I 5 1 0 I 1 1 14
38EE-4+ COMMENTS I 57. 1 35.7 1 0.0 1 7.1 1 20.0

I 47.1 1 20.0 1 0.0 I 7.1 I
1 11.4 1 7 . I 0.0 I 1.4 I

32 1 0 0I 11 0 1 1
3888-4-0LD BETTER I 0.0 0.0 1 1000 1 0.0 1 1.4

1 0.0 1 0.0 I 701 1 0.0 1
I C.0 1 0.0 1 1o4 1 0.0 1

, ~4. s ... cs as. -- I . . . . -..... ses 4 C ....... 4

33 1 0 1 0 1 0 1 1 1 1
3E8-4 REDESIGN C1'TS 1 0.0 1 0.0 1 0.0 1 100.0 1 1.4

1 0.0 1 00C 1 0.0 1 7.1 1
1 0.0 1 0.0 1 0.0 1 1.4 1
+ -----Us--- ------ 1 4 s-- a -

COLUYN 17 25 14 14 70
TOTAL 24.3 35.7 20.0 20.0 100.0

K-102



Table 100

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PACE 4 VF 5
T YPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIDNAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

CC E TS ......... . . .- +

34 1 0 1 1 I 0 1 0 1 1
388-4 MISC COMMENTS I 0.0 I 100.0 1 0.0 1 0.0 1 1.4

I 0.0 1 4.0 1 0.0 1 0.0 1
1 0.0 1 1.4 I 0.0 1 0.0 I
+ ... ... 05 545C ease.. 4. a ace.as 4c. se...... 4

35 1 6 1 6 1 1 1 1 1 14
3888-54 KEEP 1 42.9 1 42.9 1 7.1 1 7.1 1 200

1 35.3 1 24.C 1 7.1 1 7.1 1
1 8.6 1 8.6 1 1.4 1 1.4 1
+. .... .o- e4 ........ 4. .. e... ease .. . c. a4

36 I 0 I 0 1 2 1 2 1
38fe-54REDESIGN CMT I 0.0 I 0.0 1 50.0 I 50.0 1 5.7

1 0o0 1 0.0 1 14.3 1 14.3 1
I 0.0 I 0.0 1 2.9 I 2.9 I
40--- ..... 4s .. e ... s 4.s .. ... a4 ........ 4

39 1 1 1 1 1 0 1 0 2
36ES-5 MIS COMMENTS 1 50.0 1 50.0 1 0.0 1 0.0 1 2.9

1 5.9 1 40c I 0.0 1 0.0 I
1 1.4 1 1.4 I 0.0 1 0.0 I
4- ....... 5 4. ........ 4. .. .... ea... .. e4

40 I 8 1 6 1 3 1 1 1 18
7DS+KEEPPNC C"AtGES I 44.4 1 33.3 I 16.7 1 5.6 I 25.7

1 47.1 1 24.0 1 21.4 1 7.1 I
I 11.4 1 8.6 I 4.3 1 1.4 1
-- --- s . -c 4.. ...a ..a 4..- --- --- ..... ,---4.

41 1 4 1 6 I 2 1 3 1 15
TDS PEOESIGN COIMMtNS 1 267 1 40.0 1 13.3 1 20.0 1 21.4

I 23.5 1 24.0 1 14.3 I 21.4 I
I 5,7 I E.6 1 2.9 1 4.3 1
4 s s c4.s....... . 4... .... c4 ... ... 545........

42 1 0 I 0 I Z 1 0 1 2
T05 CODING ISSUES 1 0.0 1 0.0 1 100.0 1 0.0 1 2.9

1 0.0 I 0.0 I 14.3 I 0.0 I
1 0.0 I 0.0 1 2.9 I 0.0 1
45c ..... .s. e ... .. . ....... 4.......4"

COLUMN 17 25 14 14 70
TCTAL 24.3 35.7 20.0 20.0 100.0

K-I03



Table 100

A, , ,. RMY ME,, ..

CLINICAL NURSING RECORUS SIUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONT.NUED)
PAC{;E 5 ITF TYPE

CCUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

Cr'P'ME T T ...... . -.... . - e. . o -------- --- -------..... .. 4
43 1 0 1 C I 1 1 1 2

TCS-iLV BETTER 1 0.0 1 0.0 1 50.0 1 50,0 I 2.9
1 0.0 1 0.0 1 7.1 I 7"1 1
1 0.0 1 0.0 1 1.4 1 1.4 14. ........ s 4.e ... ... a4 -a.a .. a . ..*........ ..

44 1 2 I C I 1 1 0 I 3
WS CVERPRINT COMMEN 1 66.7 I 0.C 1 33.3 1 0.0 1 4.3

I 11.8 1 0.0 1 7.1 1 0.0 1
1 2.9 1 0.0 1 1.4 1 0.0 1
4. ... s..... 4. ..s4ss......------4 . s 4

45 1 4 1 6 1 5 1 2 I 17
CEK4SYS CHC CMTS I 23.5 1 35.3 1 29.4 1 11.8 I 24-3

I 23.5 I 24.0 1 35.7 1 14.3 I
I 5,7 I 8.6 I 7.1 1 2.9 I
4- a s ss....- -- as 4 ........ 4- .....- ....-I-

46 1 0 I 0 1 1 1 1 I 2
(EN -CMTSCL, BETTR 1 0.0 I 0.0 1 50.0 1 50.0 1 2.9

1 0.0 1 0.0 1 7.1 1 7.1 1
1 0.0 I 0.0 1 1.4 1 1.4 1
" ... s..-4....... . .----------- ---- ... . 4.

48 1 0 1 0 1 0 I 1 1 1
FEDESI-N C""WENTS 1 0.0 1 coC I 0.o 1 100.0 1 1.4

1 0.0 I 0.0 1 0c 1 7.1 1
I 0.0 1 0.0 I 0.0 1 1.4 I4 .... ... 4 ---- se 4. .. . .- 4. .- -- -4

49 I 1 I C 1 0 1 0 1 10
-PEC/FIC AREA PROBS I 100. 1 0.0 1 0.0 1 0.0 I 1.4

I 5.9 1 0.0 1 0.0 1 0.0 1
i 1.4 1 0.0 1 0.0 1 0.0 1
4"0 ........ 4 ......ses 4. ......as.. 4.a as.....s 4.

50 1 1 1 8 1 0 1 2 1 1!
TOS IANT YELLOW HL 1 9.1 I 72.7 1 0.0 I 18.2 1 15.7

1 5.9 I 32.0 1 0.0 1 14.3 1
I 1.4 1 11.4 1 0.0 I 2.9 1
4 s .. .. .c -e .. .. . 4. ........ss s .4e s.. ... s 4.

COLUMN 17 25 14 14 70
TOTAL 24-3 35.7 20.0 20.0 100.0

PERCENTS AND TCTALS BASED ON RESPDNDENTS

7C VALID CASES 1" MISSINC CASES

K-1)04



Table 101

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-2 TEST NURSING

HISTORY AND ASSESSMENT

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-

ROW PCT I CLERK SIONAL ROW

COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ------------ +- ----------- +-----------+---------- .

24 1 6 1 5 1 1 1 0 1 12

3688-2 +GEN CCMMENT I 50.0 1 41-7 1 8.3 1 .0 1 44 4

I 50-0 I 50.0 1 25.0 1 .0 1
1 27.2 1 18.5 1 3.7 1 .0 I
------- 4-----------+----------------------4

25 I 2 1 0 I 2 1 1 1 5

3888-2-OLD BETTER 1 40.0 I *0 1 40.0 1 20.0 1 18.5

1 16.7 1 .0 1 50.0 1 100.0 1
I 7.4 1 .0 1 7.4 I 3.7 1
------- 4-----------+----------------------+

26 I 3 1 4 I 1 1 0 1 8

3883-2 REDESIGN CMTS 1 37.5 t 50.0 1 1205 1 .0 I Z9.6

I 25.0 1 40.0 I 25.0 I .0 1

1 11,1 1 14.- 1 3.7 1 *0 1
4.----------.------------------------ -- +

28 1 1 I 1 1 0 I 0 1 2

3888-2 SPECIFIC PROB I 50.0 1 50.0 I .0 1 .0 1 7.4

1 8.3 1 10.0 1 .0 1 .0 1

1 3.1 I 3.7 1 00 I .o I
--- ----------- +----------------------+

COLUMN 12 10 4 1 27

TOTAL 44-4 31.0 14.8 3.7 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

27 VALID CASES; 239 MISSING CASES
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Table 102

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-3 TEST

NURSING HISTORY AND ASSESSMENT CONTINUATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCTI I I 2 1 1 4 1

COMMENTS ------------------- --------------------------
29 1 a I b I 1 1 1 is

13-3 + COMMENTS I 53.3 1 40.0 1 .0 1 6.? 1 88.2
1 100.0 1 100o0 1 .0 1 50.0 1
1 47.1 1 35.3 1 .0 1 5.9 1
--- ------------------------ - -------

30 1 0 1 0 1 1 1 1 1 2

388-3-NEVi< USE 1 .0 1 .0 1 50.0 I 50.0 1 11.8
1 .0 1 .0 1 100.0 1 50.0 1

1 .0 1 .0 1 5.9 1 5.9 1
+-----4------------+------------4-------------

COLUMN ab 1 2 17
TOTAL 47.1 35.3 -.9 11.8 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

17 VALID CASES; 249 MISSING CASES

K-106
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Table 103

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-4 TEST

NURSING CARE PLAN

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT1 1 I 2 1 3 1 4 1

COMMENTS ---- ----------------------- 4------------- +
31 I 8 1 5 1 0 1 1 1 14

3888-4+ COMMENTS 1 57.1 1 35.7 1 .0 1 T. 1 82.4
1 100.0 1 83.3 1 *C 1 50.0 1
1 47.1 I 29.4 1 .0 1 5.9 I
------------------.------------------------

32 1 0 I 0 1 1 1 0 1 1
3888-4-OLD BETTER 1 .0 I .0 1 1O0.O 1 .0 1 5.9

1 .0 1 .0 1 LO0.O 1 .0 I
I .0 1 .0 1 5.9 I .0 1
+-----+-----------4--------------------------

33 I 0 1 0 I 0 1 1 1 1
3888-4 REDESIGN CMTS 1 .0 1 .0 1 .0 1 100.0 1 '.9

1 .0 1 .0 I .0 1 50.0 1
1 .0 1 .0 1 .0 1 5.9 1
-------- +------- -----------------------

34 1 0 1 L 1 0 I 0 1 1
3888-4 MISC COMMENTS 1 .0 1 100.0 1 .0 1 .0 1 5.9

,0 I 16.7 1 .0 1 ,0 I
1 .0 1 5.9 1 .0 1 .0 1
---- 4.---------+------------4------------- 4-_

COLUMN 8 6 1 2 17
TOTAL 4791 35.3 5.9 11.8 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

17 VALID CASES; 249 MISSING CASES
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Table 104

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-5 TEST

NURSING DISCHARGE SUMMARY

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA wAKO PROFES-
ROW PCT I CLFRK SIONAL ROW

COL PCT I TOTAL
TAB PCT I I I 2 1 3 1 4 I

COMMETS -------------------- ------------------------- +
35 I 6 1 6 I 1 1 1 1 14

3633-5+ KEEP 1 42.9 I 42.9 1 7.1 1 7*1 1 73.7

I 85.7 1 8.7 1 33.3 1 50.0 1
1 31.6 1 31.6 1 5.3 1 5.3 I
------------------- +------------------------

36 I 0 I 0 1 2 1 2 I 4
3636-5+REOESIGN CMT I .0 1 .0 1 50.,) 1 50.0 I 21.1

1 .0 I .0 1 6b97 1 100.0 1

I .0 I .0 1 10.5 I 10.5 1
------------------ 4------------------------

39 I 1 1 1 1 0 1 0 1 2

3,.i-5 MIS COMMENTS I 50.0 1 50.0 1 .0 1 .0 1 10.5
1 14.3 1 L43 1 90 I 00 1
1 5.3 1 5.3 1 .0 1 .0 1
------------------ +------------------------

COLUMN 7 T 3 2 19
TOTAL 36o8 36o8 15.6 10.5 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

19 VALID CASES; 24T MISSING CASES
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Table 105

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 41

COMMENTS - - -- ---
I I 8 I T I I 1 2 1 18

DR ORDER +GEN SAT 1 44 4 I 38.9 I 5.6 I 11.1 I 81.8
1 100.0 1 77.8 1 33.3 1 100.0 1
I 36.4 1 31.8 I 4o5 1 9.1 I
+---------------------------------+--------------

41 1 1 0 1 0 1 0 1 1
DR ORD-GEN-PAPERWRK I 10O.0 I .0 1 ,0 1 .0 1 4.5

I 12.5 1 .0 1 .0 1 .0 1
I 4o.5 1 0 1 .0 1 .0 1
------------------ +--------------4----------

a 1 0 1 0 1 21 01 2
OR ORD-MISC PROBLEM 1 .0 1 .0 1 100.0 1 .0 1 9.1

1 .0 1 .0 1 66.7 1 so I
1 .0 1 ,0 1 9.1 I .0 1
----------------------.------- +--------------

9 1 0 1 3 1 11 0 [ 4
DR ORD 1-SHEET PREFR 1 .0 1 75.0 I 25sC 1 .0 1 18.?

1 -0 1 33.3 1 33.3 I .0 I
1 .0 I 13.6 I 4.5 1 .0 1
+------+---------------------------------------

t0 1 0 1 1 1 0 1 0 1 1
OR ORD REDISN COMMNT 1 .0 1 100.0 1 60 1 .0 1 4.5

I .0 I 11.1 1 .0 I s0 I
I .0 1 4.5 1 .0 1 .0 1
----- ---------------------- 4--------------

COLUMN 8 9 3 2 22
TOTAL 36o4 40.9 13s6 9.1 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

22 VALID CASES; 244 MISSING CASES
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Table 106

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING
DA FORM 4677-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN NONMEDICATION

AND DA FORM 4678-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN MEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA hARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT [ 1 1 2 1 3 1 f I

COMMENTS ---------------------------------------------- +
40 1 8 1 6 I 3 I 1 1 18

Ti)S+KEEPtNO CHANGES I 44 4 1 33.3 1 16.7 1 5o6 1 48.6
I 57.1 1 50.0 1 50.0 1 20.0 1
1 21.6 I 16.2 1 8.1 1 2.7 1
------------------ +------------------------

41 I 4 1 6 1 2 I 3 1 15
TOS REDESIGN COMMNTS 1 26.7 1 40.0 1 13.3 1 20.0 1 40.5

I 28.6 1 50.0 1 33.3 I bO.O I
1 10.8 1 16.2 1 5e4 1 8.1 I
----------------- '4------------------------

4? 1 0 I 0 1 2 I 0 1 2
TO5 CODING ISSUES I .0 1 .0 1 103.0 1 of I 5.4

1 .0 1 .0 1 33.3 1 .0 1
1 .0 1 .0 1 5.4 I .0 I
------------------- +-----------------------

43 1 0 1 0 1 1 I 1 1 2
TOS-OLD BETTER I .0 1 o0 1 50. 1 50.0 1 5.4

1 .0 I .0 I 16.7 1 20.0 1
I D0 I .0 I 2.7 1 20? 1
*------4--------------------------------

44 1 2 1 0 1 1 I 0 1 3
TDS OVERPRINT COMMEN I 66.7 I *0 I 33*3 1 .0 1 8.1

1 14.3 1 .0 1 16.7 I so I
I 5.4 1 .0 I Z.7 1 .0 1
*----.----------4----------------- ---------

COLUMN 14 12 . 5 37
TOTAL 31.8 32.4 ibz 13.5 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

37 VALID CASES; 229 MISSING CASES

~KlO



Table 107

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I I 1 2 1 3 I 4 1

COMMENtS ----------------- + --------------------------

ti 1 7 1 3 1 3 1 4 1 17
509+ GEN SATISFACT 1 41.2 I 17.6 1 11.6 I 23.5 I 54.8

1 875 1 33.3 1 42.9 1 57.1 1
I 22.6 1 9.7 1 9.7 1 12.9 I

+------+----------- -+-------------+--------------

12 1 0 I 2 1 1 1 0 I 3
509+IMPROVES COMMUN 1 .0 1 66.7 I 33.3 1 .0 I 9.7

1 .0 I 22.2 1 14.3 1 .0 1
I .0 1 6.5 I 3.2 1 .0 1

------------------- -+-------------4--------------

13 1 0 1 2 1 1 1 0 1 3
509+ KEEP 1 .0 I 66.7 I 33.3 I 00 1 9.7

1 .0 1 22.2 1 14.3 1 .0 1
1 *0 1 6o5 1 3.2 1 .0 1
------------------------------------------

14 I 0 1 0 1 1 1 0 1 1
509- GEN PROBLEMS 1 ,0 I .0 I 100.0 I .0 1 3.2

1 .0 1 .0 1 14.3 1 .0 1
I .0 1 .0 1 3*2 t .0 1
+------+---------+--------------+--------------

16 1 0 I 2 1 1 1 2 I 5
509-OFCR DOCUgLEGAL I .0 I 40.0 1 20.0 1 40.0 1 16.1

I .0 1 22.2 1 14.3 1 28.6 1
1 .0 1 6.5 I 3,2 I 6.5 1

-------------------- +--------------aaaaaaaaaaaa

20 1 1 I 0 1 1 I 0 1 2
509-NOTES QUALITY I 50o0 1 .0 1 50.0 I .0 1 6.5

1 12.5 I .0 1 14.3 1 .0 1
I 3.2 1 .0 1 3.2 I .0 1
-------------- ----+ ------------ +

22 1 0 1 1 I 1 1 1 1 3
509 GO BACK TO SEP N I .0 1 33.3 1 33.3 1 3393 1 9.7

1 .0 I 11,1 1 14,3 I 14.3 1
I .0 1 3.2 1 3.2 1 3.2 1
+---------- ...--------.------------------. ee

COLUMN 8 9 71 7 31
TOTAL zi.8 2900 22.6 2296 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

31 VALID CASES; 235 MISSING CASES
K-111



Table 108

4 FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

CURRENT DUTY ASSIGNMENT

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

HI - .-- ------- .... ea... .

1 1 94 1 1 94
CLIN STAFF NURSE I I I 43.5

2 1 21 1 1 21
CLIN tEA9 NUPSE I I 1 9.7

------------- - - - -+

3 8 1 1
CLIN NURSE SPEC 1 1 I 3.?

4 81 1 8
SPEC PFACIICES I I 1 3.7

4 ..... a . .... ... 4.

71i 11I 1 1

UTHER I I 1 .5
4.aaaaaaaaaa. 4 ....a ....a a4

8 1 1 2 1 2
91A-AIVE I 1 1 .9

4- -, ---a--a a a -4

10 1 I 73 1 73
91C ?FACT NRS I i 1 33.5

4 ...CC.C... CC. a... a. a4

91F-P!YC4 TECH I 1 1 3.7
4 aeeeeeeeee. ,. a ,..., a.., ,, ,,-4

12 1 1 1 1 1
ODTHEP I 1 1 .5

COLUMN 132 84 216
TOTAL 61.1 38.9 100.0

NUMBER UF MISSING OBSERVATIONS z 182

K-I i2



Table 109

FITZSIMONS ARMY MEDICAL CENhIR

CLINICAL NURSING RECORDS STUDY

"ARE YOU A WAROMASTER?"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IPARA ROW
I OrTAL
1 21

1 1 17 J l"YES 1 1 20.7
4-. .. . ...

2 1 65 1 65NO 1 1 79.3

COLUMN 82 82
TOTAL 100.0 100,,

NUMBER I'F MISSING OBSERVATIONS 316

K- 113



Table 110

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

PRIMARY INPATIENT NURSING UNIT

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
! 11 21 31

H3 -- 4-- a... ...4 ....... --- ........
1 1 43 1 22 1 6 1 71

SURE LNIT I I 1 1 30.2

2 1 3 1 10 1 1 1 14
PSYCHI UNIT I I 1 1 6.0

4o. ....000 0 So .. .. .a ........ n 4

3 1 15 1 14 I 3 1 32
MED i7it I 1 1 1 13.6

4 ! 2 1 61 1 8
COMBINED MED SUR 1 1 1 1 3.4

•- ..... a 4 ...o .. no ... .... •a

5 1 7 1 5 1 1 1 13
PEDS UN1I I I 1 1 5.5

6 1 34 I 20 I 2 I 56
ALL ICU S I I 1 1 23.8

........-- ..... --- --------- .040

7 1 13 1 5 1 2 1 20
LED MEN oOST PAR I I I 1 8.5

8 1 17 I 1 1 17
DR AMES I I 1 1 7.?

91 3 1 1I 1 4
OTHER I 1 1 1 1.7

4 ...... so ........ o4oa- .. .. -

COLUMN 137 83 15 235
TOTAL 58.3 35.3 6.4 100.0

NUMBER VF MISSING OBSERVATIONS 163

K,-:-114



Table 111

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED AS A REGISTERED NURSE

BY TYPE OF PROVIDER

TYPE TYPE
COUNT I COUNT I

IRNS ROW JRNS ROWI TOTAL I TOTALH4 ---- I

1 1 114
1 11 1 1.14 1 3 1 3..... 1..9 1 ! 2.54 a S e s a 5 44 

.. . . . . ..s e -
2 20 1 20 151 61 61 1 16.9 6 1 5.1

3 1 3 1 3 16 1 3 1 31 1 2.5 1 1 2.5
4 1 4 I 4 17

1 1 3.4 1 1 1 .

+-ft~~ -- -- 1 se 1-
5 7 181 21 21 1 5.9 2 I 1.7

6 1 10 1 10 19 1 1 1 1
1 1 8.5 1 I .8

7 1 5 1 5 20 1 6 6 6
1 4 2 1 1 5.1

8 9 1 9 COLUMN 118 li
1 1 7.6 TCJTAL 100.0 10000

9 1 3 1 31 1 2.5

10 1 4 1 4
1 1 3.4

1 1 4 1 4 NUMBER OF 4ISSING
1 1 3.4
4----------.

12 1 4 I 4 OBSERVATIONS 2801 I 3.4

13 1 8 I 8
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Table 112

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

CORPS AFFILIATION

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

H 5 -....4---------.

1 1 21 1 21
AISC-CIV 1 1 14,3

3 1 123 1 123
Mc-CIv I 1 83.7

4 1 3 1 3
MSC-,IV 1 1 2.0

COLUMN 147 14.7
TCTAL 100.0 1Oo.0

NUMBER CF 4ISSING OBSERVATIONS 251

K-1 16



Table 113

FITZSIMONS ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
1 11 21 3), 41

546 -- o- s--0---0--------------- 0 400--------- o~eo - -- ,

I 1 28 1 9 I 1 I 17 1 55
1 I 1 1 I 16.6
4• n ... ... 40........4n .. 0. 00. 4o ........

2 1 25 1 16 1 6 1 21 1 68S I I l I I 20.5 61 1 1 1 1 205

3 1 4 1 6 1 1 16 1 26
1 1 1 1 1 799

4 1 5 I 4 1 1 11 1 20
1 1 1 1 I 690
400. .. ". ...0004"on........o o n o -on..0...

5 1 3 1 5 1 3 1 4 1 15
1 1 1 1 I 4.5
4oo ... .. o4n ...... . 4. 00000.. • .. e..... •4

6 1 7 1 T 1 1 5 1 19
1 I I 1 1 5.7
4o . .. ... 00000..... 4 ........ . ...... •4

7 1 3 1 3 1 1 10 1 16
1 1 1 1 1 4.8
4 . ....O O 4 00 00...4n ....... •f on ..... ... 4•

8 1 7 1 5 I 1 6 1 18
1 1 1 5.4

91 21 1 1 41 6

19 I 5I I 1 1 1.82

10 1 5 1 6 1 4 1 7 1 22
] I 1 I I 6.6
40.. . . .. ........oo oof n n ....... . e .... .

11 1 2 ? 1 1 4 1 6
I I I 1 1 1.8

12 1 5 1 3 1 1 6 1 14
1 I I 4 1 4.2
40....000,040000..... ,, e..•... ... •~ ... o.. . •

13 1 2 1 1 1 1 1 Z 1 6
. I 1 I 18
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Table 113

FITZSIMONS'ARMY MEDICAL CENTER

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER (CONTINUED)

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
1 11 21 31 41

HK 6 ........4 .o .... . . - n ... ...e n . . .....e 0 4 0 e . .. .e

14 1 4 1 1 1 1 3 1 8
1 l 1 l I 2o4

15 1 6 I 14 1 11
1 1 1 1 1 3.3

16 1 21 1 1 11 3
1 1 9 1 1 ,9

17 1 2 1 1 1 2 1 4
I I 1 1 I 1.2S........ Ce .. .. .c 4 ....... cone 4......c.. 1

18 1 4 1 1 1 1 3 1 8
1 1 I 1 1 2.4
4000 ... ... 4 . .. co o n 4.e ... ... n .. ... •eo eo

19 1 1 1 1 2 1 2
I 1 1 1 1 .6

20 1 1 1 2 1 1 11 4
I1 1 1 1.2

COLUMN 115 72 15 129 331
TOTAL 34.7 21,8 4.5 39.0 100.0

NUMBER LF 4ISSING OBSERVATIONS : 67

o-.1 1

, II



Table 114

FITZSIMONS ARMY MEDICAL, CENTER

CLINICAL2,NURSING RECORDS STUDY

FINAL GENERAL COMMENTS

BY ,TYPE OF PROVIDER.,

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB-PCT I 1 1 2 I 3 1 4 1

COMMENTS ---------------- +---------------------- -- +--------+
45 I I 1 6 1 5 I 2 I 17

( N+SYS CHG CMTS I 23.5 I 35.3 I 29.4 I 11.8 I 54.8
1 80.0 1 42.9 1 83) I 33.3 I
1 12.9 I 194 I 16.1 1 695 1
-----------------------------------

46 1 0 1 0 1 1 1 1 I 2
GEN -CMTSOLD BETTR 1 .0 1 .0 I 50.0 1 50,0 1 6.5

I .0 1 *0 I 16.1 1 16.7 1
1 .0 I .0 1 3.2 I 3.2 1
4.----4-----------+----------------------

48 1 0 I 0 I 0 1 1 1 1
REDESIGN COMMENTS I .0 I .0 1 .0 1 100.0 1 3.2

1 .0 1 .0 1 *0 1 16. 1
1 .0 I s0 1 .0 1 3.2 I
*------4-----------+------------------- -+

49 1 1 I 0 1 0 I 0 I I
SPECIFIC AREA PROBS I lO0.O 1 .0 I .0 1 .0 1 3.2

1 20.0 1 .0 1 .0 1 s0 I
I 3s2 1 .0 1 .0 1 .0 1
4------.-----------+-----------------------

50 I 1 1 8 1 0 1 2 1 11
TOS WANT YELLOW HL 1 9.1 I 72,7 1 .0 1 18.2 1 35.5

I 20.0 1 51.1 I o0 1 33.3 1
I 3.2 I 25o8 I 00 1 6.5 I
------- 4-----------+----------------------

COLUMN 5 14 6 6 31
TOTAL 16*1 45.1 19.4 19.4 10000

PERCENTS AND TOTALS BASED ON RESPONDENTS

31 VAL!D CASES; 235 MISSING CASES
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Table 1

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

TYPE OF RESPONDENT

VALID CUM
VALUi LASEL VALUE FREQUSNCY PERCENT PERCENT PERCENT

RNS 1 65 38.2 38.2 38.2
PARA 2 67 39.4 39.4 77.6
WARD CLERK 3 4 2.4 2.4 800.
PROFES- SIJNAL 4 34 20.0 20.0 100.0

TOTAL 170 100.0 100.0

VALID CASES 170 MISSING CASES 0

Table 2 o

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SAVE

ME NURSING DOCUMENTATION TIME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
I 11 21

A 1 ... ... - -, -- -- -4 .... ...

1 I 24 1 21 I 45
STRONCLY AGREE I 1 1 35.4

4- -,--.4 ..... -

2 1 29 1 33 1 62
AGREE 1 II4B8*} ~ ~~4 - --- wm,.--- -4., .. . .---

3 1 91 61 15

DISAGiEE I I 11 8
4 -- - .. -... ... -

4 1 2 1 31 5
STRONGLY DISAGRE I I 1 3.9I CLU 4. ..... -..... 4

COLUMN 64 63 127
TOTAL SO,4 9,6 1000

NUMBER OF MISSING OBSERVATIONS 43

L-2



Table 3

FORT JACKSON

CLINICAL NURSING, RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HELP AVOID WRITING SAME INFORMATION SEVERAL

PLACES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ."ARD ROW
1 CLERK TOTAL
1 11 21 31A? ..... e .s 4,,.,----s.-so --. s..... see ... ... a

1 221 291 31 54
STRONGLY AGREE 1-I 1 41.5

2 1 30 I 25 1 1 55AGREE 1 1 1 1 42.3

3! 81 9 1 1 17DISA;PEE 1 1 1 13.1

4 1 3 1 114STRONELY DISAGRE 1 1 1 1 3.1

COLUMN 63 64 3 130
TOTAL 48.5 49.2 2.3 1000.

NUMBER OF MISSING OBSERVATIONS * 40

L-3



Table 4

FORT JACKSON

CLINICAL NUSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

IMPROVE CO*ININICA0TION ABOUT THE PATIENT AMONG

NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA RDW
1 TOTAL
1 11 21

A 3 ........ -.. .....s e 4 ... ... ss

1 I 9 16 1 25
STRONDCLY AGREE I I 1 200

2 1 35 1 35 1 70
-AGREE I 1 1 56.0

4* . .... s s4s e ........ 4-

3 1 16 1 9 1 25
DISAVREE 1 I i 209D

4 1 3 1 2 1 5
STRONMLY DISAGRE I I 40

4,.., ,, a see 4.,,.,, ,,e.,s. 4.

COLUMN 63 62 125
TOTAL 5,O04 49.6 101.0

NUMBER (!F MISSING OBSERVATIONS 45

L-i



Table 5

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE'OLD SYSTEM, I FEEL THE TEST FORMS IMPROVE

COMMUNICATIONS ABOUT THEPATIENT BETWEEN NURSING AND

OTHER HEALTH CARE PROFESSIONALS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
TOTAL

1 11 21

1 I 9 1 1b I 25
STRONCLY AGREE I 1 1 20.0

40 ... .. 00 . ...no .. o

2 1 35 1 36 1 71
AGREE 1 1 I 56.8

3 1 15 I 10 1 75
DISAGREE I I I 2Do

STROACLY DISAGRE I 1 1 3.2

COLUMN 63 62 125
TOTAL 50.4 49.6 100.0

NUMBER CF 4ISSING OBSERVATIONS * 45

L-5
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Table 6

FORT JACKSON
,CLINICAL ,NURSING RECORDS STUDY

COMPARED ,TO ,THE OLD SYSTEM, I FEEL THE TEST FORMS

ENCOURAGE ME TO U$f THg NURSING PROCESS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I IA5 -'".. . . . .. I

1 I 10 1 10
STROOLY. AGREE 1 1 15,9

2 1 34 1 34
AGREE I 1 54.0

3 1 18 I 18
DISAGREE 1 1 28.6

4! 1 1 1
STRONELY DISAGRE I 1 1.6

COLUMN 63 63
TOTAL 1IQ.0 100.0

NUMBER CF 4ISSING, OBSERVATIONS ' 107

L-6



Table 7

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE EASIER TO USE'

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK 7OTAL
I it 21 31

A 6 . . , W• W+

1 ! 12 1 is 1 2 1 32
STRONGLY AGREE 1 1 I 24.8

2 1 38 1 38 1 1 1 77
AGRE1 I I590

3 1 12 1 6 1 1 is
DISAGREE I I 1 I 14.0

41 21
STRONGLY DISAGRE I I I I lob

COLUMN 64 62 3 129
TOTAL 49.6 48,1 2.3 100.0

NUMBER OF NISSING OBSERVATIONS - 41

L-7



Table 8

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SHOULD

HAVE BEEN A MORE, DRASTIC CHANGE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

A 7 - i..... - - .. -,-- . .. ...... -*
1 1 4 1 51 1 9

STRONILY AGREE I I 1 1 7.5
4 ... -,4.- -,..... 1"4..-.... 4

2 1 12 1 22 1 1 ! 35
AGREE I I 1 1 29.2

3 I 34 I 30 I 1 1 65
DISA;FEE I I 54.2

4 81 3 1 1 11
STROedCLY DISAGRE I I 1 1 9.24-..- ..."'..... """ ... i. . ...

COLUMN 58 60 2 120
TOTAL 48.3 500 1.7 1009D

NUMBER uF 4ISSING OBSERVATIONS 50

L-U
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Table 9

FORT JACKSON

CLINICAL 'NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE A DEFINITE IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA NARD ROW
I CLERK TOTAL
I 11 21 31

A . . . I ........ ......,40 o fl..S O .. ... .IF

1 1 13 1 18 1 3 1 34
STRONCLY ACREE I I 1 1 26.6

2 1 38 1 3b I 1 1 75
AGREE I I I 1 58.6

4. ...... 40. . ... .F......n..4.

3 1 9 1 8 I 1 17
DISA;REE I I 1 1 13.3

41 21 1 1 2
STRO#41LY DISAGRE I I 1 1 1.6

COLUMN 62 62 4 129
TOTAL 48o4 48.4 3.1 100.

NUMBER OF 4ISSING OBSERVATIONS s 42

L-9
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Table 10

FORT JACKSON

CLINICAL NURSING, RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

PROVIDE ME A, BETTER PICTURE OF WHAT IS HAPPENING

TO THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
1 TOTAL
I 11 21

1 81 13 1 21
STRO CLY AGREE I 1 1 17,1

4.. .. * -•" ..... -4

2 1 33 1 37 1 7D
AGREi 1 I 1 56.9

4 ... -,.-I . .... .

3 1 ZO 1 11 1 31
DISA;FEE I 1 1 25.?

4!1 1
STRONGLY DISAGRE I I I .84-.,...... ..... -

COLUMN 62 61 123
TOTAL 50.4 4996 1ODe

NUMBER CJF %ISSING OBSERVATIONS " 47

L-1O



Table 11

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

REDUCE THE AMOUNT OF PAPERWORK I HAVE TO DO"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
i CLERK TOTAL
I it 21 31A 1 0 ....... -4 e ....o e ..0 ..... o4 .... . .

1 1 12 1 16 1 1 1 29
STRONCLY AGREE I 1 1 1 22.7

2 1 30 1 32 1 2 I 64
AREU I I I I 509D

400 .. o... 040 .... on.. 40 .. ...... 4

3 1 16 1 13 1 1 29
DISAGREE I I 1 1 22.7

4 1 5 1 1 1 1 6
STRONCLY DISAGRE I I 1 1 4.7

COLUMN 63 62 3 128
TOTAL 49.2 48.4 2.3 100.0

NUMBFR OF 41SSING OBSERVATIONS * 42

L-11I



Table 12

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"!COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HAVE IMPROVED THE QUALITY OF DOCUMENTATION ON

Y NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDW
I TOTAL
1 11 21

Al I ...e..... 4ce ... .---4. c........

I 11 1 1I 22
S7RONCLY AGREE I I 1 1804 . .ec e .4. ........ 4.

2 1 22 1 40 1 62
AGREE 1 l ! 50.54. ...... s 4. e........ .

3 1 24 1 10 1 34
D15A;PEE I 1 1 27.9

S......0 0-4.e.. .... 4

4 1 3 1 1 1 4
STRONELY DISAGRE I 1 1 3.3

COLUMN 60 62 122
TOTAL 494 50.8 100.0

NUMBEP OF MISSING OBSERVA'IONS 4 4B

L-12



Table 13

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE NUMBER OF NURSING HISTORY, QUESTIONS IS ADEQUATE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
I 11 21

1 I 12 I 12 1 24
STROtICLY AGREE I I 1 20o2

2 1 42 1 38 1 so
AGREE I 1 1 67.2

3 1 5 1 9 1 14
DISAGREE I I I I1.

4 1 11 1 1
STROACLY DISAGRE I I I es

COLUMN 60 59 119
TOTAL 50.4 49.6 Moo

NUMBEP EF 4ISSING OBSERVATIONS 51

L-13



Table 14

IFORT JACKSON

-CLNI AL 'NURSING RECORDS STUDY

"THE CONTENT OF THE ,NURSING- 41STORY QUESTIONS I$ AS THOROUGH

AS I -NEED THEM TO BE"

-BY ,TYPE 'OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
I 1i 21

82 ... . .. . ... 4 .o .. . .

1 1 7 1 9 1 16
STREIONLY AGREE I 1 1 13.7

• .... o -- ...... •4

2 1 43 I 38 1 81
A;REi I 1 1 69.2

3 1 8 1 11 1 19
DISAGREE I I 1 16.2

4se o-" s -e .. ... "--oe4

4 1 11 1 1
STRONGLY DISAGRE I 1 1 .9

COLUMN 59 58 117
TOTAL 50.4 49.6 IDD,5

NUMBER UF MISSING OBSERVATIONS 53

L-14,
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Table 15

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT THE BLOCK FOR PATIENT'S PERSONAL

ARTICLES AND VALUABLES IS HELPFUL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

B3 ----- -- . . 4 ... ... . . . .-

1 1 6 1 12 1 2 1 20
STRONGLY AGREE I I I 1 16.0

-.... o,--I .. .. ne .. . .

2 I 39 1 42 1 1 81
AGREE I I 1 1 64.8

3 1 13 1 7 1 1 20
DISAgREE I ! 1 1 16.0

4ne..... . -' .... 455......0.4

4 1 2 1 1 1I 4
STRONGLY DISAGRE I I I I 3.

COLUMN 60 62 3 125
TOTAL 48.0 49.6 2.4 100.0

NUMBER IF lISSING OBSERVATIONS = 45

L-15



Table., 16

FQRT ,JACKSON

CINMICALt51NSI NG P RECORDS STUDY

WON MY NUR$iNG, UNTT MST, NPRSING, ISTORE ARE

-DONE, BY, NON-RIANC. PERSONNEL."

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31B 4 ...... - - ----- mm mm mm m .. .. . mm ........

1 I 6 I 16 1 2 1 24
STRONGLY AGREE I I 1 1 18.9

2 1 25 1 24 1 1 I 50

AGREE1 I 1 1 39.4

4m . .. 4 .... .. 4m ...... ..

13 20 1. ]6 1 36
DIS-AgREE I t, 1 1 28,3

4 1 11 t 6 1 I 17
STR04IGLY DISAGRE I I 1 1 13,4

COLUMN 62 62 3 127
TOTAL 4688 48.8 2,4 100.0

NUMBER UF MISSING OBSERVATIOt.• 43

L-16
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Table 17

FORT JACKSON

CLINICAL-NURSING RECORDS STUDY
"ON MY NURSINGUNft ALL NURSING ,ASESMN ARE

DONE BY RNs AND ANCs"

' BY TYPE OF PROVIDER

TYPE
COUNT I

IRMS PARA WARD ROW
CLERK TOTAL

S1 21 31

1 1 40 1 20 1 3 1 63
STRONGLY AGREE I 1 I I 48B

2 1 17 1 26 1 1 43
AGREE I I 1 ! 33-3

3 1 5 1 1% 1 1 I 20
DISAGREE 1 I 1 1 15.5

41 1 31 1 3
STRONGLY DISAGRE 1 1 1 I 2.3

COLUMN 62 63 4 129
TOTAL 48.1 45.8 3.1 100.0

NUMBER CF 41SSING OBSERVATIONS * 41

L-1 7
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Table ,18

FORT JACKSON

tCLINICAL NURSING RECORDS STUDY

"ONAY NURSING UNIT AN OVERPRINT IS USED FOR

THE ASSESSMENT"

,BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROw
I TDTAL
1 11

STRONELY AGREE 1 1 10.2

2 1 14 1 14
AGREi 1 1 23.7

4 ...- -',''4t

3 1 27 1 27
DISAMPE 1 1 45.8

4 1 12 1 12
STRONGLY DISAGRE 1 1 20.3

COLUMN 59 59
TOTAL 100.0 1DD.

NUMBER OF 4ISSING OSSERVAIONS : 331

L-18
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Table 19

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT WE OFTEN USE THE HISTORY

AND, ASSESSMENT CONTINUATION SHEET"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31B? a ...a..... 4.....- ... 4 •--- .c... *c ........4

11 3 ! 5 1 1 1 9
STROMELY AGREE I I 1 1 7.54 ...... e .. ... -• .c...... a

2 1 15 I 30 I 1 1 46
AGREi I I 1 1 38.3

3 1 30 1 18 I 1 I '9
DISACFEE I I 1 1 40.8

4 1 13 1 2 1 1 1 16
STRONGLY DISAGRE I I 1 1 13.34 fl.... •e .... cc ,.a4 eo..c....

COLUMN 61 55 4 120
TOTAL 50.8 45.8 3.3 100.0

NUMBER UF MISSING OBSERVATIONS so

L-19



Tablie "20

FORT JACKSON

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE :AS'SSSME t CATEGORIES FROM THE

STANDARDS OF NURSiNG PRA'tbtt (DA PAM 40-5)

IS WELPFUL"TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I rYTAL
1 11

B B - -- ..... . .- --,-

i I 13 I 13
STRONGLY AGREE I I 2495

4"-o-- -+

2 1 24 1 24
AGRE 1i 1 45.3

4-- "0 -+

3 1 9 1 9
DISAGREE 1 I 17.0

4 1 ? I ?
STRONGLY DISAGRE i I 13.2

COLUMN 53 53
TOTAL Y60. 0 O0.0

NUMBER O F 49SSIMG OBSEVATIONS , 117

L-Zb



Table 21

FORT JACKSON

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE STANDARDS

OF NURSING PRACTICE (DA PAM 40-5) HAS INCREASED

MY USE OF THE CATEGORIES"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS ROW
I TDTAL
I 11

B 9 ........o *s .....

1 1 9 1 9
STRONGLY AGREE 1 I 17.3

+05 -W... -

2 1 25 1 25
AGPEi 1 1 8.1

3 1 12 1 12
DISA;REE 1 1 23.1

4 6 1 6
STRONCLY DISAGRE 1 I 11.5

+4- .. .... 4

COLUMN 52 52
TOTAL 100.0 10O*0

NUMBER OF %ISSING OBSERVATIONS 118

L-21
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Table 22

FORT JACKSON

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL

810
1 1 12 1 12

STRONELY AGREE 1 1 23.1

2 1 25 1 25
AGREE t 1 48*1

3 I 10 I 10
DISAMREE 1 1 19.2

4 1 5 1 5
STRO4LY DISAGRE 1 1 9.6

COLUMN 52 52
TOTAL 100.0 100.0

NUMBER OF 4ISSING OBSERVATIONS li8

L-22
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Table 23

FORT JACKSON

f. CLINICAL NURSING RECORDS STUDY

"I LIKE THE IDEA OFTHE NURSING HISTORY AND ASSESSMENT,

IF COMPLETED ON ADMISSION,. SERVING AS THE ADMISSION

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RON
I TOTAL
1 11

B 11 no... . e . .
1 1 37 1 37

STRONLY AGREE I I 6167

2 1 20 1 20
ACREE 1 1 333

3 1 2 1 2
DISAGREE I I 3.3

4 1 11 1
STRONELY DISAGRE I 1 1.7

COLUMN 60 60
TOTAL 100.0 100.0

NUMBER VF 4ISSING OBSERVATIONS s 110

L-23
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Table,24

FORT JACKSON

CLINICAL NURSING. RECORDS STUDY

"OVRPRINTING THE NURSING DIAGNOSES ONTO THE, CARE PLAN

IS HELPFUL, TOME"

9Y TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
1 111

B 2.I

1 1 27 1 27
STRONGLY AGREE 1 1 46.6

2 1 25 1 25
AGREE 1 1 43.1

DISAGREE I BIb.6

4 1 1 1 1
STRON.LY DISAGRE I I I*7

4 .. -,, .,.,, .4

COLUMN 58 58
TOTAL 100.0 100.0

NUMBEI OF MISSING OBSERVATIONS 112

L-24



Tabl e 25

FORT'JACKSON

CLINICAL NURSING RECORDS STUDY

"OVERPRINTINd' THE'NURSING DIAGNOSES ONTO TF:E CARE PLAN HAS

INCREASED-MY USE OF'THEDIAGNOSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I rDTAL
I II

B13 ........ + . .....
1 1 24 1 24

STRONCLY AGREE 1 1 42.9

2 1 23 1 23
AGREE I 1 41.1

4 .. ee.....e

3 1 8 1 8
DISAGREE 1 1 14.3

4 1 1 1 1
STRONGLY DISAGRE I 1 1.8

COLUMN 56 56
TOTAL 100.0 10.0

NUMBER CF 4ISSING OBSERVATIONS ' 114

L-25



Tabi e>26

FORT JACKSON

CLINICAL, NURSING .RECORDS STUDY

'1"OVERPRINTING THE, NURS.INGDIAGNOSES ONTO THE CARE .PLAN

SHOULD6, BE CONTINUED"

BY TYPE OF PIVIDER

TYPE
COUNT I

lItNS Raw
I TOTAL
1 11

1 1 28 1 28
STRON LY AGREE 1 1 41.5

2 1 25 I 25• E ~IF ..... AZ,

4. .. . -. 4.
31 5 ! 5

DISAGREE 0 8.5

4 1 1 1 1
STRONGLY DISAGRE I 1 1.7

COLUMN 59 59
TOTAL 100.0 100.0

NUMBER IF 4,ISSING O%3ERVATIONS 11I

L-26
, 1I



Table 27

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I READ THE NURSING CARE PLAN TO LEARN THE OVERALL

GOALS FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL
1 21

B15 ... ... € .......
1 1 16 1 16

SRONCLY AGREE 1 1 25.8

2 1 42 1 42
AGPEE 1 1 67.7

3 1 3 1 3
DISAGREE I I 4*B

41
STRONGLY DISAGRE I 1 1.6

4c .. ..... €

COLUMN 62 62
TOTAL 100.0 100.0

NUMBER CF 4ISSING OBSERVATIONS - 10B

L-27



Table 28

fORTr JACKSON

CLINICAL-NURSING RECORDS STUDY

"OTHER:THAN THE PATIENT IDENTIFICATION STAMP, I HAVE

COMPLETED SOME ,PORTIONS OF THE NURSING DISCHARGE

SUMMAPY FOR THE NURSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WARD ROW
1 CLERK T:TAL
I 21 31C I ....... emee m -4..c.... 4 -, .. . ..

1 1 11 1 11 l
STRONCLY AGREE I I I 17.24" ... .,- ,IF .... -cc--4

2 I 22 1 1 1 23AGREE 1 1 1 35.9

3 1 24 I 1 24
DISAUFEE I 1 i 37.5

4 1 4 1 21 6SRIflICLY DISAGRE I 1 1 9.4

COLUMN 61 3 64
TCTAL 95.3 4.7 IO.0

NUMBER LF 4ISS14G OBSERVATIONS = 106

L-28
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Table 29

'FORT ,JACKSON

CLINICAL, ,NURSING RECORDS STUDY

I"OTHER THAN THE, PATIENT IDENTIFICAT;ION STAMP, THE ENTIRE

NURSING :DISCHARGE"SUMMARY IS COMPLETED ONLY BY AN

RN/ANC ON ,MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA WARD ROW
I CLERK TOTAL
1 21 31

C2 o....... - - .- - .4 .. ....-e

1 1 11 1 2 1 13
SIRO #ELY AGREE I 1 1 20.0

a.....e. 4, ........ a 4

2 1 25 1 1 1 26
ACREi I I I 40,0

3 1 18 I I 18
DISAV^PEE I 1 1 27.7

4aee...... 4...... e*

STRONELY DISAGRE I 1 1 12.3

COLUMN 62 3 65
TOTAL 95.4 4,6 100.0

NUMBEP UF ISSING OBSERVATIONS a 105

Li' L-29



Table,30

TORT aACKSON

"CLINICALiNURS NG IRECORDS, SUDY

fNURSING ,DISCIARGE SUMAReY (DA 3888-5 , TEST) - ELEMENTS

ON THE FORM AKE THOSE I: -' jW D j-tLUDE IN A .I01CHARGE

,NURSING NOTE' ,

BY TYPE OF :PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I 1!

c 3 ..... -,.-4.0- -.. .mm
1 1 19 1 19

STRONCLY AGREE 1 1 30.6

2 1 40 1 40
AGREE I I 6b45

31 2 1 2
DISAiREE 1 3.2

4 1 1 1
STROC.LY DISAGRE 1 1 1.6

COLUMN 62 62
TOTAL 100.0 100.0

NUMBEP ViF 4I1SSING OSERVATIONS 108

L-30
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Table 31

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMiARY (bA FORM 3888-5 TEST) - I LIKE

TO HAVE THE DISCHARGE SUMMAORY SERVE AS THE NURSING

DISCHARGE NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RDW
I 1!

C 4- . .... -o.
1 1 31 1 31

STRONGLY AGREE I I 500

2 1 27 1 27
AGREE 1 1 43.5

3 1 3 1 3
DISAtREE 1 i 4o8+ no .. o... 4

4 1 11 1
STRONGLY DISAGRE I I lb

COLUMN 62 62
TOTAL 100.0 100.0

NUMBER CF ISSING OBSERVATIONS ' 106

L-31



Table 32

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST)

IT IS HELPFUL TQ HAVE A COPY FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRN S ROW
I TDTAL
I 1

C5 ........ S .
1 I 30 1 30

STROK;LY AGREE 1 1 48.4

2 1 29 1 29
AGREE 1 1 46.8

31 2 1 2
D]SA;IEE 1 1 3o2

4 1 1 1 1
STROOGLY DISAGRE I I l.b

COLUMN 62 b2
TOTAL 100.0 100,0

NUMBER (F 41SSIMG OMERVATIONS 1 308

.L--2



Table 33

,FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - IT IS

IMPORTANT FOR A NURSING SUMMARY TO APPEAR IN THE

OUTPATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
TDTAL

! 1!

C6 .... .. 0 . ... 4
1 1 23 1 23

STRONGLY AGREE 1 1 35.3
4.- . .4.4

2 1 26 I 26
AGREE 1 I 4,3.3

- . .. 4.

3 1 81 8
DISAWEE 1 1 13.3

4 1 3 1 3
STRONLY DISAGRE I I 5.0

4. ...... - 4

COLUMN 60 60
TOTAL 100.0 1O0.0

NUMBER CF issNG OBSERVATIONS " 110
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Table 34

;FORT JACKSON

CLINICAL-fNURSING RECORDS STUDY
'NURSING DISCHARGE SUMMARY (DA ;FORM 388-5 TEST) - THE

NURSING DISCHARGE SUIMARY FORN NEEDS TO BE KEPT

IN THE SYSTEH"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROWI rOTAL

1 1

1 1 23 1 23STRONGLY AGREE 1 37.1
.I -- -4.

2 1 37 1 3?AGREE 1 1 59.7

31
DISA;IEE I I lob

4 1
STRONGLY DISAGRE 1 1 1.6

COLUMN 62 62
TOTAL 100.0 100.0

NVIBFR OF 4ISSING OBSERVATIONS 108

L-34



Table 35

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - DISCHARGE

SUMMARIES SHOULD BE IN A MULTIDISCIPLINARY FORMAT SO

PHYSICIANS AND OTHER HEALTH CARE PROVIDERS COULD

MAKE APPROPRIATE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS RON
I TOTAL
I 11

C8 B---- -... . . ..

1 I 19 1 19
STRONELY AGREE 1 1 31.1

2 1 23 1 23
AGREE I 1 37.1

4-.. -+...4

3 I 12 1 12
DISAGREE 1 1 19.7

4 1 7 1 7
STROICLY DISAGRE I 1 11.54. ..

COLUMN 61 61
TOTAL 100.0 100.0

NUMBER CF 'ISSING OBSERVATIONS * 109
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Table 36

FORT 1 ACKSON

CIN UR~RLURSIN RECORDS STUDY

"DOCTOR' S ORDERS MEDICATION/DOCTOR'.S ORDERS NONMEDICATION

(DA FQR 4256-1 TEST; DA FORM 4256-2 TEST) -

WE FREQUENTLY USE THE BUFF COPY ON

NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

iRkS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

1 1 11 I S 1 2 1 21
STRONCLY AGREE 1 1 1 1 17.94- ...... ",4" ........ 4 .. .. .-

2 1 23 1 29 1 1 1 53
AGREe 1 45,3

S.. .. "4- .. .... 4 .. . . .4

3 1 20 1 11 1 1 1 32
DISAGREE I I 1 27.4

4- ...... ~ " .. . .4 ... ... .

4 I 5 1 6 I 1 11
STRONGLY DISAGRE I I 1 1 9.4

4 .. .. --4-'"'4........ 4- .

COLUHN 59 5 4 117
TOTAL 50.4 46.2 3o4. 100.0

NUMBER IUF 4ISSING OBSERVATIONS " 53
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Table 37

FORT JACKSON

MNICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 42561 TEST; DA FORM 4256-2 TEST) - I LIKE

NOT HAVING TO RECOPY SOME SINGLE ACTION ORDERS

ONTO THE THERAPEUTIC DOCUMENTATION CARE

PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROw
I CLERK TOTAL
1 II 21 31

D 2 ....... 4. ...... n .. .. . o--.. .

1 1 28 1 is 1 2 I 4.8
STRONGLY AGREE I I 1 1 39.0

2 I 25 1 33 1 2 1 60
AGREE I I 1 1 48.8

3 I 6 1 5 1 1 11
DI$AiFEE I I 1 1 8.9

4 1 4 1 I 1 4
STRO!CLY DISAGRE I I 1 1 3.3

fee .. . .0 04w e.. ... •w .... o ... f

COLUMN 63 56 4 123
TOTAL 51.2 45o5 3.3 100.0

NUMBER OF MISSING OBSERVATIONS a 47

L-37
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Table 38

FORT JACKSON

CLINICAL INURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW-OEM-DID YOU =SE THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVtDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

XIA ..... e -... .

EVERY PNT 1 1 3.3

2 1 7 1 7
MOST PhTS 1 1 23.3

3 1 15 1 15
RARELY l I 50.0

4 1 7 1 7
NEVER 1 1 23.3

COLUMN 30 30
TOTAL 100.0 100.0

NUMBER OF 'USSING OBSERVATIONS " 140

~L-38



Table 39

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

4DURING THE TEST PERIOD, HOW fTiEN DID YOU U=E THE NURSING

CARE PLAN TO LEARN ABOUT NURSING ACTIVITY AND THE

PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

XIB
2 I 3 1 3

MOST PNTS 1 1 10.04 ........lo

3 1 13 i 13
RARELY 1 1 43.3

4 1 14 1 14
NEVER 1 1 46.7

COLUMN 30 30
TOTAL 100.0 1O00

NUMBER UF 4ISSING OBSERVATIONS - 140

L-39
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Table 40

FORT JACKSON

CLINICAL NURSINS RECORDS STUDY

'ODURING THE TEST PERIOD, ,HOW 0= DID YOU USE THE NURSING

DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TDTAL
1 41K I C ....... S - o4. . . . .

1 I 1 1 I
EVEP1 PNT 1 1 3-3

2 1 4 1
MOST PNTS 1 1 13.3

---- ..-

3 1 12 1 12
RARELY I 1 40.0

4 1 13 1 13
NEVER 1 I 43.3

COLUMN 30 30
TOTAL 100.0 100.0

NUMBER UF 4ISSING OBSERVATIONS 140

L-40



Table 41

FORT , JACKSON

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST-PERIOD, HOW OMFT DID YOU UE

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL

XI 4

I 6 1 6
EVERY PNT 1 I 18.s

2 1 6 1 b
MOST PNTS I I 18.8

3 1 11 1 11
RARELY 1 1 34,4

4 91 9
NEVER i I 28.1

COLUMN 32 32
TOTAL 100.0 100.0

NUMBER C-F MISSING OBSERVATIONS 138

L-41
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Table 42

FORT JACKSON

CLINICAL , NURSING RECORDS, STUDY

"bURING ,THE TEST. PERIOD, HOW UM, DID YOU US

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

tPROFES- ROW
ISIONAL TOTAL
1 41

XIIX 1 E.. . . ---. .

1 1 6 1 6
EVERY PNT 'I I 18.8

2 1 6 1 6
MOST FNTS 1 18

3 1 14 1 1',
RARELY 1 1 4398

4 4 6 1 6
NEVE PI 1 18.8

COLUMN 32 32
TOTAL 100.0 10090

NUMBER OF 'ISSI',CG OBSERVATIONS " 138
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Tabl e 43

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW UEM DID YOU S THE

TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IPROFES- ROW
ISIONAL TOTAL
1 41

XIFAX IF ....... S . - C. . .

1 1 23 1 23
EVERY PNT 1 1 71.9

4. ..... a. M+

2 1 4 1 4
MOST PNTS I 1 12.5

3 1 11 1
RARELY 1 1 3.1

4 1 4 1
NEVER I 1 12.5

COLUMN 32 32
TOTAL 100.0 1000

NUMBER UF MISSING OBSERVATIONS 138
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Table, 44

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

,DURING THE TEST :PERIODt, HOW'O.EN DID YOU USE THE

PROGRESS NOTES?"

8Y TYPE OF PROVIDER

TYPE
COUNT I

]PROFES- ROW
ISIONAL tOTAL
1 41

X 1 -....... a* .aa...

1 1 20 1 20
EVERY PNT 1 1 62.54 l- - ..

2 1 9 1 9
MOST PNTS 1 I 28.1

3 1 2 1 2
RARELY 1 1 6.3

41 1
NEVEit 1 1 3.1

COLUMN 32 32
TOTAL 100.0 100.0

NUMBER CF MISSING OBWSERVATIONS - 138
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Table 45

FORT JACKSON

CLINICAL NURSING RECORDS STUDY
"DURING THE TEST PERIOD, HOW OFTEN DID YOU USE THE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

MOST PhtTS I 1 20.0

31
RARELY 1 1 20.00

4 1 3 1 3RE VF. R 60.00

COLUMN
TOTAL 100,o. 100.0

NUMBER OF 4ISSitG OBSERVATIONS * 165
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Table 46

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
I 41

X3A ..... *... ..
2 1 5 1 5

MOST PNTS 1 1 17.2

3 1 17 1 17
RARELY 1 I 5806

4 1 7 1 7
NEVER 1 24.1

COLU MN 29 29
TOTAL 100.0 100.0

NUMBER 1F 4ISSING OBSERVATIONS * 141
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Table 47

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE

NURSING CARE PLAN TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

X38 . . . . .. .
2 1 1 1 1

MOST PITS 1 i 3.4

3 1 16 i 16
RARELY 1 1 55.2

4 1 12 i 12
NEVER I I 41.'

COLUMN 29 29
TOTAL 100.0 100.0

NUMBER OF 41SSIMG OBSERVATIONS • 141
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Table 48

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

DISCHARGE SUNMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- RDW
ISIONAL TOTAL
1 141

EVERf PNT 1 1 3.4

2 1 1 1 1
MOST PNTS 1 1 3.4

3 1 14 I 14
RARELY 1 1 48.3

.0.... o4

4 1 13 1 13
NEVER 1 1 44.8

COLUMN 29 29
TOTAL 100.0 100.0

NUMBER OF MISSING OBSERVAIONS s 141
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Table 49

FORT JACKSON

CLINICAL NURSING RECORDS STUDY
"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?,

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
I 41

X3D-

EVERY PNT 1 1 3.4

2 1 4 1 4MOST PNITS 1 1 13.8*---.-.4

3 1 14 1 14RARELY 1 1 48.3

4 1 10 1 10
NEVER 1 1 34.5

+ e --- ..p .4.

COLUMN 29 29
TOTAL 100.0 100.0

NUMBER OF MISSING OBSERVATIONS t 141
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Table 50

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST .PERIOD, HOW OFTEN HAD YOU USED

THE THFRAPEUTIC DCUMENTATIDN CARE PLAN,

4EDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IPROFES- ROW
ISIONAL 1OTAL

X3E e.. ... ee " ...... e 4
1 1 1 1

EVERY PNT i I 3.4

2 41 4
MOST PNIS 1 1 13.8

en- , e. ,

3 1 16 I 16
RARELY 1 I 55.2

41 81 8
NEVER 1 1 27.6

COLUMN 29 29
TOTAL 100.0 100.0

NUMBER iF 4ISSING OBSERVATIONS 141
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Table 51

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL FOTAL
1 41

X3F . . . + .......
1 I 20 1 20

EVERY PNT 1 1 667+ e. . ... ..I

2 I 51 5
MOST PITS 1 1 16.7

3 1 3 1 3
RARELY I I 100D

4 ...... 5. 4

4 1 2 1 2
NEVER 1 1 6.7+fle....... 4

COLUMN 30 30
TOTAL 10,0 IOO0.

NUMBER UF MISSING OBSERVATIONS 140
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Table 52

FORT JACK5ON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE NURSING NOTES?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

X3G . . . . . . .
11 l 5

EVERY PNT 1 I 16.7

2 1 14 1 14
MOST PNTS I I 46.7

3! 9 1 9
RARELY I I 30.0

4 1 2 1 2
NEVER 1 1 6.7

,.,,.,. ,,

COLUMN 30 30
TOTAL 00.0 100.0

NUMBER OF MISSING OBS*.RVATIONS 140
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Table 53

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN DID YOU USE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- RON
ISIONAL TOTAL
1 41

X3H . . ..". . .

3 1 2 1 2
RARELY I I I0-0

COLUMN 2 2
TOTAL 100.0 10o

NUMBER OF 4ISSING OBSERVATIONS = 168
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Table 54

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"DOCTOR' S ORDERS MEDICATION/DOCTOR' S ORDERS, NONMEDICATION

(DA FORM4 4256-1 TEST; DA FORM. 4256-2 TEST) - HAVING

TWO SEPARATE ORDER SHEETS CAUSED MINIMAL

DIFFICULTIES FOR ME"

BY TYPE OF PROVIDER

TYPE
COUMT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOAL
1 11 21 31 41

D 3 ... o... . . .-- -0.. . .--4-. ... ...
1 1 9 1 21 1 2 1 5 1 37

STRONGLY AGREE I I I 1 1 23.1

2 1 28 1 32 1 1 1 13 I 74
AGREE ! I I I I 463

3 1 12 I 5 1 1 4 I 21
DISAGREE I I I 1 I 13.1

4osS sos s4. san sost 55 55 a 4s ------ .
4 1 16 1 2 1 1 1 9 I 28

STRONGLY DISAGRE I I 1 1 1 17.5

COLUMN 65 bO 4 31 160
TOTAL 40.6 37.5 2.5 19.4 100.0

NUMBER OF MISSINdG OBSERVATIONS a 10
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Table 55

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - ORDERS

SHOULD CONTINUE TO REMAIN SEPARATED ON COLOR

CODED MEDICATION AND NONMEDICATION SHEETS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
1 11 21 31 41

Df. ....... m 40 . .e co .. .. .- • m .. .. .~4in .e. ..

1 I 20 1 33 1 2 1 4 1 59
STR(NELY AGREE I I I I I 37.8

4m ...... 4 • ...... -" -'IF' n'e... .... ..m I

2 1 21 1 24 1 1 1 9 1 55
AGREE I I I 1 1 35.3

3 1 10 I 2 1 1 5 1 17
DISAWEE I i 1 1 10.9

4 1 13 1 1 1 1 1 10 1 25
STRONCLY DISAGRE I I 1 1 1 16.0

• ..... "ne-04 ....... o o 41'.. .. . en"a

COLUMN 64 63 4 28 156
TOTAL 41*0 38.5 2*6 17.9 100.0

NUMBER UF MISSING OBSERVATIONS " 14
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Table 56

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - PRIOR TO

THE TEST PERIOD, IF UNFAMILIAR WITH A PATIENT, I MOST

OFTEN DETERMINED CURRENT MEDICATION(S) BY . .

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

D6 ........ 4n-, ...... n 4

1 I 19 l 19
REVIiN ALL DR OR 1 I 61.3

4- ..... .4
21 71 7

REVI EN TO-MED 1 1 22.6

3 1 2 1 2
ASK NURSE ! i 6.5

4 1 3 1 3
DTHER i 1 9.7

COLUMN 31 31
TOTAL 100.0 1OD.

NUMBER OF MISSING OBSERVATIONS = 139
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Table 57
FORT JACKSON

CLINICAL NURSING RECORDS STUDY
"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

DURING THE TEST PERIOD, AFTER THE SEPARATION OF ORDERS,

IF UNFAMILIAR WITH A PATIENT, I MOST OFTEN DETERMINED

CURRENT MEDICATION(S) BY . . .

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- Raw
ISIONAL TOTAL
1 41

D 7 ........-+ . . . . +
1 1 19 1 19

REVIEW ALL DR OR I 1 61.3

2 1 81 8
REVJIEI T9-MED 1 1 25.8

3 1 1l 1
ASK NUFSS 1 1 3.2

41 3 1 3
DTHER 1 I 9.?

COLUMN 31 31
TOTAL 100.0 10.0

NUMBER OF ISSING OBSERVATIONS a 139

L-57
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Table 58

FORT JACKSON

CLINICALNURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATIQN/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD

HAVE NO DIFFICULTY IDENTIFYING COMPLETED SINGLE

ACTION ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

D8 00 .. ..4 . .. . .. . .. e. . . .

1 19
STR(INELY AGREE 1 1 1 1 15.3

2 1 28 I 21 1 1 1 5D
AGREi I I 1 1 40.3

3 1 20 1 23 1 2 1 45
DISAGPEE I I 1 1 36.3

4 1 4 1 6 1 1 10
STRODNCLY DISAGRE I I 1 1 8.1

COLUMN 63 58 3 124
TOTAL 508 46.8 2.4 1000

NUMBER OF 4I1SSIG OBSERVATIONS 46
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Table 59

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD STILL

WANT A COLUMN FOR SINGLE ACTION ORDERS TO PRECLUDE

MY HAVING TO RECOPY THEM ONTO THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

D9 ...e.s... ..... ee ..e.se... s s f......

1 1 29 1 lb 1 2 1 47
STRONGLY AGREE I I I I 37.64 ea.e... •* e....... ...... - e•

2 1 25 I 37 1 1 1 63
AGREe I I 1 1 50.4

3 1 7 I 4 1 1 11
DISAGFEE 1 I I I 8OB

4 1 21 11 I I 4
STRONCLY DISAGRE 1 I 1 1 3.?

COLUMN 63 58 4 125
TOTAL 50.4 46o4 3.2 100.0

NUMBER CF I1SSING OBSERVATIONS " 45

L-59



Table 60

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

I LIKE BEING ABLE TO DOCUMENT (WITH EFFECTIVENESS CODES OR KEY
WORDS) THE PATIENT'S RESPONSE DIRECTLY ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
1 TOTAL
1 11 21E1 .. - . . o.... .

1 1 20 I 13 1 33
STRONGLY AGREE I I I 27o54 no . o... -.. oo.. n4.

2 1 35 1 42 1 77AGREE I 1 1 64o2
400000... . . 00F .. 0.. 0 4.

3 1 5 1 41 9
DISA;PEE I 1 1 7.5

41 1 1 I 1
STRONIiLY DISAGRE I I 1 .8

COLUMN 61 59 120
TOTAL 50.8 49.2 1000

NUMBER tUF MISSING OBSERVATIONs so
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Table 61

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"MOST OF MY DOCUMENTATION IS RECORDED ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

1PARA ROW
I TOTAL
1 21

E 2 --- ... 4 . . .

I 1 10 I 10
STRONGLY AGREE I 18.2

2 1 31 1 31
AGREE 1 56,

3 1 13 1 13
DISA;REE 1 1 23.6

----- ,,.. 44 1 1
STRONGLY DISAGRE I 1 1.8,

COLUMN 55 55
TOTAL 100.0 I00.O

NUMBER OF 'USSING OBSERVATIONS 115
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Table 62

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"IN THE PAST, I USED TO DO MOST OF MY DOCUMENTING ON

THE NURSING NOTES (SF 510)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL

E3 . . . .
1 1 23 I 23

STRONGLY AGREE 1 1 37.1

2 I 36 1 36
AGREE 1 1 58.1

3 1 2 1 2
DISAGREE 1 I 3.24- ...... 4

4 1 1 1 1
STRDNELY DISAGRE I I 1.

4". ...... .41

COLUMN 62 62
TOTAL 100.0 10.O

NUMBER (F MISSING OBSERVATIONS = 108

L-62
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Table 63

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

IMPROVES MY DOCUMENTATION OF PATIENT CARE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
I 11 21

1 1 13 1 16 1 29
STRONELY AGREE I 1 1 23.6

2 1 37 1 38 1 75
AGREE I I 1 61.0

3 1 11 1 1 1 iB
DISAGREE I 1 1 14.6

4 1 1 1 I
STRONGLY DISAGRE 1 I 1 084 . . . - 4" ....... 4

COLUMN 62 61 123
TOTAL 50.4 49e6 10 .0

NUMBER OF 4ISS14G OBSERVATIONS 4 '7

L-63



Table 64

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN ENCOURAGES ME TO WRITE MORE

NURSING ORDERS TO DESCRIBE NURSING ACTIVITIES

WITH THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I 1

E5 ...... e .
1 1 13 1 13

STRONGLY AGREE 1 1 21.0

2 1 36 1 36
AGREE 1 1 58.1

3 1 12 1 12
DISAiREE 1 1 19.4

4 1 1 1 1
STRONGLY DISAGRE I I 1.b

COLUMN 62 62
TOTAL 100.0 100.0

NUMBER EF 4ISSING OBSERVATIONS 108

L-64



Table 65

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

AMONG NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA Raw
I TOTAL
1 11 21

E 6 -.... -. n e .. .. . n a e n.. ....

1 1 13 I 13 1 26
STRONCILY AGREE I 1 I 21.1

2 1 36 1 40 1 16
AAREE I I I i.8

3 1 11 I 1 1 19
DISA;REE I i 1 15.

4,1 1 1 1.1 2
STRONELY DISAGRE 1 1.6

COLUMN 61 62 123
TOTAL 49.6 50.4 1O000

NUMBER CF 4ISSING OBSERVATIONS , 47
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Table 66

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

BETWEEN NURSES AND OTHER HEALTH CARE PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

E 7 ... ... ... o ..... ... ,

1 1 9 1 10 1 19
STRONCLY AGREE I 1 1 15.6

2 1 32 1 43 1 75
AGREE I 1 1 61.5

3 1 16 1 8 1 24
DISA;PEE I 1 1 19.14 ..... 00 4 .... 00. e4

4 1 3 1 11 4
STPONCLY DISAGRE I I 1 3.3

4e-" 0 0 '-4-0--- 0 ,--, 04"

COLUMN 64 122
TOTAL 49.2 50-8 100-D

NUMBER OF MISSING OBSERVATIONS = 48
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Table 67

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN HAS

DECREASED FRAGMENTED DOCUMENTATION IN THE RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
1 TOTAL
1 II 21

E B .e.e.. . .. .. ... . 4.

1 1 8 1 7 ! 15

STRONC 1Y AGREE I 1 1 12.4

2 1 37 1 44 1 pi
AGREE I 1 1 66.9

*. .... a .. as...... .4•

3 1 8 1 11 1 19

DISAGREE 1 1 1 15.7
• .. ,. ...... • .. . .4.

4 1 61 b 6
STROIGLY DISAGRE I 1 1 5.0

..... a.... i as.. ... s

COLUMN 59 62 121
TOTAL 48.8 51.2 100*0

NUMBER CF 4ISSING OBSERVATIONS * 49
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Table 68

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

ALLOWS ME TO GIVE A MORE THOROUGH REPORT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
] TOTAL

E9 -. - ..... .. -

1 1 10 1 10
STRONGLY AGREE 1 1 16.7

2 1 33 1 33

AGREE I I 55.0

3 1 16 1 16
DISA FEE 1 I 2607

STRONGLY DISAGRE 1.1

COLUMN 60 6D
TOTAL 1000 1000

NUMBER fiF MISSING MSERVATIONS 110
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V: Table 69

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

GIVES ME A BETTER 'PICTURE' OF WHAT HAPPENED TO

THE PATIENT'

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

1 1 8 1 1. 1 22
STRO GLY AGREE I I 1 17.9

4... ....... 4 4-e ... 4.

2 1 35 1 41 1 76
AGREE I I 61.8

3 I 16 1 7 1 23
DISAGREE I I 1 18.74 See..... ...... ase 4

4 1 21 1 2
STRDI4CLY DISAGRE I 1 1 1.64 .... a. .4" ....... .

COLUMN 61 62 123
TOTAL 49o6 50.4 100)0

NUMBER UF 4ISSING OBSERVATIONS - 4?

L-69
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Table 70

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I DID NOT DOCUMENT PATIENT RESPONSES ON THE THERAPUETIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21E 1 1.......e 40 n • .. 0.. so .. .. .505

1 ! 1I 11I 2
STRONELY AGREE I I 1 1.84 ... .. so ........ 4

2 1 5 1 12 I 17
AGREE I 1 1 15.5

3 1 36 1 32 1 68
DISAGREE I I I 61.8

4 1 16 I 7 I 23
STR(4;LY DISAGRE- ! 1 1 20.9

COLUMN 58 52 110
TOTAL 52.7 47.3 1000.

NUMBER OF MISSING OBSERVATIONS • 60

L-70
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Table 71

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I HAD MINIMAL DIFFICULTY RECORDING THE PATIENT'S

RESPONSES ON THE THERAPEUTIC DOCUMENTATION

CARE PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDW
I T:TAL

I 1I 21
E 12.... .... 4.....•

1 1 1.5
STRONIGLY AGREE I 1 1 12,2

2 1 35 1 43 1 ?B
~~AGREE I lIb,

3 1 12 1 5 1 20
DISA;FEE 1 l 1 17o4

41 31 1 3
STRONGLY DISAGRE 1 1 1 2.6

COLUMN 58 57 115
TOTAL 50.4 49.6 103.0

NUMBER CF 4ISSING OBSERVATIONS * 55
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Table 72
r- T JACKSON

CLINICAL NURSING RECORDS STUDY

"THE EXPANDED USE OF THE THERAPEUTIC DOCUMENTATION CARE PLAN

(BEING ABLE TO DOCUMENT RESPONSES) IS A CONCEPI WHICH SHOULD

BE AVAILABLE TO ALL NURSING PERSONNEL WORLDWIDE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

E13 . . .....
1 1 16 1 13 1 29

STRONGLY AGREE I I I 25.0

2 1 35 1 38 I "/3

AGREE 1 1 I 629

3 1 5 1 5 1 10

DISAGREE 1 1 I 8.6

4 1 3 1 1 1
STRONGLY DISAGRE I I I- 3.4

COLUMN 59 57 116

TOTAL 50,9 49.1 1O0,O

NUMBER VF MISSING OBSERVATIONS 54
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Table 73

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS IS AN IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

E 1 4 ... ... -- . ... .eoo ........ • ....... •0

1 I 10 I 22 1 3 1 35
STRONGLY AGREE I I 1 1 27.6

2 1 35 I 35 1 1 1 71
AGREE I I 1 I 55o9

3 1 14 1 4 1 1 is
DISAR;EE I I 1 1 14.2

4 1 1 1 2 1 1 3
STRONELY DISAGRE I I 1 1 2.4

COLUMN 60 63 4 127
TOTAL 47.2 49.6 3.1 100.0

NUMBER CF 4lSSING OBSERVATIONS £ 43
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Table 74

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD BE KEPT EVEN IF IT CANNOT BE

OVERPRINTED WITH ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31E 15 ... an .... ... ... e4 ........ e - - ee......

1 1 9 1 15 1 2 1 26
STRONGLY AGREE I I 1 1 21.0

•m ........ n -. ..... e4.... ..e e. 4

2 1 34 1 33 1 Z. 1 69
AGREi I I I I 55,b

3 1 12 1 9 1 1 21
DISA;PEE I I 1 1 16.9

4 1 4 11 1 8
STROOILY DISAGRE I I 1 I 6.5

*• C ..... e4 ....... e4eec... ..

COLUMN 59 61 4 124
TOTAL 47.6 49.2 3.2 100.0

NUMBER OF 4hSSING OBSERVATIONS t 46
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Table 75

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD HAVE THE PATIENT IDENTIFICATION

BLOCK PRINTED ON ALL PAGES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E 16 o........ a 4a....... a .... .... a ... . 4.

1 1 9 I 19 1 1 28
STRONELY AGREE I I 1 1 21.74 .... co.. " ........ n .... .

2 1 28 1 27 1 1 55
AGREE 2 I 1 42,b

3 1 20 I 15 1 2 1 37
DISAGiEE I I 1 1 28.7

4 1 5 1 2 1 2 1 9
STRONGLY DISAGRE I I 1 1 7.0-..... 4........o . ..noon ... 4.

COLUMN 62 63 4 129
TOTAL 48.1 4808 3,1 10000

NUMBER (UF 41SSING OBSERVATIONS " 41

L-75
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Table 76

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I LIKE THE STURDIER PAPER ON WHICH THE FORMS ARE PRINTED"

BY TYPE OF PROVIDER

TYPE
COUN T I

,IRNS PARA NARD ROW
I CLERK TOTAL
1 11 21 31

E 17 . . . .e a e.a . . •a aWf . . . --. --

1 1 28 I 22 1 3 1 53
STRONGLY AGREE I I 1 1 41.7

4.e ... .. •" ... en~0 • e.......

2 1 26 I 31 1 1 1 64
AGREi I I 1 1 50.4

3 1 5 1 3 1 B
DISAGREE I 1 1 1 6.3

4 1 21 1 1 2
STRONGLY DISAGRE I I 1 1 1.6

COLUMN 61 62 4 127
TOTAL 48,0 48.8 3.1 100.0

NUMBER (F MISSING OBSERVATIONS s 43
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Table "7

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"HAVING SEPARATE PAGES FOR RECURRING, DELAYED, OR PRN ACTION

ORDERS IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA WARD ROW

I CLERK TOTAL
I 11 21 31

E 1 8. as.. es....ees. se.... as .... ... s e s.... s

1 I 18 ! 13 1 3 1 39
STRONELY AGREE I I 1 1 31.7

4 s ... . '41".. .. ns -- .. . 4.

2 1 37 1 33 1 1 1 71
AGREi I 57.7

4 . ... ne ease.... e e .... a..as

3 I 4 1 71 1 11
DISAGREE 1 I 1 1 8.9

4 1 21 1 2
STRONGLY DISAGRE I I 1 1 1.6

COLUMN 61 58 4 123
TOTAL 49.6 47.2 3.3 100.0

NUMBER CF 4iSSING OBSERVATIONS 4 7T

L
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Table 78

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"TO MY KNOWLEDGE, THERE WERE NO TREATMENT OR MEDICATION

ERRORS COMMITTED ON MY NURSING UNIT WHICH COULD

BE BLAMED ON THE NEW FORMAT OF THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3W
I TOTAL
1 11 21

E 19 ... ... .. . 4 .. . ..
I I is I 17 I 32

STRONGLY AGREE 1 1 1 26.9

2 1 30 1 31 1 61
AGREE I 1 1 51.3

3 1 13 I 10 1 23
DISAGREE I 1 1 19.3

4 a ... - .-4 ........ •.

4 1 3 1 I 3
STRONGLY DISAGRE I I 1 2.5

•e 0m Ia..... 4 o... . .•

COLUMN "6*1 58 119
TOTAL 51.3 48.7 100.0

NUMBER EF 41SSING OBSERVATIONS " 51
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Table 79

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I WOULD PREFER TO HAVE THE THERAPEUTIC DOCUMENTATION CARE

PLANS IN A SINGLE SHEET FORMAT (LIKE THE 'OLD' TDs)

EVEN KNOWING THAT I WOULD HAVE LESS ROOM FOR

DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E20 * .... . .... 6.

STRONGLY AGREE I 1 1 I 5.8

2 1 2 1 17 1 1 1 20
AGREE I I I I 16.7

3 1 39 1 34 1 I 73
DISAGREE I I I 1 60.8

4 1 13 1 5 1 2 1 20
STRONGLY DISAGRE I I 1 1 16.7

40...... 0 ..... 044. 0fl ... . .4

COLUMN 59 57 4 120
TOTAL 49.2 47.5 3.3 100.0

NUMBER OF MISSING OBSERVATIONS 50
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Table 80

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"IF A SINGLE SHEET FORMAT WERE TO BE USED, I WOULD PREFER

A MEDIUM WEIGHT PAPER (LESS BULKY THAN THE

TESTED PAPER)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WAID ROW
I CLERK TOTAL
1 1! 21 31

E 2 1 . ...... 4 - a.. -n4 e e . .. .4 .. .... - +

1 1 6 1 11 1 7
STRONGLY AGREE I I I 1 5.9

2 1 9 1 17 I 2 I 28

AGREi 1 1 1 1 23.5
• I e.... e se. ... Ce- , ....... ea e

3 1 37 1 35 1 2 1 74
DISA;FEE I I I 1 62.2

4 1 6 1 4 1 1 ID
STRINGLY DISAGRE 1 I 1 1 8.4

COLUMN 58 57 4 119
TOTAL 48. 47.9 3.4 100.D

NUMBER CF 4ISSING OBSERVATIONS 3 51

L-80
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Table 81

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"ALL MEDICATION AND NONMEDICATIN FORMS SHOULD

REMAIN COLOR CODED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROWI CLERK "0TAL
I 11 21 31

E22 ...... .. + . ... n. . ... -... ... +
1 I 32 1 33 1 2 1 67

STRONGLY AiREE I I I 1 52.8
4- ... 4. .. .. - ......

2 1 26 1 27 1 2 1 55
AGREE I I 1 1 43,3

4-, n, . .4 ..... A,,, . .......-- 41

3 1 41 1 1 1 5
D!SA;'RE I I 1 1 3.9

4" ...... 4s . .. 4. e ....... -4
COLUMN 62 bl 4 127
TOTAL 48.8 48.0 3.1 10000

NUMBER CF 41SSING OBSERVATIONS " 43
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Table 82

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"YELLOW HIGHLIGHTER USE SHOULD BE REINSTATED TO

DISCONTINUE ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E 23 ... o.--..+ .. -.... + e . . .- .. .... .4
1 1 33 I 27 1 2 1 62

STRONGLY AGREE I I 1 1 49.2
S....... as s.en.. . ..m. . ..e ... 4.

2 1 17 1 25 1 1 42
AGREE I 1 1 33.3

• .. .sf - 4 .~.... -.... s... 4

3 1 8 1 8 1 1 l 17
DISA;FEE 1 1 1 1 13.5

•s~ . . .s-4. s........ •

4 1 4 1 1 1 5
STRONGLY OISAGRE I I 1 1 4.0

•4... 5. .....s. se .... .

COLUMN 62 60 4 126
TOTAL 49.2 47.6 3o? 100.0

NUMBER OF 4ISSIN OBSERVATIONS * 44

L-82
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V. Table 83

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE IMPROVES COMMUNICATIONS

CONCERNING THE PATIENT AMONG ALL HEALTH CARE

PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PROFES- ROW
I SI 3NAL TOTAL
1 2I 21 41F I ea.. s..... s e .. .. ess€ n sees.. a a ........

1 1 22 1 22 1 13 1 57
STRONGLY AGREE I I 1 1 36.3

2 1 31 1 35 1 11 1 77
AGREE I I 1 1 49.0

3 1 8 1 3 1 6 1 17
DISAVREE I I I 1 10.8

•0 e......e 545 .. .. .ee* ........

4 1 31 1 1 2 1 6
STRONLY DISAGRE 1 I 1 I 3.8

4s s na . .. • s assess. 405 .... ...

COLUMN 64 61 32 157
TOTAL 40.8 38.9 2D&4 100.0

NUMBERLF HISSING OBSERVATIONS s 13
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Table 84

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE THOROUGH IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

F 2 e s....c s 4ssa --- --- .-
1 1 21 1 19 1 40

STRONGLY AGREE I 1 1 31.0

2 1 26 1 44 I 70
AGREE I I 1 54.3

3 1 15 1 1 15

DISAGREE I 1 1 11.6

41 31 14 1
STRONGLY DISAGRE I 1 1 3.1

COLUMN 65 64 129
TOTAL 504. 49.6 ID3.D

NUMBER OF 4ISSING OBSERVATIONS • 41
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Table 85

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE CONCISE IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROw
I TOTAL
I 11 21

F3 ......- 4 .. ... fe -. .

1 1 19 1 14 1 33
STRON.LY AGREE I 1 I 2bo

4- .. .. S - ........ - •e

2 1 33 1 48 1 81
ACREi I I 1 63.8

3 1 9 1 1 1 10
D1SA;PEE 1 1 I 7.9

4 1 3 1 1 3
STROPIELY DISAGRE I 1 1 2.4

COLUMN 64 63 127
TOTAL So.4 49.6 103-0

NUMBER OF ISSING OBSERVATIONS • 43

LI L-85



Table 86

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS FRAGMENTING OF

INFORMATION IN THE PATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PR3FES- ROW
I SIONAL TOTAL
1 1I 21 41

F 4 .. .. .so ...soo..4 ........ o e ........ 4
1 1 23 1 18 1 13 1 54

STRONGLY AGREE I I 1 1 34.0

2 I 33 1 41 1 12 I 86
AGREi I I 1 1 54.1

3 1 6 1 4 I 3 1 13
DISAGREE I 1 1 1 8.2

41 2 1 1 41 6
STROI4LY DISAGRE I 1 1 1 3.8

COLUMN 64 63 32 159
TOTAL 40.3 39.6 20.1 100.0

NU4BER CF 'ISSING OBSERVATIONS * 11

L-86
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Table 87

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS THE AMOUNT OF

INFORMATION EVERYONE MUST DOCUMENT"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA PROFES- ROW
I SIDNAL TOTAL
I 11 21 41

F 5 --- + . . • .. "4 e .. -.w... a.. 4
1 1 18 1 19 I 4 1 41

STRONELY AGREE I I 1 1 25.9
4Q sa. so -e 4 nesS - w .4 ww wma- wo .4

2 1 33 1 34 1 9 1 76
AGREE I I 1 1 48.1

+ m sa + m. -a 0 a. a . a + s ma -,

3 1 10 1 10 1 13 1 33
DISAGREE I I I I 20.9

4".9..... •e ..... •... m4..... - •n

4 1 3 1 1 5 1 8
STRONGLY DISAGRE I I 1 1 5.1

COLUJMN 64 63 31 158
TOTAL 40.5 39.9 19.6 100.0

NUMBER UF MISSING OBSERVATIONS = 12
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Table 88

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO

READ NARRATIVE NURSING NOTES MORE THAN I

DID IN THE PAST"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 4.1

F6 .... ......
1 1 12 1 12

STRONGLY AGREE 1 1 37o5

2 1 10 1 10
AGREE 1 I 31.3

3 1 6 1 6
DISAGREE I 1 18.84 F..... -

4 1 4 1 4
STRONGLY DISAGRE I 1 12.5

COLUMN 32 32
TOTAL 100.0 100.0

NUMBER OF 4ISSING OBSERVATIONS a 138
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Table 89

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE MAKES IT EASIER TO

DETERMINE WHAT IS HAPPENING WITH MY PATIENT"

BY TYPE OF PROVIDER

TYPE
COUMT I

IPROFES- ROW
ISIONAL TOTAL
1 41

F/ ........4e. .. ..

1 1 12 1 12
STRONCLY AGREE 1 1 38.7

4a ..... .14

2 1 10 1 10
AGREE 1 1 32.3

3 1 61 6
DISAGREE I I 19,'

4 1 3 1 3
SIREYNGLY DISAGRE 1 1 9.7

4a .. ... 4

COLUMN 31 31
TOTAL 100.0 100.0

NUMBER OF MISSING OBSERVATIONS ' 139
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Table 90

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS SAVED ME TIME IN DOCUMENTING

(I FEEL I DON'T NEED TO REPEAT INFORMATION PREVIOUSLY

DOCUMENTED BY ANOTHER HEALTH CARE PROVIDER BECAUSE

IT'S ALL IN THE SANE PLACE)"

BY TYPE OF PROVIDER

TYPE

COUNT I
IRNS PARA R3JN
I 73TAL
1 11 21

F 8 ... .. - 4- .. .. O. .. .. -

1 1 20 1 21 1 41
STROEGLY AGREE I 1 1 32.5

4. .... nfl .. .. .n 1

2 1 33 1 34 1 67
AGREE 1 1 1 53.2

3 1 10 1 4 1 14
DISA;REE I I 1 11.1

4 ..... 4o ....... n. 4

4 2 1 2 1 4
STRONGLY DISAGRE I I 1 3.Z

4 n ..... 4. ........ -

COLUMN 65 61 126
TOTAL 51.6 48.4 10.O

NUMBER OF 4ISSING OBSERVATIONS - 44
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Table 91

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO READ OTHER

CARE PROVIDERS' NOTES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

F9 a e.. ........ 4 . -
1 1 23 1 19 1 42

STRCC(LY AGREE I 1 1 32.8
4cm,.---." .....a e...4.

2 1 35 1 41 1 76

AGREE I 594
4. .e e . . . . Se .. . .. 1

3 1 5 1 3 1

DISAgREE ] i ! 6.3

4 1 21 1 2

STROdGLY DISAGRE I 1 I l.b
4. am...a. a,4m .. a..... 4.

COLUMN 65 63 125

TOTAL 50.8 49.2 1 00

NUMBER OF MISSING OBSERVATIONS 42
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Table 92

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE SHOULD BE USED AT ALL

ARMY HOSPITALS"

BY TYPE OF PROVIDER

TPE
COU14T I PRIRNS PARA PROFES- ROW

I SINAL IOTAL

1 11 21 41

1 I 28 1 28 1 10 1 66

STRONCLY AGREE 1 4 1 1 42.3
4n ..... •w ....... e 4 ... ... • ne

2 1 30 1 32 1 11 1 73

AGREE I I I | 46,B
4w ...... "wwF e.. ... n s .. ... e4F

3 1 3 1 2 1 31 B

DI$ AMEE I I o 5.1
4 .n.....a 4 S' ... ... 4"" .....S 4

4 1 27 1 1 9

STRONELY DISAGRE I I 1 1 5.8

COLUMN 63 62 31 156

TOTAL 40.4 39-7 19.9 100.0

NUMBER CF 'lSSiNG OBSERVATIONS * 14
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Table 93

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

"I HAD LITTLE DIFFICULTY IDENTIFYING WHO WROTE PREVIOUS

NARRATIVE NOTATIONS"

BY TYPE OF PROVIDER

TYPE

COUNT I
IPROFES- ROW
ISIONAL TOTAL
1 41

FI! .... 4 ... 4

11 7 1 7

STRONCLY AGREE 1 1 22.6

2 1 19 1 19
AGREE 1 1 61*3

3 11 1
DISAi!EE 1 1 3.2

4 1 4 1 4

STRONELY DISAGRE 1 1 12.9

COLUMN 31 31
TOTAL 100.0 10000

NUMBER OF MISSING OBSERVATIONS " 139
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Table 94
FORT OACKSON

CLINICAL NURSING RECORDS STUDY

"I HAD NO DIFFICULTY DISTINGUISHING NURSING NOTATIONS FROM

THOSE OF OTHER DISCIPLINES'

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PROFES- ROW
I SI)NAL TOTAL
1 11 21 41

F 12 ........ a 4....... a " a ...... - .......as 4.

1 I 20 1 1? I 9 1 46
STRONCLY AGREE I I 1 1 29.5

2 1 38 1 39 I 19 1 96
AGRE- 1 I 1 1 61.5

4 ... e.. 4".... a a ........04

3 1 4 1 5 1 2 I 11
DISAGREE I I I 1 7.1

4 1 2 1 I 1 1 3
STRONGLY DISAGRE I I I 1 1.9

COLUMN 64 61 31 156
TOTAL 41.0 39.1 19.9 10000

NUMBER OF 4lSSING OBSERVATIONS , 14

YI :L-94



fORT ACICSON

'CLINICAL ;NURStNG ;ECORDS STUDY

I HAD LITTLE DIFFICULTY LOCATING, NY- PREVIOUS NARRATIVE

NOTATIONS"

BY TYPE.OF PROVIDER

TYPE

:O i' NT I
I P P. FES-
I S IONAL i'O.
I Lt. I '"iAL

-S L 7 1 "7

I i 7 I 1L7

,. . .

bI S I J. 4

4. 1 3: J
C ..... .. . ... . *.

CQ'LUMIN + ±

TOTAL .00.0
"|8 SF * TIS "13-*

hiUI"aE:R OF MISSING .i..TIoN.: 39
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FORT AI-SN

CUNIC:AILi4RSZtlNG-ECORDS STUDY

' PHYSICIANS :ONY MNURSING":UNIT SgEMED TO LIKE HAVING

NARRATIVE NURSING COI*ENTS INTEGRATED WITH

OTHER PATIENT; CARE DOCUMENTATION"

BY TYPE OF PROVIDER

T YP E

I: :.2:" 1 "
-/ I .': 'h1i .iS

. . ... ..... .. . . ..

.A
C Y M '. .... T

I I : i :. 7

.. .. .-.. .. .. ................

..... . ......... ... .....

• .uIIN'I "', S :I



Table7,97

FOT JACKON

,CLINIK4ALURSING RECORDS, STUDY

"OTNR~ EALH CRE ROVDER (eg.,PHYSICAL THERAPIST,

DIETITIAN-, SOCIAL, WORKER), SEEMED TO LIKE HAVING

NARRATIVE-NURSING COMMENTS INTEGRATEDWITH

OTHER PATIENT CARE DOCUMENTATIONS

BY TYPE OF PROVIDER

COUNT X

.......... o

3 1> 3: 6i

iS.OI-dl-l-;5- DIMi RE I I 4I

QGLUMN !4'4i 08
TOTAL Ei,:,( - .001
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tible :98

Ch~ fWJti ftEObS, STUDY

"AL:~buH TE~GJID~INE RED~ HATALL 'NURSING" PERSONNEL

WER, 'AU .TO>IE TO b)AR 11- bh PRO-,~ Nf GRESS, NOTES, THERE

WERE SOE ~XCE It~ TO 9- TtISOLICY ON, 4Y

WiS1t~ UMVIT

By TYPE OF PROVIDER

TYPE

IRINS F .4f, k.

S- I RC-h4GiY AGE': I xI

A15E I 1. 16I

C11,S 7)R C I1 1 M~. .

4 ~ -1I , 1 7 . 4.3

S ~ ~ ~ ~ : 7 '1 . DISf.i~iRF 11 1T15

CO U N4 :i: 1 C

T CI L 5
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Table 99

FORT CKO

CLINICAL NURSING RECORDS STUDY

"IN MY.OPINION, THE 8TOILINE TO EVERYjTHING WE, HAVE

TESTED IS. . .

BY TYPE OF PROVIDER

TYP F PAU~E It OF
':::(UNT

R:'OW PCT .IF.M.S. PARA WORE;

C.'"L PC'T X CL..-. RMU:,

1 I "- :3 I TOTAL
:. •........ .. .....+ ...... .. .....+ .... .... .... +" - -- ---- --.

I. :I: "ill 13 I 1 1 63
IMP Lji:iE.NT i. -A.:TL I - I - I I 3.1i.

I 2 T ON I "
+ ................. .

S ' I & I
Gn" B1"-., ': " T'" OLD 1: :;5.0 x solo, I :2F: "0 1 2;::. 1+

:,1:., : .; S 1 2 I ,..{. 7 1

..................................................... .. --...............

::. 1 .147 1 M :; i 1,i I s-;Ci
IXPL.ENiT'.!I A, 0:D', 1 66.8 1i 2L8.2 1 S.0 1 4.i. 4

1 56.3 1 30.1 1 30 1i <,

r:LUI'N 261 d06 : S 495

'IUM OF" MI":NIG $1"RVAVTIOM1 Ti
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Tab i 1 0

FORT JACKSON

CLIt4ICAL 'NURSING RECORD S STUDY

GENERAL CtMN RGRN THE TEST FORMS

BY TYPE OF PROVIDER

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB 'CT I 1 I 2 I 3 1 4 1

COMMENTS . . +.. . 4 . . -.... 4

1 1 2 1 0 1 0 1 2 1 4
DR ORDER *SEN SAT 1 50.0 1 0.0 1 0.0 1 50.0 1 22.2

1 40*0 1 0.0 1 0.0 1 50.0 1
1 11.1 1 0.0 1 0.0 1 11.1 1
4... 4-- -- ... .... 4 ..

3 1 0 1 1 1 0 1 0 1 1
DR ORDEhSY REFER 1 000 I 100.0 1 0.0 1 0.0 1 5o6

1 0.0 1 14.3 1 0.0 1 0.0 I
1 0.0 I 5.6 I 0.0 1 0.0 1

4 1 1 1 0 1 0 1 0 1 1
DR DRMDGEN-PAPERMRK 1 10.0 I 0.0 1 0.0 1 0.0 1 5.6

1 ZO-0 1 0.0 1 0.0 1 0.0 1
1 5.6 1 0.0 1 0.0 1 0.0 1

9 1 0 1 4 1 1 1 0 1 5
DR ORD I-SHEET PREFR 1 0.0 1 80o0 1 2090 1 0-0 1 27.8

1 0-0 1 51.1 1 50.0 1 0.0 1
t 0.0 1 22.2 1 5-6 1 0.0 1
+m I ,o* I,.* -I o-° I oo° I,.

10 1 1 1 1 1 0 1 0 1 2
DR ORD REDISM CDNNT 1 10.0 1 50.0 1 0.0 1 000 1 11.1

J 2000 1 134.3 1 0.0 1 0.o 1
1 5.6 1 5.6 1 0.0 1 0.0 1

11 1 2 1 1 1 0 1 3 1 6
5094 ;EN SATISFACU 1 33.3 1 16.7 1 0.0 1 50.0 1 33.3

1 40.0 1 1.4.3 1 0.0 1 15.0 1
1 11.1 1 '5.6 1 0.0 1 16.7 1

12 1 0 1 4I 1 0 1 0 1 1
l509*14PRoves WNNMUN 1 0.0 1 100.40 1 0.0 1 0.0 1 5.6

1 0.0 1 14.3 1 0.0 1 0.0 1
1 0.0 1 5*6 1 0.0 1 0.0 1

COLUMN 5 ' .2 4 18
TOTAL 27.8 3&o9 11.1 22v2 1000
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Table 100

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT 1 1 1 2 1 3 1 4 1

COMMENTS ---- .--
14 1 0 1 0 1 1 1 0 1 1

509- ;EN PROBLEMS 1 0.0 1 0-0 1 100.0 1 0.0 1 5.6
1 0.0 1 0.0 1 50.0 1 0.0 1
1 0.0 1 0-0 1 5.6 1 0.0 1

E U 1 0 1 01 01 1
.1 0.0 1 100.0 I 00 1 0.0 1 5.6

I 0.0 1 14.3 I 0.0 1 0.0 1
1 0.0 1 5. 6 1 0.0 1 0.0 1

22 1 0 1 2 1 0 1 0 1 2
509 G3 BACK TO SEP N 1 0.0 1 100.0 1 0.0 1 0.0 I 116.

1 0.0 1 28&6 1 0.0 1 0.0 1
1 0.0 1 11.1 1 0.0 1 0.0 1

24 1 2 1 1 1 0 1 2 1 5
3888-2 + EN COMMENT 1 40.0 1 20PO 1 0.0 1 40.0 1 27.8

1 40.0 1 14.3 1 0.0 1 50.0 1
1 1141 1 5.6 I 0.0 111.1 1
4--- ----- 4- ..... ... ..... 4

26 1 0 1 3 1 0 1 4
3888-2 REDESIGN CHTS 1 0.0 1 75.0 1 25.0 1 0.0 1 22.2

1 0.0 1 42-9 1 50.0 1 0.0 1
1 0.0 1 16o7 1 56 1 0.0 1

28 1 1 1 0 1 0 1 0 1 1
3888-2 SPECIFIC PROD I 100.0 1 0.0 1 0.0 I 0.0 1 5.6

1 20.0 1 0.0 1 00 1 0.0 1
1 546 1 0.0 1 0*0 1 0.0 1

291 21 1 1 0 1 2 1 5
3888-3 4 C3MMENTS 1 400- 1 20.0 1 0*0 1 40.0 1 27.8

t 40.0 1 14.3 1 0.0 1 50.0 1
I 11. 1 5.6 1 0.0 1 11.1 1

COLUMN 5 ? 2 4 isTOTAL 27.8 38.9 1. 22.2 100.0
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Table 1O0

FORT JAC KSON

CLINICAL .NURSTING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF.PROVIDER, (CONTINUED)

COUNT, IRN PARA MARD PROFES-
ROW PCT i CLERK S IONAL ROW
COL PCl I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

C OMME NT S ----- -- ---- ... . .
30 1 2 1 0 1 0 1 0 1 2

3888-3-NEVER USE I 100.0 1 0.0 1 0.0 1 0.0 1 11.1
1 40.0 1 0.0 1 0.0 1 0.0 1
1 li.l 1 0.0 1 0.0 1 0.0 1

31 1 3 1 1 1 0 1 2 1 6
3888-4* CONMENTS I 50.0 I 164? 1 0.0 1 33.3 1 33.3

1 100 1 14.3 1 0.0 1 50.0 1
1 16.7 I 5.6 1 0.0 1 11.1 1
4- .. . . .... . . 4""' "-4- ... '-"--

34 1 0 1 11 0 1 0 1 1
3888-4 MISC COHMENTS 1 0.0 1 100.0 1 0.0 I 0.0 1 5.6

1 0.0 1 14.3 1 0.0 1 0.0 1
1 0.0 1 5.6 1 0.0 1 0-0 1

35 1 3 I 1 1 0 1 2 1 6
3858-5+ KEEP 1 50.0 1 16*7 1 0.0 1 33.3 1 33.3

1 60.0 1 14.3 1 0.0 1 50.0 1
1 16.7 1 5,6 1 0.0 1 11.1 1

36" 0 1 11 0 1 1 1 2
3888-5REDESIGN CuT 1 000 1 50.0 1 000 1 50.0 1 11.1

1 0-0 1 1,4.3 1 0-0 1 25.0 1
1 0.0 1 54 1 0.0 1 56 1

40 1 2 1 1 1 0 1 1 1 4
TDSEEPNNO CMAMGES 1 50.0 1 2!5,0 1 0.0 1 25.0 1 22.2

1, 40.0 1 143 1 0.0 1 25.0 1
1 11.-1 1 56 1 0.0 1 5.6 I

41 1 0 1 1 1 0 1 0 1 1
TOS REIDESiN CONMNTS 1 O*0 1 100-0 1 0.0 1 0.0 1 5.6

1 0.0 1 1-4 I 0.0 1 0.0 1
1' 0.0 1 5.6 1 0-0 1 0.0 1

COLUMN .S A 2 4 18
TOTAL, 27.,8 36,40 11. 1 22.2 100.0

L-IO
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Table 100

FORT JACKSON

CkI,74CAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 4 OF 4
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIGNAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

C OHMME NT S --- - .- .. -- -------.-
43 1 0 1 1 1 0 1 0 1 1

TDS-3LD BETTER I 0-0 1 100.0 I 00 1 0.0 1 5.6
I 0.0 1 14.3 1 0.0 1 0.0 1
1 0-0 1 5.6 1 00 1 0.0 1

44.1 1 1 0o1 01 0 1 1
TDS OVERPRINT COI*EN I ID0.0 1 0.0 1 0.0 1 0.0 1 5.6

1 20-0 1 0.0 1 0-0 1 00 1
1 5.6 1 0*0 1 0.0 1 0*0 1

45 1 2 1 0 1 0 1 1 1 3
GEN•SYS CH& CHTS 1 66.7 1 0.0 1 0*0 1 33*3 1 16.7

1 40.0 1 0.0 I 0.0 1 25.0 1
1 11.1 1 0.0 1 00 1 5.6 1

50 1 0 1 0 1 0 1 3 1 3
TDS WANT YELLOW HL 1 0.0 1 0.0 1 0.0 1 100.0 1 16.7

1 0.0 1 0.0 1 0.0 1 75.0 1
1 0.0 I 0. 0 1 0.0 1 16.1 1

COLUMN 5 7 2 4 18
TOTAL 27.8 38.9 1101 22o2 1000

PERCENTS AND TOTALS BASED ON RESPONDENTS

18 VALID CASES 17 MISSING CASES
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FORT., JACKSON

CLINICAL.,NURSING4, RECORDS, STUDY

GENERAL- COMMENTS REGARDING ,,DA; FORM 3888-2 TEST NURSING

HISTORY AND ASSESSMENT

BY TYPE OF PROVIDER

TYPE

COUNT- IRN PARA WARO. PROFES-
ROW PC-T I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ----4....... +e........e4aaaa a4.------------
24 1 2 I 1 1 0 I 2 1 5

3888-2 +GEN COMMENT 1 40.0 I 20.0 I .0 1 40.0 I 50.0
1 66.7 I 25sO 1 .0 1 100.0 1
1 20.0 1 iO.0 1 .0 1 20.0 1
4--- ------------ ----- +------------.

26 1 0 I 3 1 1 1 0 1 4
3888-2 REDESIGN CMTS I .0 I 75.0 1 25.0 1 .0 1 40.0

I .0 1 75.0 1 10090 1 .0 1
I 00 I 30.0 110.0 1 0 I
4+..... 4--"... 4-----------+------------+

28 1 1 I 0 I 0 1 0 I 1
3888-2 SPECIFIC PROB 1 100.0 1 .0 I s0 I .0 I 10.0

1 33.3 1 .0 I 00 1 .0 1
1 10.0 1 .0 1 00 1 .0 I

---------------------------------------------------------
COLUMN 3 4 t 2 10
TOTAL 30.0 40.0 100 2000 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

10 VALID CASES; 25 MISSING CASES

-104

I
l i f I l ill lllUlll 1I Ia ll llI Sl i W S l m



Table 102

'FORT JACKSON

CLINICALNURSING RECORDS STUDY

GENERAL COMMENTS'REGARDING DA FORM 3888-3 TEST

NURSING HISTORY AND ASSESSMENT CONTINUATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA PROFES-
ROW PCT I SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 4 1

COMMENTS ---.------------------ ----------------
29 I 2 1 1 1 2 1 5

3888-3 + COMMENTS 1 40.0 1 20.0 1 40.0 I 71.4
1 50.0 I 100.0 1 100o0 I
1 28.6 I 14.3 I 28.6 I
------------------------------

30 1 2 1 0 1 0 I 2
3888-3-NEVER USE I 100.0 1 .0 1 0 1 28.6

1 50.0 I .0 I .0 1
I 28.6 I .0 1 .0 I
-- -- -....------- ---...

COLUMN 4 1 2 T
TOTAL 57.1 14.3 28.6 1000

PERCENTS AND TOTALS BASED ON RESPONDENTS

7 VALID CASES; 28 MISSING CASES
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Table 103

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING, DA FORM,3888-4 TEST

NURSING CARE PLAN

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA PROFES-
ROW PCT I SIONAL ROW
COL PCT I TOTAL
TAB PCT I J 1 2 [ 4 1

COMMENTS .. . -------------------------.----------- +
31 I 3 I L 1 2 1 6

3888-4+ COMMENTS I 50.0 I 16.7 1 33.3 1 85.7
I 100*0 1 50.0 1 100.0 I
1 42.9 I 14*3 1 28*6 1
------------------------------

34 1 0 I 1 1 0 1 1
3888-4 MISC COMMENTS 1 .0 1 100.0 1 .0 1 14.3

1 .0 I 50.0 1 .0 I
I .O 1 14.3 1 .0 1
------------------------------

COLUMN 3 2 2 7
TOTAL 42.9 28o6 28.6 1000.

PERCENTS AND TOTALS BASED ON RESPONDENTS

7 VALID CASES; 28 MISSING CASES
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Table 104

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-5 TEST

NURSING DISCHARGE SUMMARY

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA PROFES-
ROW PCT I SIONAL ROW
COL PCT I TOTAL
TAB PCT I L 1 2 1 4 1

COMMENTS ----- ------------ +-----------------------
35 1 3 I 1 1 2 1 6

3808-5+ KEEP I 50.3 I 16.7 I 33.3 1 75.0
1 100.0 1 50.0 1 66.7 I
1 37.5 I 12.5 1 25.0 1
---- -----------------------

36 1 0 1 1 1 1 1 2
3888-5+RE.ESIGN CMT I o0 1 50.0 1 50,0 1 25.0

1 .0 I 50.0 I 33.3 1
I .0 1 12.5 I 12.5 I
+aaaaaaaa-----------------------

COLUMN 3 2 3 8
TOTAL 31.5 25.0 37.5 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

8 VALID CASES; 27 MISSING CASES
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Table 105

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2,TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 I 2 1 3 I 4 1

COMMENTS ------------ ------------------------------- +
I I 2 [ 0 1 01 21 4

OR ORDER +GEN SAT 1 50.0 I .0 1 .0 1 50.0 1 30.B
I 500 I 00 1 .0 1 0 10.0 1
1 15.4 1 .0 1 .0 1 15.4 I
4----------- ----- +----------------------

3 1 01 11 0 1 01 1
DR ORD+EASY REFER I .0 I 100.0 1 .0 1 s0 I 7.1

I .0 1 16.7 I .0 1 .0 1
I .0 1 7.7 1 .0 1 .0 I

-.....------------ -...........----------- +

41 1 I 0 1 0 1 0 1 1
DR ORD-GEN-PAPERWRK 1 100.0 1 .0 1 .0 1 .0 I 1.7

1 25.0 1 .0 1 .0 1 ,0 I
I 7.7 I ,0 I ,0 I ,0 I
4.------4-----------+----------------------

9 1 01 41 I 0 1 5
DR ORD I-SHEET PREFR 1 .0 1 80.0 1 20.0 1 .0 1 38.5

1 .0 1 66.7 I 100.0 1 .0 1
1 .0 I 30.8 1 7.7 1 ,0 I
........------ . --------------------

I I 1 1 1 1 0 I 0 1 2
DR ORD REDISN COMMNT I 50.0 I 50.0 1 .0 1 .0 I 15.4

I 25.0 I 16.7 1 .0 1 .0 1
I 7.7 1 7.7 1 .0 1 ,0 1
4-------4----------------------4----------

COLUMN 4 6 1 2 13
TOTAL 30.8 46.2 7.7 15.4 1000

PERCENTS AND TOTALS BASED ON RESPONDENTS

13 VALID CASES; 22 MISSING CASES
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Table 106

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING

DA FORM 4677-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN NONMEDICATION

AND DA FORM 4678-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN MEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA PROFES-
ROW PCT I SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 4 I

COMMENTS ----- 4--------4----------- +---------
40 I 2 1 1 1 1 1 4

TOS KEEPNO CHANGES I 50.0 1 25.0 I 25.0 1 51.1
1 66.1 I 33.3 I 100.0 I
I 28.6 1 14*3 1 14.3 I
-----.-- -- .-----------

41 1 0 1 1 I 0 1 1
TDS REDESIGN COMMNTS I .0 1 100.0 1 .0 1 14o3

1 .0 1 33.3 1 .0 1
I .0 1 14.3 1 .0 1
---------.---------------

43 1 0 I 1 1 0 I 1
TDS-OLD BETTER I .0 I 100.0 1 .0 I 1493

I .0 1 33.3 I s0 I
I ,0 1 14.3 1 .0 I
+aaaaaa-----------n-----------

44 I 1 1 0 1 0 1 1
TDS OVERPRINT COMMEN 1 100.0 1 .0 1 .0 I 14.3

I 33.3 1 .0 1 o0 I
I t43 I .0 I .0 1
4.....----------aaa...-----------.

COLUMN 3 3 1 7
TOTAL 42.9 42*9 14o3 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

7 VALID CASES; 28 MISSING CASES
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-Table 107

;FORT JACKSON

CLINICAL NURSINGRECORDS STUDY

GENERAL COMMENTS ;REGARDING,'INTEGRATED PROGRESS NOTES

'BY 'TYPEAOF PROVIDER.

TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCTI I I 3 1 4 I

COMMENTS .. +----------+------------+------------+----------

11 1 2 1 1 1 0 1 3 1 6
509+ GEN SATISFACT 1 33.3 I 16.7 I .0 I 50.0 I 54.5

1 100.0 I 20.0 1 .0 1 tO0.O I
1 18.2 1 9.1 I .0 1 27.3 I
+------------------------eeeee------------

1Z 1 0 1 1 1 0 1 0 1 L
509+IMPROVES COMNUN 1 .0 I 100.0 1 .0 1 .0 1 9.1

1 .0 1 20.0 I 00 1 .0 1
1 .0 I 9.1 1 .0 I .0 1
----------- ---------- 4.-.......4.

14 1 0 1 0 1 1 1 0 I t
509- GEN PROBLEMS 1 .0 1 .0 I 1000 I .0 1 901

1 .0 1 .0 1 100.0 1 .0 I
I .0 1 .0 1 9.1 1 *0 I
+nnnnnnnnnnn+.------------+------------..

20 I 0 1 1 I 0 I 0 1 1
509-NOTES QUALITY I .0 1 100.0 1 .o I .0 1 9.

1 .0 I 2000 I .0 1 .0 1
1 .0 I 9.1 1 .0 I .0 1
4------- ---- - - -... .-.-----------.

22 I 0 1 2 1 0 I 0 1 2
509 GO BACK TO SEP N 1 .01 100.0 1 .0 I .0 1 18.2

I .0 I 40o.O 1 0 I .0 I
I 0 I 18.2 1 .0 I .0 I
--... 4- ...----.------------.---------- -

COLUMN 2 5 1 3 11
TOTAL 18.2 45.5 9.1 273 10000

PERCENTS AND TOTALS BASED ON RESPONOENTS

Ll VALID CASES; 24 MISSINGCASES

Lk-110

---



Table 108

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

CURRENT DUTY ASSIGNMENT

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I TOTAL
1 11 21

HI ........ • .... .• ........
1 1 47 1 1 47

CLIN STAcF NURSE 1 1 1 39.5

I 71 7
CLIN HEAR NURSE I 1 1 5.9

3 1 ! 1
CLIN IURSE SPEC 1 I a ,s

41 51 1 5
SPEC PRACTICES I I I 4@2

4.,.....--... ........ •0

51 i 1 i1 1

SECT SUPV e 1 1 .8

6! 11
CH-ASST CH NURSE 1 18

8 1 I 14 1 14

91A-AIDE I 1 1 11.8

9 1 1 4 4

918 1 1 1 3.44 ......00 4. ........0 04

10 1 1 35 I 35

91C PRACT NRS I I 1 29.4

11 1 1 4o 1 4

91F-PSYC4 TECH 1 1 1 3.4

COLUMN 62 57 119
TOTAL 52.1 47.9 10. 0

NUMBER UF 4lSSING OBSERVATIONS * 51

L-111
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Table 109

FORT JACKSON

CLINICALNURSING RECORDS STUDY

"ARE, YOU A VARDMASTER?"

BY, TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I iDTAL
! 21

H2 ........ ... 4
i 3 1 3

YES l I 5.7

2 1 50 I so
NO 1 1 94.3

+. ...... 0 4.

COLUMN 53 53
TOTAL 100-0 100,

NUMBER VF lI1SSING OBSERVATIONS z 117

L-1t2
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Table 110

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

PRIMARY INPATIENT NURSING UNIT

BY TYPE OF PROVIDER

TYPE
COUN4T I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

143-....... en ....o --- 0 .. ...0 .. oo- ... . .4

1 1 11 1 9 1 1 1 21
SURG UNIT I I'1 1704

2 1 5 1 1 1 1 13
PSYC UNIT I 1 1 1 10.7

3 2 ? 1 4 1 1 6
PED NIT I I 1 1 13.

4 1 1 1 11 1 1 13
COBIKED 1 I 1 1 107

40"0...... 40- .... ~ .. ... .... o4

5 2 1 6 1 1 6
PEDS UNIT I I 1 1 5.0

61 13 1 14
ALL ICUS 1 I 1 1 19.8

9 1 11 1 6 1 1 17
LItD MEN 00S7 PAR I I 1 1 140

S. . . 4 .. .. . 1' .. .. .

OR AMES 1 3,3

9 1 3 1 3 1 1 1 7

DTHER I I I I S.8
4 00 .... .. .... o--€--------!.oo

COLUMN 58 59 4 121
TOTAL 47.9 4B. 3.3 100.O

NUMBER (!F 4ISSING OBSERVATIUJWiS x 49

L-113
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Table 111

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED AS A REGISTERED NURSE

BY TYPE OF PROVIDER

TYPE TYPE
COUNT I COUNT I

IRNS ROM IRNS ROW
I TOTAL I TOTAL
1 11 1 11H ... ... cn c 4-,,.n .. . non....... n -. . .4.

1 I 5 1 5 14 1 2 I 2

i 1 906 1 1 3.8+•-.c...f.4• 4 ... n.. .4"
2 1 6 1 6 15 1 1 1 1

1 I 1 1.5 I 1 1.94• o c ... .•4 ...... 4.

3 1 4 1 4 16 1 3 1 3
7.7 1 1 5.84, c.... • • c ..... 4

4 1 3 1 3 17 1 2 1 2
I 1 5.8 1 1 3.84 n-n ... .4"40....... 04

5 1 3 1 3 18 1 1 1 1
I I 5.8 1 I 1.94. ... .. e.4 4 ..... .,o,.4.

6 1 2 1 2 20 I 4 1 4
I 1 3.9 I 1 7.7
+ coo....o.• 4no...... 4.

7 1 3 I 3 COLUMN 52 52
1 1 5.8 TOTAL 100.0 100.0

I 3 1 3
1 1 508

9 1 3 1 31 1 5.8
4 ...... •4

10 1 1I 1
1 1 1.9 NUMBEP UF 41SSING

12 1 4 1 4

13 1 1 1 1

IZ I I t9

4 ..... -4,1 I 109
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Table 112

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

CORPS AFFILIATION

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

H5 --.--........ a.+

1 1 4 1 4
AMSC-E.IV 1 1 12.1

3 1 28 1 28
MC-CJv I I 84.8

41 11
MSC-CIV 1 1 3.04- ..... n. 4

COLUMN 33 33
70TAL 100.0 100.0

NUMBER CF 41SSING OBSERVATIONS " 137

L-1 15
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tab!e, 1i

fORT JACKSON

CLIN.,AL NURSING. RECORDS STUDY

NUMBER OF YEAS, WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER

COUN4T I
IRNS PARA WARD PROFES- ROW
1 CLERK SIONAL TOTAL
1 11 21 31 41H 6 e......s n......4e. .... 4 ......... e -......

1 I 13 I 10 I 1 I 2 I 26
1 1 1 1 1 20.04"I ae.. . 4. c . ...... 4e f .. e.e.. .e-........ '

2 1 .12 1 5 1 1 ! 4 1 22
1 I 1 1 I 16.9
• IF .. .. e e4c .. ... 4 -.--.•e ... .. .e c e ... . ..

3 I 6 1 4 1 1 1 2 1 13
1 I 1 I 1 10.0

4 1 1I 31 1 1 4
1 1 1 1 1 3.1
4c... .0 04 .. ... 4' ....... "s40 ... e.. c 4

5 1 4 1 2 1 1 1 4 1 11
1 I 1 I I 8.5
•o ... .. e 4. ..... , a-,.4.......0 0 ........ €-

6 1 1 5 1 1 5 I 10
I 1 1 1 1 7.7
.cc .... -,-- . ....c . e - . .... .. F .......eeo . 4.

7 II 1 1 3 1 4
1 1 1 1 1 3.1

8 1 1 1 2 1 1 3!1 6
I I I 1 1 4.6
g e .... ..c .c..e c. - - ceo ... .. . •4.0......4

1 1 1 1 21 6
! I I I I 4.6

4c ...... ... coes • c.. e..... see..,.cog•

10 1 1 1 1 1 1 2 4
1 I I I 1 3.1
40. 0..... 40.... .. ,,1 cc....o. 4...0 .. 0 .04

12 1 2 1 2 1 3 1 3

l 1 1 1 1 2*3

13 1 1 12 1 1 1 3I 1 I I I 2.3
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Table 113

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER (CONTINUED)

TYPE
COUNT I

IRNS PARA WARD PROFES- ROW
I CLERK SIONAL TOTAL
I I1 21 31 41

15 1 1 1 1 2 1 2
I I I I ! 1.54 s s ..... . ....... 0400 ..... .o€ . ......

16 1 1 I 1 1 1 2
i I 1 1 1.5
4 0 0 ..... 4 5000 0 .0 ........ ....... *

17 1 1 I I I 1
I 1 1 1 1 8
40 ..... 0 04 0.... o- o ........ s........

18 1 1 1 1 i 1 1 3
! I ! 1 1 2.3

400. 00 00...00000...050... " 0 00.. 0...

19 1 1 1 1 1 1 2
I 1 1 I 1 1.5
4 s......o 0 " .... so 4"° ..... 40....... s

20 ! 3 I 4 1 1 1 7
I I i ! I 5.4

COLUMN 52 43 4 31 130
TOTAL 4000 33.1 3.1 23.8 100.0

NUMBER CF MISSING OBSERVATIONS * 40

L-117
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Table, 114

FORT JACKSON

CLINICAL NURSING RECORDS STUDY

FINAL GENERAL COMMENTS

BY TYPE OF, PROVIDER

TYPE

COUNT IRN PROFES-
ROW PCT I SIONAL ROW
.COL PCT I TOTAL
TAB PCT I 1 1 4 I

COMMENTS ---- ---------------------------+

45 I 2 I 1 I 3
GEN+SYS CHG CMTS 1 66.7 1 33.3 I 60.0

I 100.O 1 33.3 1
I 4G.O 1 20.0 1
+ -r- -------. .. . .. .

50 1 0 1 3 I 3
TDS WANT YELLOW HL 1 .0 1 100.0 I 60.0

1 .0 1 100.0 1
I .0 1 60.0 1
.----------------+

COLUMN 2 3 5
TOTAL 40.0 60.0 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

5 VALID CASES; 30 MISSING CASES

L-1 18
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Table 1

FORT POLK

CLINICAL NURSING RECORDS STUDY

TYPE Oi RESPONDENT

VALID CUM
VALUE LASEL VALUE FREQUENCY PERCENT PERCENT PERCENT

RNS I bO 41.? 41.7 41.7
PARA 2 57 39.6 39.6 81.3
WARD CLERK 3 8 5.6 5.6 86.8
PRLVFES- SIUNAL 4 19 13.2 13.2 100.0

TDTAL 144 10.0 100.0

VALID CASES 144 MISSiNG CASES 0

Table 2

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SAVE

ME NURSING DOCUMENTATION TIME" BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RaW
I TDIAL
1 11 21

Al ........ 4 as....n. + ea .es 4
1 1 37 1 22 1 59

5TRDNLY AGREE I 1 1 54.1
4--- a- -- ... ... -04.

2 I 19 1 24 1 43
AEREI 1 39.4

' 4 a...a.a ea ..... a.a.. 4"

3 1 1 1 5 1 6
DISA;FEE 1 1 3 5.5

4 1 1 1 1 1
STRONICLY DISAGRE 1 1 1 .9

COLUMN 58 51 109
TOTAL 53.2 46.5 1O39D

NUMBFR (If ISSING OBSERVATIONS s 35

M-2



Table 3

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLDSYSTEM, I FEEL THE TEST FORMS

HELP AVOID WRITING SAME INFORMATION SEVERAL

PLACES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 1I 21 31

A2 . . . . . . 4 ... ... -------- --
1 1 35 1 24 1 4 1 63

STRONCLY AGREE 1 I 1 1 54.3
4 -.... . w - - + -.. .... -- -. -.4

2 1 20 1 24 1 4 1 48
AGREE I 1 I I 41.

..----------- -... ... 4 -- --.. --

3 1 1 2 I 2 2
DISA;REE ! I I 1 1.7

4 1 3 1 1 1 3
STRONCLY DISAGRE I I 1 1 2.64 .eeeeeeee CC .... ...C . ....... SO

COLUMN 58 5D 9 116
TOTAL 50.0 43.1 6.9 100.0

NUMBER UF 4ISSIsh OBSERVATIONS : 28

M-3
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Table 4

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

h IMPROVE COMMUNICATIONS ABOUT THE PATIENT AMONG

NURSING PERSONNEL"
BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
STOTAL

II 21
A3 . . . . . . . . . . . .

1 1 14 1 8 1 22
STP00-LY AGREE I I I 2D.2

4.--------- -..- --

2 1 34 1 36 1 70
AGREE 1 1 64.2

3 1 9 1 5 1 14
DSA ;EE I 1 I 12.8

4------..... on a- .. ... '

4 1 1 1 2 1 3
STREIELY DISAGRE I 1 1 2.9

4.--- ----. . - *. .. 4.

COLUMN 58 51 109
TOTAL 53.2 46.8 IDODO

NU4BER IF 4ISSING OBSERVATIONS 35

M-4



Table 5

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO 'THE OLD SYSTEM, I FEEL THE TEST FORMS IMPROVE

COMMUNICATIONS ABOUT THE PATIENT BETWEEN NURSING AND

OTHER HEALTH CARE PROFESSIONALS"

BY TYPE OF PROVIDER

TYPE

COUNT 
I

IRKS PARA ROW
I T3TAL
I 1f 21

A 4 ---- --. m •4 m am. .-4
1 1 16 I 7 1 23

STRONCLY AGREE I I I 21.1

2 1 30 1 28 I 5
AGREE I 1 1 53.2

+eeeeeee.. aj ........

3 1 9 1 14 1 23
DISA;IEE I 1 1 21.1

4. ...... -a c ... e....a

4 1 3 1 2 1 5
STPDIO(LY DISAGRE I 1 1 4.6

COLUMN 58 51 109
TOTAL 53.2 46.8 10.0

NUMBER (F MISSING OBSERVATIONS s 35

M-5



Table 6

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ENCOURAGE ME TO USE THE NURSING PROCESS"

BY TYPE OF PROVIDER

TYPE
C OLN T I

IRNS RDW
] TOTAL

1 1 18 18 i

STRVN(LY AGREE 1 1 31"5

2 1 32 1 32
AGREE 1 1 561

3 1 6 1 6
DISAZPFE 1 1 05

+ -....... ece

4 1 1 1
STRDO(LY DISAGRE I 1 18

4---------.. 4-

COLUMN 57 57
TOTAL 100.0 100,D

NUMBER UF 41ISSING OBSERVATIONS = 87

I



Table 7

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE EASIER TO USE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA N4RD ROW
1 CLERK TOTAL
1 11 21 31

A6 --------- e--- .-- . ...... s e ....... .e4.

1 I 24 1 24 1 2 1 50
STR0I4GLY ACREE 1 I 1 I 41.7

--------- 4.-----555 C5

2 I 30 1 24 1 6 1 60
AGREE 1 I I I 50.0

.. ... a 4 a e .. .. .a 4.5......4.

3 1 3 1 b 1 1 9
DISA;FEE I I I 1 7.54....... . .. .. sI 4..... .. .s4

4 1 1 1 1 1 1
STROAICLY DISAGRE I I I 1 .8

COLUMN 58 54 8 120
TOTAL 48.3 45.0 6.7 100.0

NUMBER UF 4ISSING OBSERVATIONS - 24

M-7



Table 8

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS SHOULD

HAVE BEEN A MORE DRASTIC CHANGE"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31Ai ........flo 4eeeeee.... 4c ..... o... eeo .... ...

!1II 11 1 1 2

STRONGLY AREE 1 1 I 1 1.8

2 I 5 1 10 1 4 1 19
AGREE 1 I I 1 16.8

S....... 00 4 ... .... coo ... ... 4

3 I 40 1 37 1 4 1 81
D1S ;IEE I I I 1 71.

4 1 9 1 2 1 1 11
STR CivLY DISAGRE I I 1 1 9.7

COLUMN 55 50 8 113
TOTAL 48.7 44.2 7.1 100.0

NUMBER IF 4iSS14G OBSERVATIONS = 31

M-8



Table 9

FORT POLK

CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

ARE A DEFINITE IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROWI CLERK TOTAL
1 21 31As 8-------... . ... 4 n . ..... w -..... a

1 1 20 1 13 1 2 1 35STROMNLY AGREE I I 1 1 29,2

2 * 35 1 35 1 6 ! 76AGREE I 1 1 63.3

31 2 1 8DJSA;REE I 1 1 1 6.7
41 I ] 1 I ISTRONCLY DISAGRE I 1 ) 1 .84-e co . . .. 4 e.. ... a 4ne - .... e.a. 4)

COLUMN 58 54 . 12DTOTAL 48.3 45,@ 5,? 100.
NUMBER IF 41SSING OBSERVATILINS 24

1"-9



Table 10

FORT ;POLK

CLINICAL-NURSING RECORDS STUDY

"CO pARED-TOHE QL SYSTEM,., I FEELTHE: JES'T'FORMS

PROVIDE ME ,A BETTER. PICTURE,OF;WHAT IS HAPPENING

TO THE PATIENT"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IRNS PARA ROW
I TOT AL
I lI 21

A9 -.---- 4- . a as .. .-

1 1 9 1 9 1 is
STRCACLY AGREE I 1 1 16.2

4- ---- -- -.. . .. e. . •

2 1 38 1 34 1 72
AGREE I 1 1 64.9

455C ... ... "Is....... nec

3 1 9 1 9 1 i
D1SAZFEE 1 1 1 16.2

4 1 1 1 2 1 3
STRONGLY DISAGRE I I 1 2.7

COLUMN 57 54 111
TOTAL 51.4 48.b 0300

NUMBEI UF 4lSSING OBSERVATIONS z 33

M-10
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Table 11

FORT POLK
CLINICAL NURSING RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

REDUCE THE AMOUNT OF PAPERWORK I HAVE TO DO"
BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
% LERK TOTAL! ii 21 31AID0.a .... 4. . --- - -1. -- -. .... 4 ... . 1.1 1 23 1 25 1 2 1 5DSTRONfGLY AGREE I I 1 1 42*04eaa c .... .. . ..- .. a ... a-----a

2 1 28 1 17 1 3 1 48AIRF 
1 40.34. ...... a.an ....... 4. ....... 41a

3 1 5 1 11 1 7 1 18DISACfEE I 1 1 1 15.14 ...... e .~4. .. .n . . ....... 00 .441 25 I 1 1 3STRO GjLy DISAGRE I I 1 2.5
COLUMN 58 54 7 119TOTAL 48.7 454. 5,9 I00#0

NU8BER L:F 4?JSS1G J8SERVAI1ONS 25

|lllll Ill I II I I~l . ....



Table 12

FORT POLK

CLINICAL NURSING, RECORDS STUDY

"COMPARED TO THE OLD SYSTEM, I FEEL THE TEST FORMS

HAVE IMPROVED THE QUALITY OF DOCUMENTATION ON

MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDW
I TTOAL

11 21
All ....... . as. . .. . .

1 I 11 1 15 1 26
STRONCLY AGREE I I 1 23.6

2 1 38 1 27 1 65
AGREi I 1 1 59.14 0 .... s...40O .. 0...4'

3 I 6 1 b 1 12
DISA;PEE I I 1 10.9

*-- -- . . .05 . ----. --

4 1 2 1 5 1 7
StRVOCLY DISAGRE I 1 1 6.4

COLUMN 57 53 Ila
TOTAL 51.8 48.2 O)*O

NUMBER 1F "ISSING OBSERVATIONS = 34

M-12
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Table 13
FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE NUMBER OF NURSING HISTORY QUESTIONS IS ADEQUATE"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA ROW
I TOTAL
I il 21

B 3 ........ o o...... .. o .. f....

1 1 15 1 1D 1 25
STRONCLY AGREE 1 I I 2400

4 .. .. . 4.00.......4"

2 1 22 1 33 1 55
AGREE I I 1 52.9

3 1 16 1 7 1 23
DISA1;EE I 1 1 22.1

4 ... ...--- ....----

41 1 1 1
STRV LY .'iSAGRE I I 1 10

COLUMN 54 5) 104
TCTAL 51.9 48.1 1O.

NU4BER (Vf '41SSING OBSERVATIONS 40

M-13
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Table 14

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE CONTENT OF THE NURSING HISTORY QUESTIONS IS AS THOROUGH

AS I NEED THEM TO BE

BY TYPE OF PROVIDER

TY PE
COUNT I

IRNS PARA ROW
I TTAL
1 11 21

B2 ....... 4 ----------- 4. ....... 4
1 1 10 1 8 1 18

STRONCLY AGREE I 1 17.5
4eeeeeeeee.4.o..... c4

2 1 23 1 32 1 55
AGREE I 1 1 53.

3 1 20 1 8 1 28
DISAFEE I 1 1 27.2

4 1 1 1 1 1 2
STROVNLY DISAGRE I 1 1 1.9

COLUMN 54 49 103
TOTAL 52.4 4705 1O0.0

NUMBEF: F MISSING OBSERVATIONS - 41

M-1 4



Table 15

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT THE BLOCK FOR PATIENT'S PERSONAL

ARTICLES AND VALUABLES IS HELPFUL"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

83 ----- s- - -.-- .- *--.. .4 .......f 4

1 1 10 1 7 1 1 1 I1
STRONELY AGREE I 1 1 1 15.9

2 1 24 1 28 1 4 1 56
AGREE I 1 1 49.6

3 1 15 1 13 1 2 1 30
DISAGREE I 1 1 1 26.5

4. a....... 4 -- ,- .. sa .... .. 4

4 1 6 1 31 1 9
STRONGLY DISAGRE I I I 1 80

4 ....... sa 4.- a--- - a.--4-....sas 4.

COLUMN 55 51 7 113
TOTAL 48.7 5.1 6.2 100.0

NUMBER (IF 4ISSING OBSERVATIONS 31

115



Table 16

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT MOST NURSING HISTORIES ARE

DONE BY NON-RN/ANC PERSONNEL."

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA W4RD ROW
I CLERK TOAL
1 11 21 31

B4 - ---------------------- 4. ........ . .-

1 1 12 1 9 1 2 1 23
SIRONCLY AGREE I I 1 1 20.2

4 eeeeeee ------- w . -- e.....e+
2 1 11 1 11 1 3 1 25

AGREE I I 1 1 21.94 ....... C . 4.... ... Ce . ..... C -C C

3 1 16 1 26 1 1 1 43
DISAiREE I 1 ! I 37.7+------- - ..+ ...C ... e 4C CC... .. o4

4 1 17 I b 1 1 23
STRCNLLY DISAGRE I I 1 1 20.2

COLUMN 56 52 6 114
TCTAL 49.1 45.6 5.3 100.0

NUMBER UF 4IISSING OBSERVATINS = 30

M-16



Table 17

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT ALL NURSING ASSESSMENTS ARE

DONE BY RNs AND ANCs"

'BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL

11 21 3195 04 ...... .. + . .... .. . .

1 1 39 1 23 1 2 1 64
STRONGLY AGREE I I 1 1 54.2

4 ....... n I---o.... 4 ........ 4"

2 1 14 1 14 1 4 1 32
AGREE I I I I 27.1

+ .... o .. n4- ........ cnn ... ... 4

3 1 5 1 15 1 1 1 21
DISA;FEE I I 1 1 17.4 ..... nnn.. on ... ... 4. .. .. .nn

4 1 I 11 1 1
STRONtCtY DISAGRE I I I 1 ,8

COLUMN 58 53 7 li
TOTAL 49.2 44.9 5.9 100-D

NUMBER UF 41SS14G OBSERVATIONS z 26

M-17
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Table 18

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ON MY NURSING UNIT AN OVERPRINT IS USED FOR

* THE ASSESSMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I IB{ ..... +... n.... 4

1 10 1 10SRVNGLY AGREE I I 38.5

2 1 81 8AGREE I I 14.8

3 1 20 I 20
DISA;RFE 1 I 37.0

4 1 16 1 16STRPM(4LY DISAGRE 1 1 29.6

COLUMN 54 54
TOTAL 100.0 1O0,-

NUMBER OF 4ISSING OBSERVATIONS : 90

M-18



Table 19

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ONMY NURSING UNIT WE OFTEN USE THE HISTORY

AND ASSESSMENT CONTINUATION SHEET"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK 7OTAL
1 11 21 31

B "d. . . . ........ +- .. .. . 4 ... ... o

1 1 4 I I I !1
STRONGLY AGRFE 1 ! I I 9.8

2 1 9 1 IB I 1 I 29
ACI I 25.0

4moooooooooo4 ...... o s......

3 1 25 1 22 1 4 1 51
DISAGREE 11 45.5

4 ..... 4"...... 0.. 40 .. 0...04

4 1 17 1 3 1 2 1 22
SIRON(LY DISAGRE I I 1 1 19.6

000.... . s-. .. .o c4o .... ... 4

COLUMN 55 50 7 112
TUTAL 49.1 4e.b 6.3 1000

NUMBER UF 4ISSING OBSERVATIONS = 32

1I
i M-19



Table 20

FORT POLK

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I II

1 1 22 1 22
STRO NLY AGREE 1 I 43.1

4eeeeeeeeee

2 1 20 1 20
AGREE 1 1 39.2

3 1 4 1
DISACREE 1 1 7.8

4 1 5 1 5
STR(VMC-LY DISAGRE 1 1 9.8

COLUMN 51 51
TOTAL 100.0 100.0

NUMBER UF 4IISSING OBSERVATIONS = 93

M-20
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Table 21

FORT POLK

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE STANDARDS

OF NURSING PRACTICE (DA PAM 40-5) HAS INCREASED

MY USE OF THE CATEGORIES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL

B 9 a........l +a .......s

1 I 18 1 18
STR NILY AGREE 1 1 35.3

2 1 21 1 21
AGREi 1 1 41*2

--------- 04

3 1 71 7
DISA;FEE I 1 13,7

4 1 5 1 5
STRONCLY DISAGRE 1 1 9.8

COLUMN 51 51
TOTAL 100.0 lOOD

NUMBER LF MISSING OBSERVAIONS * 93

M'-21



Table 22

FORT POLK

CLINIC NURSING RECORDS STUDY

"OVERPRINTING THE ASSESSMENT CATEGORIES FROM THE

STANDARDS OF NURSING PRACTICE (DA PAM 40-5)

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
1 11B]O ........ + 4eeeeeeeee

1 1 25 1 25
STRUN-LY AGREE I I 50.0

2 1 19 1 19
AGREE I 380

3 1 1I 1
DISAZFEE I 1 2.0

4 1 5 1 5
STRIDPIULY DISAGRE I I 10.0

COLUMN 50 5D
7UTAL 100.0 100.0

NUMBER Uf 4ISSI'G OBSERVATIONS 94

M-22
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Table 23

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I LIKE THE IDEA OF THE NURSING HISTORY AND ASSESSMENT,

IF COMPLET ED ON ADMISSION, SERVING AS THE ADMISSION

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
1 IBI ........eeeeee4e........ +

1 1 51 1 51
STRONCLY AGREE 1 1 89.5

2 1 6 1 6
AGREE 1 1 10.5

COLUMN 57 57
TOTAL 100.0 10O-o

NUMBER OF 4ISSING OBSERVATIONS = 87

M-23



Table 24

FORT POLK

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TDAL
1 11

1 1 24 1 2',
STRONCLY ACREE I 1 44o4

2 1 21 1 21
AGREE I I 38o9

3 1 41 4
DISA;FEE 1 I 1.4

4 1 5 1 5
S7RONCLY DISAGRE 1 1 9.3

4050 ... ... 4

COLUMN 54 54
TOTAL 1O0* 100.0

NUMEER Cf 4ISSING OBSERVAINS x 90

M-24
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Table 25

FORT POLK

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN HAS

INCREASED MY USE OF THE DIAGNOSES"

BY TYPE OF PROVIDER

TYPE
COUT I

IRNS ROW
I TDTAL
I I

1 1 22 1 22
STROngLY AGREE 1 1 40.74 ........

2 1 20 1 20
AGRE" I 1 37.0

3 1 7 1 7
DISA,;EE 1 I 13.0

4 1 5 1 5
STPONCLY DISAGRE 1 1 9.3

COLUMN 54 54
TOTAL 100.0 100.

NUMBER CF M1SSING OBSERVATIONS 90

m-25



Table 26

FORT POLK

CLINICAL NURSING RECORDS STUDY

"OVERPRINTING THE NURSING DIAGNOSES ONTO THE CARE PLAN

SHOULD BE CONTINUED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
I 11

B14 .- ------ -....... 4
1 1 24 1 24

SIRONCLY AGREE 1 1 43.6

2 1 22 1 22
AGREE 1 1 40.0

3 1 3 1 3
DISAGREE I 1 5.5

450........ 4.

4 1 6 1 b
STREUINLY DISAGRE I 1 10.9

COLUMN 55 55
TOTAL 100.0 100.0

NUMBER IF 41SSING OBSERVATIONS - 89

* M-26



Table 27

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I READ THE NURSING CARE PLAN TO LEARN THE OVERALL

GOALS FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COU4JT I

IPARA ROW
I 3TAL
1 21

815 ----- .---- -------

1 1 10 1 10
STR sf(LY ACREE 1 1 19.6

2 1 32 1 32
AGREi 1 1 62.7

3 1 7 1 7
DISAiREE I 1 13.7

4 1 2 1 2
STRO09CLY DISAGRE 1 1 3.9

COLUMN 51 51
TOTAL 100.0 100.

NUMBEP [F 4ISSING OBSERVATIONS z 93

M-27



Table 28

FORT POLK

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, I HAVE

COMPLETED SOME PORTIONS OF THE NURSING DISCHARGE

SUMMARY FOR THE NURSES"

BY TYPE OF PROVIDER

TYPE
COUNT I

]PARA WARD ROW
I CLERK 13TAL
1 21 31

C I ........ a . .. .4 ... ... +
1 1 13 1 2 1 15

STRONCLY ACREE I 1 I 28.34eeeeeeee.... - .... 4

2 I 16 I 2 1 18
AGREE I 1 I 34.0

4e s e .. .. . -........04

3 1 14 1 1 1 15
DISAGREE I 1 1 28.3

41 41 1 1 5
STRUNCLY DISAGRE 1 1 1 9.4

COLUMN 47 6 53
TOTAL 88.7 11.3 10.0

NUMBER CF MISSING OBSERVATIONS z 91

M-28



Table 29

FORT POLK

CLINICAL NURSING RECORDS STUDY

"OTHER THAN THE PATIENT IDENTIFICATION STAMP, THE ENTIRE

NURSING DISCHARGE SUMMARY IS COMPLETED ONLY BY AN

RN/ANC ON MY NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COUNT 1

IPARA WARD ROW
I CLERK TDAL
1 21 31

C2 -------- - - -w. ...... .. n

1 I 15 1 15
STRONCLY ACREE 1 1 1 25.04

4..... 4" - ........ no 4.

2 1 15 1 2 1 17
AGREE 1 1 1 28.84-------...4. ....... 4.

3 1 15 1 4 1 19
DISA;FEE I I 1 32.?

4- .... .a e .. ... .... . 4"

4 1 81 8
STRONLLY DISAGRE 1 1 13.64. ....... a 4. ....... a 4

COLUMN 53 6 59
"T9AL 89.8 10.? 1 D.0

NUMBFR (f 4lSS14G CBSERVATIONS V5

M-29



Table 30

FORT POLK

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - ELEMENTS

ON THE FORM ARE THOSE I WOULD INCLUDE IN A DISCHARGE

NURSING NOTE"

BY TYPE OF PROVIDER

TYPE
CUU4T I

IRNS ROW
I TOTAL
I I

11 241 2Ceeeeeeeeeeeeeeee........ C+

STRUNtLY AGREE 1 1 4&,3

2 1 27 1 27
ACRE 1 1 50.9

3 1 2 1 2

DISA;FEE 1 1 3.8

COLUM'y 53 53
TrTAL 100.0 1O0.

NUMeER [iF 4ISS14G CBSERVAI1NS 91

M-30



Table 31

FORT POLK

CLINICAL NURSING RECORDS STUDY
"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - I LIKE

TO HAVE THE DISCHARGE SUMMARY SERVE AS THE NURSING

DISCHARGE NOTE"

BY TYPE OF PROVIDER

TYPE
COVJVT I

IRNS RaW
I 13aL
I II

1 1 33 1 33
STRUM-LY ACREE I I 609D

2 1 20 1 20AGREE 1 1 369,

3 1 2 1 2DISA ,IEE 1 1 3.6

COLUMN 55 55
TOTAL 100.0 100,0

NUMBER (F MISS1G OBSERVATIONS 89

M-31



Table 32

FORT POLK

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST)

IT IS HELPFUL TO HAVE A COPY FOR THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS ROW
] TOTAL

C5 .. . . .......ee
1 1 36 1 36

STRUNELY AGREE 1 1 65.5

2 1 18 1 is
ACREE 1 1 32.74 ........ C+

3 1 11 1
D1SAJDFEE 1 1 1.8

DJS4eeeeeeeeeee e

COLUMN 55 55
TOTAL 100.0 IOD.D

NUMBER CF 41SSING OBSERVATIONS : 89

M-32



Table 33

FORT POLK

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - IT IS

IMPORTANT FOR A NURSING SUMMARY TO APPEAR IN THE

OUTPATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I IOTAL
1 11

C6 ------ - -- ------

1 1 26 1 26
STROINLY AGREE 1 1 48.1

2 1 21 1 21
AGREE 1 1 38.9

3 1 6 1 b
DISAiREE I I 11.1

4 1 1 1
STR0#JCLY DISAGRE 1 1 1.9

COLUMN 54 54
TUTAL 100.0 1OO,)

NUMBER UF MISSING (IBSERVA7I1NS : 90

M-33



Table 34

FORT POLK

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - THE

NURSING DISCHARGE SUMMARY FORM NEEDS TO BE KEPT

IN THE SYSTEM"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TOTAL
l l

1 1 26 1 2b
SRCNCLY AGREE 1 1 49.1

2 1 24 1 24
ACREE 1 1 45.3

3 1 3 1 3
DISAFEE 1 I 5.7

COLUMN 53 53
TOTAL 100.0 1OOo*

NUMeFR [F 41SSING PBSERVATIONS 91

M-34



Table 35

FORT POLK

CLINICAL NURSING RECORDS STUDY

"NURSING DISCHARGE SUMMARY (DA FORM 3888-5 TEST) - DISCHARGE

SUMMARIES SHOULD BE IN A MULTIDISCIPLINARY FORMAT SO

PHYSICIANS AND OTHER HEALTH CARE PROVIDERS COULD

MAKE APPROPRIATE NOTATIONS"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS ROW
I TOTAL
1 11

CB ...... +.......- +.*

1 I 24 I 24
S7ROJLY AGREE I I 43,6

2 1 19 1 19
AGRFE 1 1 34.5

3 1 10 1 10
DISA;FEE i I 18.2

4 1 2 1 2
STRO CLY DISAGRE 1 1 3.6

4 ---------4

COLUMN 55 55
TOTAL 100.O 1000

NUMBER IF 4ISS14G OBSERVATIONS 89

, M-35



Table 36

FORT POLK

CINICAL, NURSING, RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ,ORDERS,?QNMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

WE FREQUENTLY USE, THE BUFF COPY ON

NURSING UNIT"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA WARD ROW
I CLERK TOTAL
1 1I 21 31

D I - ------- -- -- -4.. . ... . .. . ..- ...... .

1 l 11 1 5 1 1 1 17
STRON(LY A(CREE I I I 1 14.9

2 1 18 1 2 1 4 1 4?
AEI I I 36.

3 1 16 1 20 1 2 1 38
DISAZFFE I 1 1 33.3

4 1 12 1 4 1 1 I 17
5TR('NtY DISAGRE I I 1 1 14.9

4- ...---- . ... 4-------- 4

COLtJMN 57 49 8 114
TOTAL 50.0 43.0 7.0 100.0

NUMBEP (F 411SSING OBSERVATIONS 30

M-36



Table 37

FORT POLK

CINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - I LIKE

NOT HAVING TO RECOPY SOME SINGLE ACTION ORDERS

ONTO THE THERAPEUTIC DOCUMENTATION CARE

PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

D2 --------.... 4 .. . . ..... .
1 I 34 1 i 1 , 1 53

STRONGLY ACREE I I 1 1 45.3
4 --- --- ......--------. 4

2 1 9 1 33 1 4 1 4b
ACREE I I 1 1 39.3.--------- ...... 0000 ..... 0. a

3 1 10 1 1 1 I 11
DISAiREE I I 1 1 9.4

4 1 31 41 1 7
STRDAILLY DISAGRE I 1 I I 6.0

4.000000.. .. a 0000... . e e ee... ..

COLUMN 56 53 8 117
TOTAL 47.9 45.3 6.4 100.0

NUMHFR UF MISS14G OBSERVATIONS 27

M--37



Table 38

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW FEM DID YOU UjE THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COU IJI I

IPROFES- RDW
ISIONAL IDTAL
1 41

XIA 4-----------4

EVERYI PNT I I 2b,3

2 5 5 1 5
MOV7 FKS 1 1 26.3

3 1 5 1 5
RA3E 1 1 42,1

4 1 1I 1
NEVE' 1 I 5.3

COLUMN 19 19
TOTAL iO0O 1O.0

NUMBER CF 41SS1"G OBSERVATIONS 125

M-38



Table 39

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW UEM DID YOU USE THE NURSING

CARE PLAN TO LEARN ABOUT NURSING ACTIVITY AND THE

PATIENT'S CONDITION?"

BY TYPF OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TJTAL

11 3 1 3

EVERY PNT I ! 15-5

40ST FKITS 1I 5o3

3 1 10 1 1l

+--------RARELY I I 52,5

4 1 5 1 5
NEVE; 1 1 2693

COLUMN 19 19
TOTAL 100.0 100.,

NUMBER [F lISSI4G OBSERVATIONS 125

M-39



Table 40

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW fENM DID YOU USE THE NURSING

DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW

ISIONAL TDIAL
1 41

XI C 4eeeeeeeeeee....+

EVERY PNT I 1 5.3
4.----.4..

2 1 11 1
MOST FINYS 1 1 5.3

3 I 12 1 12
qAREL) 1 63.2

4 1 5 1 5
NEVER I 1 26.3

4.eeeeeeeee 4

COLJMN 19 19
TCTAL 100.0 10,00

NUMBER VF 41SSING OBSERVAIIONS = 125

M-40



Table 41

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW OEM DID YOU

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COU4NT I

IPROFES- ROW
ISIONAL TDIAL
1 41XID ............... 4.11I 5 1 5

EVERY FNT 1 1 26.3
4* ... ... 4.

2 1 3 1 3
MOST FNIS 1 1 15.8+- . ...... 4

3 1 7 1 7
RARELY 1 1 36.8

4 1 4 1 4
MEVE 1 1 21.1

COLUMN 19 19
TOTAL 100.0 100,0

NUMBER IF 4ISS1 JG OOSERVA71ONS 125

M-41



Table 42

FORT POLK

CLINICAL NURSING RECORDS STUDY
"DURING THE TEST PERIOD, HOW fIf DID YOU

THE THERAPEUTIC DOCUMENTATION CAPE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COU4T I

IPROFES- ROW
ISIONAL rOTAL
1 491XIE .-------------- 4--

11 5I 5
EVERY PNT 1 1 26.3

2 1 2 1 2
,MUST FNKTS 1 1 10.5

3 1 8 8RARELY 1 1 42.1
4eeeeeeeee. 4"

4 1 4 1 4
NEVER 1 1 21.1

4----------4
COLUMN 19 19

TOTAL 10.0 1OO.D
NUMBER LF 41SS14G OBSERVATIONS 125

M-42



Table 43

FORT POLK

CLINICAL NURSING RECORDS STUDY

'DURING THE TEST PERIOD, HOW OM DID YOU USE THE

TPR GRAPHIC?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 41

XIF 4---------
1 1 17 1 17

EVEFY FNT 1 I 89.5

2 1 2 1 2
MOST FNIS I 1 10.5

COLUMN 19 19
TCTAL 100.0 I0.0

NUMBER UF 41SS14G OBSERVA1IONS = 125

M-43



Table 44

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW FEN DID YOU USE THE

PROGRESS NOTES?"

BY TYPE OF PROVIDER

TYPE
COU4IT I

IPROFES- ROW
ISIONAL TAL
1 41

XI 1 I 11 1 11

EVER( FNT 1 1 57,9

21 4 1
MOST FNI5 1 I 21.1

3 1 3 1 3
RARELY 1 1 15.5

4 1 1! 1
4EVEu 1 1 5.3

COLUMN 19 19
TUTAL 100.0 lOD)

NU4BER (.F 4SS14G OBSERVATDNS x 125

M-44



Table 45

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DURING THE TEST PERIOD, HOW OFTEN DID YOU USE THE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

TYPE
COUNIT I

IIPROFES- R3W
ISIONAL TOTAL
1 41

XI Heeeeeeee-----
11 2 1 2

EVERf FNT I ID10

COLUMN 2 2
TOTAL 100.0 100.0

NUMBER (F 41ISSING OBSERVATIONS 142

M-45



Table 46

FORT POLK

CLINICAL NURSING RECORDS STUDY"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING

HISTORY AND ASSESSMENT TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL rMTAL
1 41X 3 A . . . 1

EVEPY PNT I I 22,2
2 1

MOST plIs I I 27.8

3 1 91 9RARELY I I 5D,3

COLUiMN 18 13
TOTAL 100.0 lODD

NUMBER CF 4ISSING OBSERVATIONS 126

M-46



Table 47

FORT POLK

CLINICAL NURSING RECORDS STUDY
"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE

NURSING CARE PLAN TO LEARN ABOUT NURSING ACTIVITIES

AND THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COULNT I

IPROFES- ROW
ISIONAL TOTAL
1 41X38 -.0 ..... +- . . .o .4

11 3 1 3EVERY PNT 1 1 16.7

2 1 2 1 2MOST PI4TS I 1 11.1

3 1 9 1 9
RARELY 1 I 50.0

4 1 4 1 4'EVER i 22.2

COLUMN 18 18
TOTAL 100.0 100.0

NUMPER CF I1SSING OBSERVATIONS , 126

14-47
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Table 48

FORT POLK

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED THE NURSING
DISCHARGE SUMMARY TO LEARN ABOUT NURSING ACTIVITIES AND

THE PATIENT'S CONDITION?"

BY TYPE OF PROVIDER

TYPE
COUN T I

IPROFES- ROW
JSIDNAL TOTAL
1 41

X3C +------
2 1

Mcsi FITS 1 1 5.6

3 1 13 1 13RIFFLY 1 1 72.2

4 1 4 1 4NFVE; 1 22o?

COl UMN 18 18
TRIAL 100.0 IOOD

NUMFER 'F 4I1SSING OBSERVATIONS 126

M-48



Table 49

FORT POLK

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

NONMEDICATION?"

BY TYPE OF PROVIDER

TYPE
COtj4 T I

IPROFES- ROW
ISIONAL TOTAL
1 41X3D.. . . . . . . .

1 1 3 1 3
EVERf PNT 1 1 16.?

2 1 3 1 3
MOST Pt.TS 1 1 16.7

3 1 10 1 10
RARELY I I 55o6

4 1 2 1 2
4EVEa l I 11.1

COLUMN 18 is
TOTAL 100.0 100.0

NUMBEP UF MISS14G OBSERVATIONS = 126

M-49



Table 50
FORT POLK

CLINICAL NURSING RECORDS STUDY
"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE THERAPEUTIC DOCUMENTATION CARE PLAN,

MEDICATION?"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL
1 . 41X 3 E- 

. 4 - +
11 3 1 3EVE~F FNT I I l6.7

2 1 41 4MOSI FNTS 1 1 22.2

3 1 9 1 9
RARELY 3 9

41 2 1 2E1 1 1 1.

COLUMN 18 18
TOTAL 100.0 100.0

NLMBER 1F 4ISSI4G OBSERVATIONS = 126

M-50
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Table 51

FORT POLK

CLINICAL NURSING RECORDS STUDY
"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE TPR GRAPHIC?'"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- R3W
ISIONAL rOALI oX3F ... ...-.-. .. ..- 4

1 1 17 1 17EVERY PNI 1 1 94.4

3 1 11 1RAREL Y 1 5.6
4-. ..... -,

COLUMN 18 18
TOTAL lO0.O 10.0

NUIMBER CF 4IISSING OBSERVATIONS , 126

M-51



Table 52

FORT POLK

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN HAD YOU USED

THE NURSING NOTES?"

BY TYPE OF PROVIDER

TYPE
COU4T I

IPROFES- ROW
ISIONAL TOTAL
1 41

X3G,. . . . +. . . .

1 7 1 7
EVERY PNT 1 I 38.9

2 1 7 1 7
DS1 PNITS 1 1 38.9

3 1 4 1 4o
RARE0L 1 1 22.2

CtLUMN 18 18
TCTAL 100.0 100.0

NUMBER (F MISSING OBSERVAlIONS * 126

ff-52



Table 53

FORT POLK

CLINICAL NURSING RECORDS STUDY

"PRIOR TO THE TEST PERIOD, HOW OFTEN DID YOU USE OTHER

FORMS TO REVIEW NURSING CARE?"

BY TYPE OF PROVIDER

TYPE
COUIT I

IPROFES- ROW
ISIONAL 'DTAL

1 2 1 2
EVERY PNT I 1000oD

4 ....... -

COLUMN 2 2
TCTAL 1O0.O 100.0

NUMBER OF 4]SSIMG OBSERVATIONS , 142

14-53



Table 54

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - HAVING

TWO SEPARATE ORDER SHEETS CAUSED MINIMAL

DIFFICULTIES FOR ME"

BY TYPE OF PROVIDER

TYPE
L.OLPT I

IRNS PARA W40 PRJFES- ROW
I CLERK SIONAL TOTAL
1 11 21 31 41

D 3 ........ ..... .. . .. . ... . a .... .. .

1 1 21 1 13 1 2 1 1 1 37
STR NLLY AGREE I I I I 1 27.2

4aaaaaaaaaa-eeeeeeeeeee---- --- a-.----------

2 1 26 1 33 1 4 1 5 1 71
AGPEi I I I 1 I 52.2

---------. - - --a -------a- a -e ---aa0---

3 1 6 1 4 1 2 1 5 1 17
DJSA FIEE I I I 1 I 12.5

4 ....... -.. -.... .4 -e -- -- . .4 - .-. .- f

4 1 6 1 2 1 1 3 1 11
STRONhCLY DISAGRE I I I I I 8]

-4.. ... 4 - - - --... 4a ... . .4 ........ a'I.

COLUMN 59 52 5 17 136
TOTAL 43.4 38.2 509 12.5 100.0

NUMBER IF 41ISSING OBSERVATIDNS 8

M-54



Table 55

FORT POLK

CLINICAL NURSING RECORDS STUDY
"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - ORDERS

SHOULD CONTINUE TO REMAIN SEPARATED ON COLOR

CODED MEDICATION AND NONMEDICATION SHEETS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD PROFES ROW
| CLERK SIONAL TOTALI 21 31 4104 ----- ---4 ... 4.eeea .... 4a .. e. "a a4 . .eae
1 28 1 29 1 3 1 1 1 60STP(1NCLY AGREE I 1 1 1 1 44.14" ...See...4 ...... aee ,., ...e.e e4" ........

2 1 18 1 22 1 4 1 6 1 50AGREE ] I I 1 1 36.84 .... .. 4" 5 .... .. eee -e.e...... 4. .. . .a -4"

3 1 6 1 3 1 1 1 1 i 15DISA;FEE I 1 1 1 l 11.04 S...e. "4 S..... ee .... .. 54.5 .. ....
4 1 6 1 1 1 5 1 11STR'MCLY DISAGRE I I 3 1 I 8.14e ... ... 4. ... ... CCC . .. eea -e 4..... ..

COLUMN 58 53 1 1? 136TOTAL 42.6 39,0 5.9 12.5 10000
NUMBEP OF 4lSSIMG OBSERVATIONS - 8

M-55



Table 56

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) - PRIOR TO

THE TEST PERIOD, IF UNFAMILIAR WITH A PATIENT, I MOST

OFTEN DETERMINED CURRENT MEDICATION(S) BY . . ."

BY TYPE OF PROVIDER

TYPE
COUNT I

IPROFES- ROW
ISIONAL TOTAL

1 41
D 6 . . . +s .. . ... .. +

1 1 7 1 7
REVIEk: 1J1L DR OR I I 43.8

2 1 6 1 5
REVlik 79-MEU 1 1 37o5

3 1 3 1 3
ASK NURSE I I 18.8

COLUMN 16 16
TOTAL 100.0 IODeD

NUMBER (F 41SSING OBSERVATIONS 128

M-56
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Table 57

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -
DURING THE TEST PERIOD, AFTER THE SEPARATION OF ORDERS,

IF UNFAMILIAR WITH A PATIENT, I MOST OFTEN DETERMINED

CURRENT IMEDICATION(S) BY . . .

BY TYPE OF PROVIDER

TYPE
COU4T I

JPROFES- ROW
ISIONAL rTOAL
I 41Dl ....... e4 .......

1 1 9 1 9
REVIk' ALL OR OR 1 1 56.3

21 51 5REVIJE 19)-MED 1 1 31.3

3 1 2 1 2
ASK NLRS .  1 1 12.5

40... .. *-

COLUMN 16 16
TCTAL 100.0 100.0

NUMBER [F 41SSING OBSERVATIONS r 128

M-57



Table 58

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD' ORDER SHEETS, I WOULD

HAVE NO DIFFICULTY IDENTIFYING COMPLETED SINGLE

ACTION ORDERS"

BY TYPE OF PROVIDER

TYPE
COUN T J

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

DE ...-......--------------------------
1 1 11 1 1 1 2 1 14

STRONCLY ACREE i I 1 1 12.1
----------------------- eee

2 1 23 1 25 1 4 1 5?
AGREE I I I I 44,B

----------------- eeeeeeeee4

3 I 18 1 19 1 2 I 39
DISR;PEE I I 1 1 33.6

4 1 5 1 6 1 1 11
5T7IF'CJLY DISAGRE I 1 1 1 9.5

COLUMN 57 51 0 116
TOTAL 49.1 444D 5.9 1009D

NUMBER IF MISSING OBSERVAIONS 28

M-58
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Table 59

FORT POLK

CLINICAL NURSING RECORDS STUDY

"DOCTOR'S ORDERS MEDICATION/DOCTOR'S ORDERS NONMEDICATION

(DA FORM 4256-1 TEST; DA FORM 4256-2 TEST) -

IF WE WENT BACK TO THE 'OLD"ORDER SHEETS, I WOULD STILL

WANT A COLUMN FOR SINGLE ACTION ORDERS TO PRECLUDE

MY HAVING TO RECOPY THEM ONTO THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROk
I CLERK TOTAL
1 11 21 31

D9 ........ eas.. . 0.... a -- e, . •
1 1 33 1 15 1 3 1 51

STROMELY ACREE I I 1 1 "'4.7

2 1 12 1 27 1 5 1 44
AGIE 1 1 1 1 38.*

4 n . .. .. .. ......00 . ....... e

3 1 to 1 4 1 1 14
DISAGREE I I 1 I 1.03

4 1 2 1 3 ! 5
STRUNIGLY DISAGRE I I 1 1 4.4

COLUMN 57 49 9 114
TOTAL 50.0 43.0 1.0 100.0

NUM!.SR (UF IISSING OBSERVATIONS a 30

M-59



Table 60

FORT POLK

CLINICAL NURSING RECORDS STUDY

I LIKE BEING ABLE TO DOCUMENT (WITH EFFECTIVENESS CODES OR KEY

WORDS) THE PATIENT'S RESPONSE DIRECTLY ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
C OUN T I

IRNS PARA ROW
I TT 0L
1 1 21

El --------------------------

1 1 41 1 is 1 57
STPO9NLY ACREE I I I 53's

2 1 15 1 29 1 44
ACRFE I 1 1 41.5

------------------

3 1 1 1 4 1 5
DISAGFEE I I 1 4.?

COLUMN 57 49 1D6
TOTAL 53.8 4642 10DOO

NUMBER [.F MISSING OBSERVATIONS c 38

M-60



Table 61

FORT POLK

CLINICAL NURSING RECORDS STUDY

"MOST OF MY DOCUMENTATION IS RECORDED ON THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROWE
I tOTAL
1 21E2.. . . .+ . . . .

1 ]7 11 1 11
STFOCJOLY AGREE 1 1 22.9

4 .. ... .

2 1 25 1 25
AGREE 1 1 52.1

3 I 11 1 11
DISAZ EE 1 1 22.9

4 1 1
STR(1MGLY DISAGRE 1 1 2.1

COLUMN 48 43
TOTAL 10.0 1OO.

NUMBER (.F MISSING OBSERVATIONS 96

M-61



Table 62

FORT POLK

CLINICAL NURSING RECORDS STUDY

"IN THE PAST, I USED TO DO MOST OF MY DOCUMENTING ON

THE NURSING NOTES (SF 510)"

BY TYPE OF PROVIDER

TYPE
COUNT I

IPARA ROW
I TOTAL
1 21

E3 ----- -------- --aa a+
1 1 16 1 16

STRONELY ACREE 1 1 32,0

2 1 33 1 33
ACREE I I 6b.0

4-a ........

4 1 1 1STRONCLY DISAGRE 1 1 2.0

COLUMN 50 50
TOTAL 100.0 100.0

NUMBEP [F 4ISSING OBSERVATIONS 94

M-62



Table 63

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

IMPROVES MY DOCUMENTATION OF PATIENT CARE"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA R3H
TDTAL

1 11 21
E4 ........ + - +0 ........ 0

1 1 24 1 9 1 33
STRONGLY AEREE I 1 1 31.1

2 1 25 1 29 1 54
AGREi I 1 1 50.9

3 1 7 1 ID 1 17
DISAGiEE l I 1 16.0

4" ...... eo. 0 ....... •

4 1 1 11 2
STRONCLY DISAGRE I 1 1 1.9

COLUMN 57 49 106
TOTAL 53.8 46o? 1039D

NUMBER OF 4ISSING OBSERVATIONS g 38

M-63



Table 64

FORT POLK

CLINICAL NURSING RECORDS STUDY
"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN ENCOURAGES ME TO WRITE MORE

NURSING ORDERS TO DESCRIBE NURSING ACTIVITIES

WITH THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS ROW
I TTAL
I IE5.. . . . . . . .

1 1 27 1 27STRI]CILY ACREE I I 5O.:
4----------

2 ] 18 1 18ACRE F I I 33.3
----------

31 81 1DISACPEE 1 I 14.8

4 ] 1 1SIRONELY DISAGRE 1 1 1.9

COLUMN 54 54
TOTAL 100.0 100.-

NUMBER OF 4lSSING OBSERVATIONS 90

M-64



Table 65

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

AMONG NURSING PERSONNEL"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R32
I T3TAL
1 11 21

E 6 .. . .. .. ... .e se ... ... n 4

1 1 23 1 9 1 32
STRON LY ACREE I 1 i 29.9

2 1 29 1 31 1 60
ACREE I 1 56.1

3 1 4 1 10 1 1'
DISAiREE I 1 3 13.1

41 I 1 1
STRC CLY DISAGRE I 1 1 .9

COLUMN 56 51 107
TOTAL 52.3 '7.1 103-D

NUMBER If 41SSING OBSERVATIONS 3 37

M-65



Table 66

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE THERAPEUTIC

DOCUMENTATION CARE PLAN IMPROVES COMMUNICATION

BETWEEN NURSES AND OTHER HEALTH CARE PROVIDERS"

BY TYPE OF PROVIDER

TYPE
CUUNIT I

IRNS PARA R3W
I T)TAL
1 11 21

E? + ...-- - .. 4 -... w +

1 1 12 1 9 1 21
STRDNCLY AGREE I I I 19.4

a---------------a 4
2 I 25 1 29 1 54

AGREE I I I 50.0

3 1 18 1 12 1 30
DJSACIEE I 1 1 21.8

4 2 21 1 I 3
STPONCLY DISAGRE I 1 1 2.84eeeeeeeeeee4 a........ 4

COLUMN 57 51 108
TCTAL 52.8 47.2 100,D

NUMBFP OF 'ISS14G OBSERVATIONS 36

M-66



Table 67

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN HAS

DECREASED FRAGMENTED DOCUMENTATION IN THE RECORD"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS P4RA ROWE
I T3TAL
1 11 21

1 1 17 1 1D 1 27
STRNDLY ACREE 1 1 1 25.7

2 1 32 I 3D I b2
AGREE i I ] 59,0

405... .. -....... n

3 1 6 1 12 1 16
JIShA;PEE ] l 1 1.2

-Iss....... sens.... .

COLUMN 55 50 105
TUTAL 52.4 4706 100D

NUMBFR OF 41SSING OBSERVA7IONS 39

M-67



Table 68

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

ALLOWS ME TO GIVE A MORE THOROUGH REPORT"

BY TYPE OF PROVIDER

TYPE
COU IT I

IRNS RDW
I T3TAL
1 II

E9 .........--
1 1 20 1 20

STRONLLY AGREE 1 1 35.7
4......eeeeeee,

2 1 27 I 27
ACIRE 1 1 48.2

-I-------------

3 1 8 1 8
DISFEE 1 1 14.3

4----------4

4 1 1 1 1
ST ONCLY DISAGRE I 1 1.8

COLUMN 56 56
TOTAL 100.O 100,0

NUMBER OF 41SSING OBSERVA1IONS 88

M-68



Table 69

FORT POLK

CLINICAL NURSING RECORDS STUDY

"RECORDING THE PATIENT'S RESPONSE ON THE TD CARE PLAN

GIVES ME A BETTER 'PICTURE' OF WHAT HAPPENED TO

THE PATIENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA R3W
I T3TAL
1 11 21EI ........ cc 4c ....... 4.0 .. .. .

1 1 17 1 7 1 24
STRONCLY AGREE I I 1 22e4

4c ..... 4......... •

2 1 31 1 32 1 63
ACREE ! ! I 59*9

3 1 7 1 12 1 19
DISAGPEE I 1 1 17.8

41 1 
STROOICLY DISAGRE I 1 1 .9

4 c c.. .. .. 4. .... .. cc P

COLUMN 56 51 107
TOTAL 52.3 47.7 ID3@0

NUMBER (UF '41SSING OBSERVATIONS - 37

M-69



Tab le 70

FORT POLK

CLINICAL NURSINGRECORDS STUDY
"I DID NOT DOCUMENT PATIENT RESPONSES ON THE THERAPUETIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPECOU'JIT I
IRNS PkRA ROW
I TTAL1 ii 21E l l ....... . . . . . .

I I 1 1 I
STRO-GLY ACREE i 1.0

4oooooooo------------
2 ] 9 1 1 23AREE I 3 1 2Z.34 ... .... i0 ........ -

3 1 26 1 31 1 57DIAFEE I J 1 55.3
4 1 17 1 5 1 2?STRVE)NLY DISAGRE I I I 21044.s .. .. .e 4' ....... .'IF4

COLUMN 53 50 103
TOTAL 51.5 48.s5 )

NUMBER CF 4SSl4I( OBSERVATIONS 41

M-70
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Table 71

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I HAD MINIMAL DIFFICULTY RECORDING THE PATIENT'S

RESPONSES ON THE THERAPEUTIC DOCUMENTATION

CARE PLAN"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA RDW
I TOTAL
! 11 21E 12 ........s - 4. ..... ee e ... .. .

E12O
1 1 15 I 5 1 20STRONGLY AGREE I 1  1 19.8

•a IF ... ... 4. .... . ,

2 1 32 1 32 1 64
AGREE I 1 1 63.4

3 i 7 i 8 1 15
DISA;PEE 1 1 1 14.9

4 ..... . o . ...... 4

41 1 21
STRUNGLY DISAGRE I 1 1 2.0

COLUMN 54 47 10I
TOTAL 53.5 46b.5 103,

NUMBER CF 41SSI4G OBSERVATIONS = 43

M-71



Table 72

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE EXPANDED USE OF THE THERAPEUTIC DOCUMENTATION CARE PLAN

(BEING ABLE TO DOCUMENT RESPONSES) IS A CONCEPT WHICH SHOULD

BE AVAILABLE TO ALL NURSING PERSONNEL WORLDWIDE"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS P4RA ROW
I TOTAL
1 11 21

E13 ----- 4--------- .---------. - 4
1 1 29 1 7 1 36

STR(N(LY ACRFE 1 1 1 34.6

2 1 24 1 39 1 f3
AGREE I I I 60.6

3 1 2 1 2 1 4
DISA;FEE I I 1 3.B

n .. as.. s4e -a s .. a.. .

4 1 1 11 1
STRP' ,IY DISAGRE I I 1 1.0

COLUMN 55 49 104
TOTAL 52.9 47.1 10D0

NUMBER 6F 4I$SING OBSERVATIONS 40

M-72



Table 73

FORT POLK
CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS IS AN IMPROVEMENT"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WRD ROW
I CLERK TOTAL

1 11 21 31
E 14 ........ 4a 0a +a. .. . . -.. .. .a ....... a

1 1 16 1 14 1 3 1 33
STRON GLY AGREE 1 I 1 1 28.2

4 - a . .e.- s • - ." 4 . - -.-

2 1 27 1 30 1 5 1 6?

AGREi I I 1 1 53.0

3 1 10 1 7 ! 1 17
DISA;RFE 1 l 1 1 14.5

4 1 2 1 3 1 5
STRONGLY DISAGRE I I 1 1 4.3

4 ass...c -- a-a a a.... 54a a.a... 0-4

COLUMN 55 54 9 117

TCTAL 47.0 46.2 b. 100.o

NUMBER OF 41SSING OBSERVAIIONS : 27

.M-73
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Table 74

FORT POLK

CLINICAL ,NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD BE KEPT EVEN IF IT CANNOT BE

OVERPRINTED WITH ORDERS"

BY TYPE OF PROVIDER

TYPE
COUN4T I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E15 --------------........ ae.. .. .4

1 1 14 1 8 1 1 1 23
STRUNCLY ACREE I I 1 1 20.?4 e........ 4- S ... ... a4 a a aa.. ..

2 1 24 1 25 1 5 1 57
AGREE I 1 I 1 50.0

nnnnnnnnnnn4 an. . 4 .-- .---- 4

3 1 14 I 13 1 1 1 28
DISA;FFE I I 1 1 24.6

4 1 21 4 1 1 6
STRD NCLY DISAGRE I I 1 1 5.3

COLUMN 54 53 7 114
TOTAL 47.4 46.5 6.1 100.0

NUMBER UF 41SS1:4G OBSERVATIONS , 30

.M.74



Table 75

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE 'FOLDER' TYPE FORMAT OF THE THERAPEUTIC DOCUMENTATION

CARE PLANS SHOULD HAVE THE PATIENT IDENTIFICATION

BLOCK PRINTED ON ALL PAGES"

BY TYPE OF PROVIDER

TYPE
COU,4T I

IRNS PARA WARD ROW

I CLERK TOTAL
I 11 21 31

1 1 11 1 6 1 1 18
STRONGLY ACREE I I 1 I 15.0

4 ... S.... a4 ... ....... .... s 55 4'

2 1 19 1 22 1 3 1 44

ACREi 1 I I I 36,7
4. ...... s s4 . .. ... a -- s o.... .. aasa

3 1 22 1 23 1 3 1 4

DISA;REE 1 i 1 40.0

4 1 5 1 4 1 1 1 10

SIR04CLY DISAGRE I I 1 1 8.3
4o. - . 4- fo.. SO.. 45C ... ... 4.

COLUMN 57 55 9 123
TOTAL 47.5 45.8 b.7 100.0

NUMBER .F 4,ISS1NG OBSERVATIONS 24
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Table 76

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I LIKE THE STURDIER .PAPER-ON WHICH THE FORMS ARE PRINTED"

BY TYPE OF PROVIDER

TYPE
COUVT I

IRNS PARA E'4RD ROW
I CLERK TOTAL
I II 21 31

E1 . . 4ee........-4- -...... 4-- --------- 4
1 1 21 1 20 1 2 1 49

STROC.LY AGREE I I 1 1 41.5
4 ........ e 4.. . . . .-------- -

2 1 25 1 3D 1 6 1 61
AGREi 1 51.7

3 1 4 1 4 1 1 8
DIS.iREE I 1 1 I 6.g

4a ..... oc 4".aaaaaaaaa4ee........ 4

COLUMN 56 54 B 118
TOTAL 47.5 45.8 beg 100.

NUMBER CF 41SS1NG OBSERVATIONS g 26

M-76



Table 77

FORT POLK

CLINICAL NURSING RECORDS STUDY

"HAVING'SEPARATE PAGES FOR RECURRING, DELAYED, OR PRN ACTION

ORDERS IS HELPFUL TO ME"

BY TYPE OF PROVIDER

TYPE
COUIT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 II 21 31

E l . . .. . . . .. a --, - , .. . . . . .I. a. . .a m.. 4.

1 1 24 1 14 1 5 I 43
STRONCLY AGREE 1 I 1 1 37.4

2 1 28 "1 32 1 3 1 63
ACREE I I 1 J 54.8

3 1 4 1 41 I 8
DISA;FEE I I 1 1 7.0

41 1 11 1 1
SIRONELY DISAGRE I I 1 1 .9

COLUMN 56 51 8 115
TOTAL 48.7 44.3 7.0 100.03

NUMBER EF 4ISSING OBSERVATIONS - 29

P1-77
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Table 78
FORT POLK

CLINICAL NURSING RECORDS STUDY

"TO MY KNOWLEDGE, THERE WERE NO TREATMENT OR MEDICATION

ERRORS COIMITTED ON MY NURSING UNIT WHICH COULD

BE BLAMED ON THE NEW FORMAT OF THE THERAPEUTIC

DOCUMENTATION CARE PLANS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA 'ROW
I TOTAL
i 11 21

El9 4----------- +

I 1 18 I 13 I 31
STROCLY AGREE I I 1 29.5

2 1 20 1 29 1 4.9
ACPEE I 1 I 46,7

3 I 13 I 5 1 i8
D1SA;PEE I 1 1 17.1

4 -........ -- W... ,

4 1 4 1 3 1 7
.TPDNLLY DISAGRE I 1 1 6-?

4 ........ 4-------------- 4
COLUMN4 55 53 105
TOTAL 52.4 47.6 101,0

NUMBER EF 41SS1 G OBSERVATIONS 39

M-78
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Table 79

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I WOULD, PREFER TO HAVE THE THERAPEUTIC DOCUMENTATION CARE

PLANS IN A SINGLE SHEET FORMAT (LIKE THE 'OLD' TDs)

EVEN KNOWING THAT I. WOULD HAVE LESS ROOM FOR

DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 11 21 31

E20 ........ " a .--------- 4 0 . 4. ....... .

1 I 31 1 1 7
STRONGLY AGREE I I 1 1 6.3

40 ....... 04. ....... e ........ 4

2 1 9 1 10 1 2 1 21
AGREE I I 1 1 18.8

4. .... f...-4.. .f--- 4a a. a.. .. a

3 1 28 1 28 1 5 1 61
DISAGREE I I 1 1 54.5

4.0 ........ a 4....... a e 4.. ..... 4

4 1 14 1 9 1 1 23
STRONGLY DISAGRE I I 1 1 20.5

4 O ... ... .F .. . ..4. a oa ,........ 4

COLUMN 54 51 7 112
TOTAL 48.2 45o5 6.3 100,0

NUMBER [F 4ISSING OBSERVATIONS : 32

M-79
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Tab I e 80

FORT POLK

CLINICAL NURSING RECORDS STUDY

"IF A SINGLE SHEET FORMAT WERE TO BE USED,, I WOULD PREFER

A MEDIUM WEIGHT PAPER:,(LESS BULKY THAN THE

TESTED PAPER)'

BY TYPE OF PROVIDER

TYPE
ChOU4T I

IRNS PARA WERD ROW
I CLERK TOTAL
i 11 21 31

E21 -..---- . .--------- --.- -... . 4 ----a •---

1 1 21 1 1 2 ! 5
STRUINCLY AGREF I I 1 1 495

2 1 10 1 15 1 2 1 27
AGREE I I 1 1 24.1

4--------------ae --- keeeeeeeeeeeeee

3 1 34 1 27 1 3 1 64
DISAGREE I I 1 1 57.1

45 .. .. .-a .. .... a 4a ... ... ae

4 1 8 1 7 1 1 1 16
STRVNCLY DISAGRE I I 1 1 14.34 ......... • .......eee. ee .. .. .a c

COLUMN 54 50 8 112
TOTAL 48.2 44.6 7.1 100.0

NUMPER VF M1SS1I4G OBSERVATIONS a 32

M-80



Table 81

FORT POLK

CLINICAL HURSIN4G RECORDS STUDY

"ALL MEDICATION AND NONMEDICATION FORMS SHOULD

REMAIN COLOR CODED"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
1 )1 21 31E 2? ...... o.. Os .. . .. o o .. o ... 0000 .. 0 ..... 4

1 1 33 1 29 I 5 1 67
STR(NCLY AGREE I I I 1 56.3

4 ........ 4o 0000000.4000.....0

2 1 21 1 25 1 3 1 49
AIREi I I 1 1 41.54 so ....... 4000..... . . 0.. ... 4.

31 2 1 1 1 2
DISA;REE I I I 1 1.7

COLUMN 56 54 3 118
TOTAL 47.5 45.8 b.8 100.0

NUMBEP LF M1SSING OBSERVATIONS x 26

m 31
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Table 82

FORT POLK

CLINICAL NURSING RECORDS STUDY

"YELLOW HIGHLIGHTER USE SHOULD BE REINSTATED TO

DISCONTINUE ORDERS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31E 2 3 ........ .. . .. 0*lS .. . .. n .. ....n-. 4

1 1 36 1 24 1 4 1 64
STROIDLY AGREE I I 1 1 54.2

•0 .oa ....... ... .... -.. a•

2 1 10 1 16 1 2 I 28
AGREi I I 1 1 23.7

-• .. .. •....... a a........ •-

3 1 6 1 7 1 2 1 15

DIS;KEE I I 1 1 12.7
---------- -... 4 ........

4 1 4 1 7 1 1 11
STR(ON(LY DISAGRE I I 1 1 9.3

.aaaaaaaaaaa e, ........ s ..... •

COLUMN 56 5' 9 11
TOTAL 47.5 45o8 6*8 100.D

NUMBER F 4IISSI4G OBSERVATIONS = 26

M-82
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Table 83

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE IMPROVES COMMUNICATIONS

CONCERNIG THE PATIENT AMONG ALL HEALTH CARE

PROVIDERS"

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA PR3FES- ROW
I SIDNAL TOTAL
1 11 21 41

1 I 26 I 1 1 4 1 48
STRONCLY ACREE I 1 1 1 37o2

2 1 25 1 27 I B 1 60
AGREE I I 1 I 46.5

........ + 4C ... ... 4 ........ 0

3 1 4 1 7 1 5 1 16
DISA;FEE I I I 1 12.4

4 ....... 0... ... .4 ........ 4

4 1 2 1 1 1 2 1 5
STRIELY DISAGRE I I 1 1 3.9

COLUMN 57 53 19 129
TCTAL 44.2 41.1 14*7 100.0

NUMBER EF MISSING OBSERVATIONS 15
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Table 84

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE THOROUGH, IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUNiT I

IRNS PARA RDW
I TDTAL
1 11 21

F2 ---------------..----------
1 1 20 1 is 1 38

STPRON-LY ACREE I 1 1 34.5
------------ eeeeeeeee

2 1 26 1 25 1 51
AGREE I I 1 46.4

4--- ------4--. a

3 1 10 1 I0 I 20
DISAk EE I 1 1 18.2

4 1 1 1
STPUNAELY DISAGRE I 1 I .9

COLUMN 57 53 lID
TcTAL 51.8 48.2 13,00

NUMEER LF 4lSSING OBSERVATIONS : 34

M-84
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Table 85

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS ENCOURAGED ME TO BE

MORE CONCISE IN DOCUMENTATION"

BY TYPE OF PROVIDER

TYPE
COUJT I

IRNS PARA ROW
I TOTAL
I if 21

F3 ----. --- . ..... - W . .+

1 1 23 1 16 1 39
STROOCLY ACRES I l" 1 35.5

4eeeeeee..0+00 ...... +

2 1 29 1 27 1 56
AEREE I 1 1 50.9

3 1 4 1 9 1 13
DISA;FEE I I I 11.9

4" .. ..-- --------.4 1 1 1 11
STRONCLY DISAGRE 1 I I .

COLUMN 57 53 110
TCTAL 51.8 48.2 10D),

NUMPER CF 41SS1?G OBSERVATIONS a 34

M-85
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Table 86

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE LESSENS FRAGMENTING OF

INFORMATION IN THE PATIENT RECORD"

BY TYPE OF PROVIDER

TYPE
COU4LI I

IRNS PARA PR3FES- ROW
I 5I3:AL TOTAL
1 11 21 41

F4 --- - 4-------------.. -.... -.....-...

1 1 21 1 13 1 5 1 39
STROACLY ACREE I I 1 1 30.2

2 1 30 1 31 1 7 1 68
AGREE I I 1 1 52.7

4 ........----... ...----.......-

3 1 3 1 9 1 5 1 17

DISAZ [E I I 1 1 13.2
4 ........ a so- a4... .. -........

4 1 3 1 1 21 5
SIRONCLY 9ISAGRE I I 1 1 3.9

4eeeeeeeee + ---- - ..----------- 4

COLUMN 57 53 19 129
T(TAL 44,2 41.1 14.7 100.0

NUMBER .F 415S4IG OBSERVATIINS 15

M-86
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Table 87

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE, INTEGRATED PROGRESS NOTE LESSENS THE AMOUNT OF

INFORMATION EVERYONE MUST DOCUMENT"

BY TYPE OF PROVIDER

TYPE
COUNI I

IRNS PARA PR3FES- ROW
I S134AL TOTAL
1 11 21 41

F 5 ........ • ...... S .. .. .a- - s . .....f. on s

1 1 23 I 10 1 2 1 35
STRCNCLY ACREE I I I 27.3

2 1 27 1 28 1 '. 1 59

ACREE I ! 1 1 46.1

3 1 5 1 14 1 7 1 26
DISAZFE I I 1 1 20.3

4cc-------~e~ ----eeeeeeeeeee

4 1 31 1 5 1 9
STRVNELY DISAGRE I I 1 1 6.3

COLUMN 58 52 le 123
TOTAL 45.3 40.6 1;,.1 100,0

NUMBER IF 4ISSING OBSERVA11ONS : 16

M-87

mmll • il in• m m il if m 3



Table 88

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESSNOTE ENCOURAGES ME TO

READ NARRATIVE NURSING NOTES MORE THAN I

DID IN THE PAST

BY TYPE OF PROVIDER

TYPE

IPROFES- ROW
ISIONAL 13AL
1 41

F6
11 2 1 2

S7RDNLY ACREE 1 1 10.5

2 1 6 1 6
ACREE I I 31..b

3 1 10 1 10
DISA ,EE 1 1 52.6

4 1 1 i 1
SIRCN(LY DISAGRE 1 1 5.3

4---------4..I

COLUMN 19 19
TUTAL 100.0 100.0

NUMBEP CF 41SSING OBSERVATIONS s 125

t .M-88



Table 89

FORT POLK

CLINICAL.. NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE MAKES IT EASIER TO

DETERMINE WHAT IS HAPPENING WITH MY PATIENT"

BY TYPE OF PROVIDER

IYPE
COUNT I

IPROFES" ROW
ISIONAL IDTAL
! 41F 7 .... ... 4 .. .. . -

1 2 1 2
STR04sELY AGREE I 1 10.5

2 1 6 1 b
ACREE 1 1 31.6

3 1 10 1 10
DISAZFEE 1 I 52.6

4 1 11 1
STRVNCLY DISAGRE 1 1 5.3

COLUMN 19 19
TUTAL 100.0 100.0

NUMP.F Uf 411SING OBSERVATIONS 125

M-89
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Table 90

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE HAS SAVED ME TIME IN DOCUMENTING

(I FEEL I DON'T NEED TO REPEAT INFORMATION PREVIOUSLY

DOCUMENTED BY ANOTHER HEALTH CARE PROVIDER BECAUSE

IT'S ALL IN THE SAME PLACE)"

BY TYPE OF PROVIDER

TYPE
COUNT 

I

IRNS PARA Raw
I T3TAL
1 11 21

F 8 ----------------4e.....n4

1 1 25 1 18 1 493
STRONCLY AGREE I 1 1 39.4

2 I 23 1 25 1 49
AGREE l 1 44.0

3 1 5 1 7 1 12
DISAFEE I I 1 11.0

4 1 41 21 6
STPCNC-LY DISAGRE I 1 1 5.5

f -------- aaa 4

COLUMN 57 52 109
TOTAL 52.3 47.7 100.0

NUMBER UF 4ISSING OBSERVATIONS g 35

M-90
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Table 91

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE ENCOURAGES ME TO READ OTHER

CARE PROVIDERS' NOTES"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA ROW
I T3TAL
1 11 21

F9 - ---a--- 4 ..... . . a . a

1 1 31 1 36 1 47
STRNCLY ACREE I I I 42?

2 1 18 1 30 1 48
AGREi I I I 43,5

3 1 7 1 6 1 13
DISA,;PEE I 1 1 11.8

STRVN-LY DISAGRE I I 1 1.3
4. . .n f 4,....... .4'

COLUMN 57 53 110
TOTAL 51.8 48.2 1000

NUBER ['F 4ISSING OBSERVATIONS z 34

M-91



Table 92

FORT POLK

CLINICAL NURSING RECORDS STUDY

"THE INTEGRATED PROGRESS NOTE SHOULD BE USED AT ALL

ARMY HOSPITALS"

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA PRJFES- ROW
I SI34AL TOTAL
1 I1 71 41

F 1-0eeeeeeeeeeeeeeeeeeeee-ee..... 4 ----------
1 1 33 1 21 1 2 1 56

STRON-LY A-REE I I I 1 43.4
eeeeee.... eeeeeee..... ....... 4

2 1 23 1 27 1 7 1 57
ACREE I I 1 1 44.2

+ ..... ... eee.... ... co.. . .. 4

3 1 1 I 3 1 6 1 10
DISACPEE I I 1 1 7.8

4------------------4---------
4 1 1 1 1 1 4 1 6

SIRCMIC.LY DISAGRE I I 1 1 4.7
4. ............... ee. 4 e.....4

COLUMN 58 52 19 129
TOTAL 45.0 40.3 14.7 1009D

NUMBER (F 41SSING OBSERVATIONS = 15

M-92



Tab I e 93

FORT POLK

CLINICAL NURSING RECORDS STUDY
"I HAD LITTLE DIFFICULTY IDENTIFYING WHO WROTE, PREVIOUS

NARRATIVE NOTATIONS1

BY TYPE OF PROVIDER

TYPE

IPROFE5- Row
ISIONAL DTAL

F I... . - -. +
!S! 4 1 4..!TPOEL Y ACREE 1 I 2101

M C R F 1S J 1 15 2 5

-,.. 
.. ..- I

3 1 5 1
DISAV'3.1E 1 1 26,3

COLUMN 19 19
TOTAL 100*0 l0000

NUMBEF (F 41SSIN/G OBSERVATIONS -- 125

M-93



Table 94

FORT POLK

CLINICAL 'NURSING RECORDS STUDY

"I HAD NO DIFFICULTY DISTINGUISHING NURSING NOTATIONS FROM

THOSE OF OTHER DISCIPLINES"

BY TYPE OF PROVIDER

TYPE
C OU.T I

IRNS PARA PR3FES- ROW
I S13MAL TOTAL
I 11 21 41

F 1 2 ........--- .-...-.--------- -- ------
1 1 33 1 12 1 4 1 49

STRONCLY ACREE I I 1 1 38.3...------- a4.a -..---- 4.... aaa-- 4

2 1 24 1 30 1 1? 1 65
ACRE I I 1 1 51.6

4 . ...... ,IFe ... ... a 4 -....... a -,

3 1 2 1 8 1 3 1 13
DISAZPFE I I 1 1 10.2

4 ........ a4 ...... 4- a ...... 4

COLUMN 59 53 19 128
TWTAL 46.1 39.1 I's. 100.0

NUMBEF [F 4I1SSJNG OBSERVATIWNS 16

M-94



Table 95

FORT POLK

CLINICAL NURSING RECORDS STUDY

"I HAD LITTLE DIFFICULTY LOCATING MY PREVIOUS NARRATIVE

NOTATIONS"

BY TYPE OF PROVIDER

TYPE
l:QUNTf I

IP OFES--
I SI.'ONAL R.C.W

+ I 70TAL
c1. ........... 4 1 70-.. .. .

+ .. .... ...

i

+

t,

iR

• I IIlll I[I I I i~l ii.l II



Table 96

FORT POLK

CLINICALNURSING RECORDS STUDY

PHYSICIANS ON MY NURSING UNIT'SEEMED TO LIKE HAVING

NARRATIVE NURSING COMMENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

. P r.:

....

]: L 
1 A6. '(;

... ,; .io

................ I ..... .............. . ..... A....,.
..3., , . ] .3 .. 3 . - .3. .3 .

i " I - r

.. I . -... 1 .... . : ' ,,I:.. ':"i

' '"*.... ;-. "= "S . 7"'
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Table 97

FORT, POLK

CLINICAL NURSING RECORDS STUDY

"OTHER HEALTH CARE PROVIDERS (e.g., PHYSICAL THERAPIST,

DIETITIAN, SOCIAL WORKER) SEEMED TO. LIKE HAVING

NARRATIVE NURSING COMMENTS INTEGRATED WITH

OTHER PATIENT CARE DOCUMENTATION"

BY TYPE OF PROVIDER

70T
c.OL'14T T

.i. ...O "L

I i. i 6 11T ar' T : ...........~: . .. i ....... . ... .... . ........ ,

i I L I I z7

. ...... ..... + ......... ... . ..

-:',Fu::3 .I I I :

,. ..... ...... . .+ ... . . . ... ..::7 I . i

'+ I : : I 2 I 4I
" ": . : '..-.g .':R. i i I 4,7

1+. 4?

fr9 7
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Table 98

FORT POLK

CLINICAL NURSING RECORDS STUDY

"ALTHOUGH THE GUIDELINES READ THAT ALL NURSING PERSONNEL

WERE AUTHORIZED TO CHART ON THE PROGRESS NOTES, THERE

WERE SOME EXCEPTIONS TO THIS POLICY ON MY

NURSING UNIT"

BY TYPE OF PROVIDER

I iIPE

1 6 1 3 I 9

1.1

j 1 1 T TL.......... .. --, .... ... ....
SI ":: I "- "9

' tJ." .-I I 7 I "'...- 

:i'.1.' '"'1. • ' " 6 I.

... ... { R " I I I :L *

................................ '.................

f'-9 8

________________,



Table 99
FORT POLK

CLINICAL NURSING RECORDS STUDY

"IN MY OPINION, THE BOTTOM LINE TO EVERYTHING WE HAVE

TESTED IS. ..

BY TYPE OF PROVIDER

TC. I I 3 IT ' L.

:: .io 3..
.x~F T OZ ~ . . .~ •" , I, :E.< I .H' ,± I : ;, '* ", :. - .

,. . .. 11/

.. .. ..- ...-.. . •" I :i.
3 1~ 1 :.1, I u(;. 7 I

3 r: ' T ': ' . :. 2 I "+.": +

i.: . 6 ","' ., ."
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Table 100

FORT PQLK

CLINICAL NURSING RECORDS. STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF .?ROVIDER

PAGE I OF 4
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TUTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS -,- ,- .
1 1 0 1 4 1 1 1 0 1 5

DR ORDER +;EN SAT 1 0.0 1 80.0 1 20.0 1 000 1 5.2
1 0.0 1 7.7 1 6.3 I 0.0 I
1 0.0 1 4.2 1 1.0 1 0.0 1
4.. .. 0 ..0 . 00 0 00 .. .. 4"0 o. .. .no -

3 1 0 1 6 1 2 1 0 1 8
DR ORD.EAS, REFER 1 0.0 1 75.0 1 25.0 1 c.0 1 8.3

1 0.0 1 11.5 I 12.5 1 0.0 1
1 0.0 1 6.3 I 2.1 1 0.0 1
4• oo .... a.4- - ....s 4.o -... O,,.. ... .. ow 4.

4 1 1 1 13 1 5 1 2 1 21
OR 0 R-GEN-PAPERWRK 1 4.8 1 61.9 1 23.8 1 9.5 1 21.9

1 5.9 1 25.0 1 31.3 1 18.2 I
1 1.0 1 13.5 1 5.2 1 2.1 1
4 ....... • 4... . ... ....... 00 0 •0 4 ... -... •

5 1 10 1 18 1 4 1 3 1 35
DR DRDOCONFUS-TIME 1 28.6 1 51.4 I 11.4 1 8.6 1 36.5

1 58.8 1 34.6 1 25.0 1 27.3 1
1 10.4 1 18.8 1 4.2 1 3.1 1
40000.0.. -- 4o 0.... -- ,-4-- .....~ w-- - ... •4

6 1 9 1 7 1 0 1 1 1 17
DR OD-HI1SS ORDERS 1 52.9 1 41.2 1 0.0 1 5.9 1 17.7

1 52-9 1 13.5 1 0-0 1 9.1 1
1 9.4 1 7.3 1 0.0 1 1.0 1
.,~ eas ,.o wo oo o. o oos.oo4

71 01 11 01 01 1
DR DR)-STIL TRANSC 1 0.0 1 100.0 1 0.0 1 0.0 1 1.0

1 0.0 1 1-9 1 0.0 1 0.0 1
1 0.01 1.0 1 0-0 1 0.0 1

81 1 1 31 11 01 5
DR 30O-l ,, .PD:LEM I ,, 1 60.O 1 Zo.o 1 0.0 1 5.2

1 5.9 1 5.8 1 6.3 1 0.0 1
1 1.0 1 3.1 1 1.0 1 0.0 1

40.00 00+ 00 o~n. 00o~o.o~oo o.0

COLUMN- 17 52 16 11 96
TOTAL 17.7 54.2 16.7 11.5 100.0

M-100



Table 10

FORT POLK

CLINICAL NURSiNG RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

*AGE Z OF 4
TYPE

COUNT IRM PARA WARD PROFES-
ROW PCT I CLERK SItONAL ROW
COL PCI I TOTAL
TAB PCT I 1 1 2 1 31 4 1

COMMENTS ...... -" ..... ... -4 .... 4. . .
9 1 2 1 6 1 2 1 0 1 30

DR ORD I-SKEET PREFR 1 20.0 1 60.0 1 20.0 1 0.0 1 10.4
1 11.8 1 11-5 1 12.5 1 0.0 1
1 2.1 1 6.3 1 2-1 1 0.0 1
4......... 4.o... e. ' o ........ 4. .o... .0.

10 1 0 1 2 1 0 1 0 1 2
OR ORD REDISN COMMNT 1 0.0 1 100.0 1 0.0 1 0.0 1 2.1

1 00 I 3.8 1 0.0 1 0.0 1
I 0.0 1 2.1 I 0.0 1 0.0 1
4sn.. .... 4 ..... 0.. 40.. .... o4. ... .. .4.

11 1 2 1 2 1 1 1 0 1 5
509+ GEM SATISFACT 1 40oO 1 40.0 1 20.O 1 0.0 1 5.2

1 11.8 I 3.8 I 6.3 1 0.0 1
1 2.1 1 2.1 1 1-0 1 0.0 14" ... ... 00 40 ... s . 0. .. -'-- . .... 4"

12 1 0 1 2 1 0 1 0 1 2
509 l4PRVES COMMUN 1 000 1 100.0 1 0.0 1 000 1 2.1

1 0.0 1 3-8 1 0.0 1 0.0 1
1 0.0 1 2.1 1 0.0 1 0.0 1
4.0... " C' 4. ..... 50 4"00000"004 . .... 0 04"

13 1 1 1 2 1 0 1 0 1 3
509 KEEP 1 33.3 1 66.7 1 0.0 1 000 1 301

i 5.09 I 3.8 1 0.0 1 0.0 1
1 1-0 1 2.1 1 0.0 I 0.0 1
4f... . o4 ........ 4.--00 s.. . 4" ... .. 4.

14 1 0 1 1 1 0 1 0 I 1
509- GEN PROBLEMS 1 0.0 1 1000 1 0.0 1 0.0 1 10

1 0.0 1 1-9 1 0.0 1 0.0 1
I -0-0 1 1-0 1 00 1 0.0 1
4oo 0... . 04. --.... e.o. 0IF .'' 040 0.. . .54"

15 1 0 1 3, 1 0 1 0 1 3
509-PARAPROF ENTRY 1 0.0 1 100.0 1 0.0 1 0.0 1 3.1

1 0*0 1 58 1 0.0 1 0.0 1
.1 0*0 1 3.1 1 0.0 1 0*0 1

COLUMN 137 52 16 11 96
TOTAL 17.7 94o2 16.7 11.9 100.0

r-IOI
I



Table 100

FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 3 OF 4
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCTI I 1 2 1 3 1 4 1

COMMENTS ........ -4. s. . .s s4-.. ... . .. . -45.... . .-
16 1 1 1 1 1 1 1 3 1 6

509-DECR D3CU9LEGAL 1 16.7 1 16.7 1 16.7 1 50.0 1 6.3
I 5.9 1 1.9 1 6.3 1 27.3 1
1 1.0 1 1.0 1 1.0 1 3.1 1
-- ------. -... .... - - - --... e. 4

18 1 2 1 0 1 0 1 0 1 2
509-3JT 3F SEQUENCE I 1D0.0 1 0.0 1 0.0 1 0.0 1 2.1

1 11.8 I 0.0 1 0.0 1 0.0 1
1 2-1 1 0.0 1 0.0 1 0.0 14 n 54 .. . . e. .... 55 45 .. . . l ... ... 54

19 I 2 1 3 1 0 1 0 1 5
509-CONFUSFRA;MNT 1 40.0 1 60.0 1 0.0 1 0.0 1 5.2

1 11.8 1 5.8 1 0.0 1 0.0 I
1 2.1 1 3.1 1 0.0 1 0.0 I
4+am -------- --- . . 4 --- . . 4" ... - -'

20 I 4 1 5 1 1 1 3 1 13
509- 43TES QUALITY 1 30.8 1 38.5 1 7.7 1 23.1 I 13.5

1 23.5 1 9.6 1 6.3 1 27.3 1
1 4-2 1 5.2 1 1-0 1 3.1 1
4c m... .s4s m ... ..-. 4.--o -,,-----4.ss ... .. 4-*

21 1 1 1 0 1 0 1 1 1 2
509-10 OF SOURCE 1 50.0 1 0.0 1 0.0 1 50.0 1 2.1

1 5.9 1 0.0 1 0.0 1 9.1 1
1 1.0 1 0.0 1 0.0 1 1.0 I

22 1 1 1 4 1 1 1 1 1 7
509 GJ BAC4 TO SEP N I 14.3 1 57.1 1 14.3 1 14.3 1 7.3

1 5.9 1 7.7 1 6.3 1 9.1 1
1 1.0 1 4.2 1 100 1 1.0 1

36 1 0 1 1 I 0 1 0 1 1
3889-5+REDESIGN CMT 1 0.0 1 100.0 1 0.0 1 0.0 1 1.0

1 0.0 1 1.9 1 0.0 1 0.0 I
I 0.0 1 1.0 1 0.0 1 0.0 1

COLUMN 17 52 16 11 96
TOTAL 17.7 54.2 16.7 11.5 100.0

vM-102



Table 100

FORT POLK

CLINICAL 'NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING THE TEST FORMS

BY TYPE OF PROVIDER (CONTINUED)

PAGE 4 OF 4
TYPE

COUNT IRN PARA WARD PROFES-
ROW PCT I CLERK SIGNAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

CONNENTS ........ 4 ....... 4e .. .4.......4
41 1 0 1 1 1 0 1 0 1 1

TDS REDESI;N COMMNTS 1 0.0 1 100.0 1 0.0 1 0.0 1 1.0
I 0.0 1 1.9 1 0.0 1 0.0 1
1 0.0 1 1.0 1 0.0 1 0.0 1
+ e .... -4 ...... -4- . ..... -4.

42 1 0 1 2 1 0 1 0 1 2
TDS C3DING ISSUES 1 0-0 I 100.0 1 0.0 1 0.0 1 2.1

I 0.0 1 3.8 1 0.0 1 0.0 1
1 0.0 1 2.1 1 0.0 1 0.0 14 ........ 4" ........ n.' "' -- 4 o.. .... n . 4

45 1 0 1 1 1 0 1 0 1 1
GEN+SYS Cm; CMTS 1 0.0 1 100.0 1 0.0 1 0.0 1 1.0

1 0*0 1 1.9 1 0*0 1 0.0 1
1 0.0 1 1.0 1 0.0 1 0*0 14 ........ 4.e .. .. ooo .... e .. non .. . .

46 1 1 1 3 1 5 1 1 1 10
GEN -CMTSOLD BETTR I 10.0 1 30.0 1 50.0 1 10.0 1 10o4

1 5.9 1 5.8 1 31.3 I 91 1
1 1.0 1 3.1 1 5.2 1 1.0 1
450.... .. 040 ........ 4..0..... 4o ... ... e4

COLUMN 17 52 16 11 96
TOTAL 17.7 54.2 16.7 11.5 100.0

PERCENTS AND TOTALS BASED ON RESPONDENTS

96 VALID CASES 130 MISSING CASES

M-103
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Table 101

FORT POLK

CLINICAL, NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-2 TEST NURSING

HISTORY AND ASSESSMENT

BY TYPE OF PROVIDER

EMPTY DATASET

M-104



Table 102

FORT POLK

CLINICAL NURSING' RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 3888-3 TEST

NURSING HISTORY AND ASSESSMENT CONTINUATION

BY TYPE OF PROVIDER

EMPTY DATASET

M-105
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~Table ,103

,FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL GO ENTS REGARDING-DA FORM 3888-4 TEST

NURSING CARE PLAN

BY TYPEOF PROVIDER

EMPTY DATASET

._ M-106



Table 104

FORT POLK

CLINICAL NURSING ,RECORDS STUDY

GENERAL.COMMENTS REGARDING .DA FORM 3888-5 TEST

NURSING DI-SCHARGE ,SUMMARY

BY TYPE OF PROVIDER

TYPE

COUNT TPARA
RON PCT I ROW

COL PCT I TOTAL
TAR PCT I 2 1

COMMLNTS ---------------- 4-

36 1 1 1 1
358q-5+R DESIGN CMT 1 100.0 I 100O.

1 1000 I
1 100.0 1
4.----------.

COLUMN I I
TOTAL 100.0 100.0

PERCENTS AND TOTALS BASO ON RESPONDENTS

I VALIU CASES; 225 MISSING CASES

M-107



Table 105

FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER

PAGE 1 0F 2
TYPE

COUNT IRN PARA WARU PROFS-
ROW PCr I CLERK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 1 4 1

COMMENTS ----------------------------------- ----------+
I 1 01 41 I 0 1 5

DR ORDER +GEN SAT I .0 1 90.0 I 20.0 1 .0 1 6.7
I .0 1 9.3 1 8.3 1 .0 1
I .0 I 5.3 1 1.3 1 .0 1
------------------ +------------------------

3 1 0 1 6 1 2 1 0 1 8
• j 'L-O+ASY REFER I .0 1 75.0 1 25.0 I .0 1 10.7

1 .0 1 14.0 1 16.7 1 .0 I
1 .0 I .3.0 1 2.7 1 .0 I
------------------------- ------------------

4 1 1 1 13 1 17 1 2 I 21
R' OP.D-5&N-PAPERWRK 1 4.8 1 61.9 1 23.8 1 9.5 1 28.0

1 7.1 I 30.2 1 41.7 1 33.3 I
1 1.3 1 17.3 1 6.7 I 2.7 1
------------------ +--------------------------

5 1 10 1 18 I 'f 1 3 1 35
,RU'-CfUNFUS-TI[F I 28.6 1 51.4 1 11.. I 8.6 I 46.7

1 1o4 I 41. ? 1 J333 1 50.0 1
1 13.3 1 24.0 I .03 1 4.0 1
------------------.------------------------

6 1 9 1 7 1 0 1 1 1 17
0K rO-MISS ORDERS 1 52.9 1 41.2 1 .0 1 5.9 I 22.7

1 64.3 1 16.3 1 .0 1 167 1
I 12.0 1 9.3 I .0 1 1.3 I

+-------4-------+-----------------------
7 1 0 I 1 1 I 0 1 1

0A 1D-StIL TRANSC I .0 1 100.0 1 .u 1 .0 1 1.3
1 .0 I 2.3 I . 1 1 .0 I
I .01 1.3 I .0 1 .0 1
------------------ +------------------------

1 II 31 11 0 1 5
f"2 W,0-1ISC PROBLEM I 20.0 1 60.0 1 20.C I .0 1 6.1

I 7.1. 1 7.0 I 8.3 1 .0 1
1 1.3 1 4.0 I 1.3 1 .OG I

--- -------------------------------

M-108
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Table 105

FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING DA FORM 4256-1 TEST DOCTOR'S ORDER SHEET MEDICATION

AND DA FORM 4256-2 TEST DOCTOR'S ORDER SHEET NONMEDICATION

BY TYPE OF PROVIDER (CONTINUED)

PAGE 2 OF 2
TYPE

COUNT IqN PARA WARD PROFES-
ROw PCT I CLEAK SIONAL ROW
COL PCT I TOTAL
TAB PCT I 1 1 2 1 3 I 4 1

COMMENTS --------------------------------------------
q I 2 1 6 1 2 1 0 1 to

OR ORD I-SHEET PREFR I ?0.O 1 60.0 1 20.0 I .0 1 13.3
I 14.3 1 14.0 1 16.7 1 .0 1
1 2.7 1 8.0 1 2.? 1 ,0 I
4----------------------------------------

1o 1 0 1 2 1 0 1 0 1 2
OR ORD REDISN COMMNT 1 .0 I 100.0 1 .0 1 .0 I 2.7

1 .0 [ 4.7 1 .0 1 .0 1
1 .0 1 2.7 1 .0 1 .0 1
------------------ +--------------------------

COLUMN 14 43 12 6 75
TOTAL Id.7 57.3 16.0 8.0 100.0

PERCENTS AND TOTALS UASED ON RESPONDENTS

75 VALID CASES; 151 MISSING CASES

M-109
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Table 106

'FORT .POLK

CL INICAL,'NURSING "RECORDS STUDY

GENERAL COMMENTS REGARDING

DA FORM 4677-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN NONMEDICATION

AND DA FORM 4678-1 TEST THERAPEUTIC DOCUMENTATION CARE PLAN MEDICATION

BY TYPE OF PROVIDER

TYPE

COUNT IPARA
ROW PCT I Rcw
COL PCI I TOTAL
TAB PCT I I I

COMME NTS ------- +------------

41 1 1 1
0.3) RECESIGN COMMNTS 1 100.0 1 33.3

I 33.3 I

1 33.3 1

+----------
42 I 2 1 2

T,"S CtODING ISSUES 1 100.0 1 66.7
1 66.7 1

I 66.7 I

COLUMN 3 3
TOTAL 100.0 100.0

PERCENTS AND TOTALS 3ASED ON RESP)NDENTS

3 VALID CASES; 223 MISSING CASES

M-110



Table 107

FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER

PAGE I nF 2
TYPF

COUNT TRH PaRA V.ARr PPO(FES-
Rr'w PCT I rLFPK $WNAL ROW
CPL PCT I TOTAL
TAP PCTI I I 1 1 4 l

COMMF NT c. . . . 4 ........ ,-........-4------------.. -.. .. . 4
11 T ? J 2 1 1 1 0 1 5

509+ (rN SATISFACT I £0.0 1 40.e 1 20.0 1 .0 1 14.3
T 72., I 11,F 1 3?.? 1 .0 1
I So7 1 5.7 1 ?00 1 .0 1

12 1 0 1 2 1 0 1 0 1 2
5094TiPPrVF. CPIMIJN T .0 1 100. 1 l .I c I 0 I S.7

1 .0 1 HIP I 'r T .0 1
1 .0 1 5.7 1 .0 1 .0 1

13 1 l I ? 1 C 1 0 1 3
509+ KFFP 1 23.? 1 66.7 1 . 1 1 .0 1 8.6

1 11.1 i 11. 1 . 1 .0 1
I 7.ec ! 5.7 1 . 1 .0 1

14 1 C 1 1 I r 1 0 1 1
50'P- CFN PvfnPLFP. I .0 1 10.0c 1 .0 I g0 1 2.9

a ,0 1 5,0 1 .- .0 1
2 . 1 0- I ., 1 .0 1

4eeeeeeee~ooooooooo-eeeeeee------ ------

? I C I 1 1 0 1 3
5nQ-PAPAPPrF FNTRY 1 00 1 100.0 1 .C 1 .0 1 8.6

1 .0 T 17-f 1 .0 T .0 1
I .0 I 8.6 1 .0 1 .0 1

16 T 1 I I I 1 1 3 1 6
50fQ-nFrP nr("I9,LFCrL 1 16.7 1 16.7 1 10.7 1 50.0 I 17.1

1 11.1 T 5. C I '?.? y 50.0 1
I ?.9 1 2, €,  I ?., f 8.6 1
4.......... as ........ 000 .......... oo ....... . 4-

50°-fPWl fOF . FOI!FNPF 1 100.0 1 .0 1 .0 1 .0 I 5.7
1 7?.? 1 21 0 1 1 .0 2

I r.7 I .0 I .0 1 .0 1
00000000004000......4.....4Mn ......

M-1"11



Table 107

FORT POLK

CLINICAL NURSING RECORDS STUDY

GENERAL COMMENTS REGARDING INTEGRATED PROGRESS NOTES

BY TYPE OF PROVIDER (CONTINUED)

PAGF 2 F ?
TYPF

CMt??'T TRN PARA VAPP PROFFS-
ROW PCT I (LFP K SIONIAL RnW

Cot PCT I TOTAL
TAP PCT! 2 1 41

C t0MM F N T . ... .....-- - ... . .- - ..- --4 e.. .. 4.-- ------- -4

39 1 2 1 3 1 o T 0 1 5
50q-rNFU9,FPA(NT 1 40.0 1 60.C I ,(O 1 .0 1 14.3

I 22?2 1 17-f I g0 I .0 I
1 5.7 1 8. 6 1 .or I .

------------- 4-------+.s

?0 1 4 1 5 1 1 1 3 1 13

0 o-NrVTF5 CtALITY I 30.P I 3F,- 1 7.7 1 ?3.1 1 37.1
1 44.4 1 20.4 1 ?'.? T 50.0 1

1 1.4 1 149? 1 7?, I R.6 I

? 1 I I r I f T 1 1 2

SAq-In (F .,IPCF 1 FO.O T 0 i .ev I 50 of) 1 Se7

1 11.1 1 ar 1 10 1 16.7 1
2 2,9 I .0 1 -¢ 1 209 I

------eeeee.-----------4 a----... -----..- 4

',Pq fn PAC,' "17 'Fv f,! 1 14.3 1 571 1 140 1 14,3 1 20.0
1 11,1 1 23.5 1 43.? 1 16.7 1
1 7,9 1 114 1 ?,c. ?.9 1
4 n . ..... 4. a........- 4...... .. 4 ... .... 4

C rL UM 9 17 ? 6 35

TOTAL 75.7 4p f. p of 17.1 10000

PFRCE'I ANY) TOTALS RASEI) OIN REsP0FV7'J'

35 VAttYP raFFS: 191 MISSlfr CAF.

M-1 12{I



Table 108

FORT POLK

CLINICAL NURSING .RECORDS STUDY

CURRENT DUTY ASSIGNMENT

BY TYPE OF PROVIDER

TYPE
COUNT I

IRNS PARA q3W
I T3TAL
I 11 21

N ..... 4-------...• 4... . •

1 1 45 1 1 45
CLIN SIACF NURSE I I I 4D.2

........ eee 4 0000...

2 1 8 1 1 a
CLIN HEAD NUR SE 1 1 1 7.1

4 1 3 1 1 3
SPEC PFACTICES I 1 1 2.7

51 1I 1 1
SECT St'PV 1 1 .9

4 ........--- .. ......-

8 1 1 20 1 20
91A-AIE I 1 1 17.9

9 1 1 2 1 2
91P 1 1 1 1.8

10 1 1 26 1 26
91C PFACI NRS I 1 1 23.2

11 1 ! 1I 7

91F-?SYC4 TECH I 1 1 6.34 ........ c Ce ... .. . 4-

COLUMN 57 55 112
TOTAL 50.9 49.1 100.0

NUMBFR (F 4ISSING OBSERVATIONS 32

' fl-113
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Table 109

1) FORT POLK

CLINICAL NURSING RECORDS STUDY

"ARE YOU A WARDMASTER?"

BY TYPE OF PROVIDER

TYPE
CULNIT I

IPARA ROW
I TOTAL

1 21
H2 . . . .. •. . . .

YES 1 1 9.3

2 1 49 1 49
NO 1 1 90.7

COLUMN 54 54
TOTAL 100.0 IO0O,

NUMBER rF 41SSING OBSERVATIONS 90

M-114



Table 110

FORT POLK

CLINICAL NURSING RECORDS STUDY

PRIMARY INPATIENT NURSING UNIT

BY TYPE OF PROVIDER

TYPE
COU 1T 1

IRNS PARA WARD ROW
I CLERK TOTAL
I 11 21 31

H3 ........- 4...-----------4 e 4.+

1 I 7 1 9 1 I 16
SURE *l1I I I 1 1 13.0

4---------.. -........ 4...eeeeeeee

2 1 5 1 7 1 I 12
PSYCH UNIT I I 1 1 9.8

3 4 41 21 1 6
MED JIll 1 1 1 I 4.9

4 1 7 1 7 1 3 1 17
CUMBINED MED SUR I I 1 1 13-8

5 1 4 1 6 1 1 1 11
PEDS U~lT ! 1 1 1 8.94eeeeeeeeeee4 ... ... - ........ C 4"

6 1 9 1 8 1 1 1 Is
ALL IV S I I I I 14.6+eeeeeeeeee-- c... ------ .... 4

7 1 18 1 16 1 3 1 37
LED N N 0OST PAR 1 I I 1 30.14 ........ +. ....... e ....... c.c 4

8 1 61 1 1 6
DR ANES I I 1 1 4.9

4. .. .c . -a .+ .......-- 4- c c.... . 4
COLUMN 60 55 5 123
TOTAL 488 44.7 6.5 100.0

NUMBER IF MISSING OBSERVATIONS 21

M-1 15
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Table Ill

FORT POLK

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED AS A REGISTERED NURSE

BY TYPE OF PROVIDER

TYPE TYPE
COUN4T I COU4JT I

IRNS ROW IRNS ROW
I TOTAL I TOTAL

1 11 1 II
H4 ---4.-..... .e. . . .- --------

1 1 9 1 9 15 1 4 1 4
I i 17.0 1 I 7.5

2 1 11 1 11 16 I 2 1 2
1 1 20.8 1 I 3.8
4----------4 4 ..... m.. •

3 1 5 1 5 20 1 2 1 2
1 1 9.4 1 1 3.8

4.eeeeee4..... -4...... 4

4 1 3 I 3 COLUMN 53 53
1 1 5.7 TOTAL 100.0 100.0

5 I 11I I 1.9

61 I 1
6 1 1.9

7 2 1 2
1 1 3.8
4 .... 4

8 1 3 1 3
1 1 5.7

10 1 4 1 4 NUMBER ([F 4ISS14G

1 1 7.5

11 1 2.... 1 OBSERVATIONS = 9111 1 2 1 2

1 1 3.8

12 I 1 I I
1 1 1.9

13 1 2 I 2
! I 3.8

14 1 1 1 1
1 1 1.9
4.-....... 4 1

I ii 16



Table 112

FORT POLK

CLINICAL NURSING RECORDS STUDY

CORPS AFFILIATION

BY TYPE OF PROVIDER

TYPE
COU.4T I

IPROFES- ROW

ISIONAL TOTAL
1 4!

HS ---- ----- a

AMSC-CIV 1 1 5.3

2 1 1
DC-DIV 1 1 5.3

3 1 17 1 17
MC-cNV 1 I 8905

COLUMN 19 19
TUTAL 10O 1OD.D

NUMBER iF 4SSING OBSERVATIONS 125

M-117
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Table 113

FORT POLK

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER

TYPE
COU4T I

IRNS PARA WAqD PROFES- ROW
I CLERK SIDNAL TOTAL
1 I1 21 31 41

Hb -------- 4 ..........--------------- e 4 ---------
1 1 15 I 12 1 T 1 27

I 1 1 1 1 22.0

2 1 13 1 17 1 4 1 3 1 37
1 1 1 1 1 30.1
4 ....... .. .... .......---------------

3 1 6 1 11 1 I 8
I I 1 1 1 6.5
4 ------ ----------------- 4 .- 4- ---------

4 1 2 1 3 1 2 1 4 1 11
I I I 1 1 8.9
4e 4 ssssssssssssssss............. f aeeeeeeeeeeee

51 1 2 1I I 2
I I I I I 1.6

61 1 1 1 3 1 4
I I I I I 3.3

7 1 11 11 1 11 3
I ! I 1 1 2.4

8 1 2 1 1 1 1 2
I II 1.b

9 1 1 1 1 1 I 1 1 3
1 I I 1 1 2.4

10 1 6 1 3 ' 1 ! 9
I I 1! 7.3

ll1 1 I1 1 1 1 I! 3

1 1 1 1 1 2.4

12 1 1 1 1 1 1 3 1 5
! I I 1 1 4.1

13 1 1 1 1 1 1 1
S(CONTI1t ED) I ! 1 1 1 .8
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Table 113

FORT POLK

CLINICAL NURSING RECORDS STUDY

NUMBER OF YEARS WORKED WITH ARMY INPATIENT

MEDICAL RECORDS/DOCUMENTATION

BY TYPE OF PROVIDER (CONTINUED)

TYPE
COUNT I

IRNS PARA WA4D PROFES- ROW
i CLERK SIONAL TOTAL
I If 21 31 41

H 6 .. .. . as co.... + ..O.c.....- -... ... c ........aaa

14 1 1 1 2 1 1 1 3
1 1 1 1 1 2.4

15 1 2 1 1 1 1 i 3
1 1 1 1 1 2.4

1 1 1 I 1

20 1 1 1 1 1 1 1
1 1 1 1 1 .8So oac .. .. . c ... ... c4 ........ 4. .... 0c

COLUMN 54 45 7 17 123
TCTAL 43.9 36.6 5.7 13.3 100.0

NUMBER CF 41SS14G OBSERVATIONS - 21

M-1 19



Table 114

FORT POLK

CLINICAL NURSING RECORDS STUDY

FINAL GENERAL COMMENTS

BY TYPE OF PROVIDER

TYPE

COUNT IRN PARA vAR PROFES-
ROW PCT I CLERK SIONAL ROW
COL PCT I TOTAL
TA8 PCT I 1 1 2 1 3 1 4 1

COMMENTS ---------------------- +------.------------+------------
45 1 0 1 1 1 0 1 0 1 1Gi:,+SYS CHG CMTS 1 .0 I 100.0 1 .9 1 .0 1 9. t

-.) 1 .0 1 -0 1
I .0 1 1.1 I .0 I .0 1
S4-----------+--------------------------

46 1 1 1 3 1 ) 1 1 1 10(,- -C,'TSt.L) BETT, I 10.O I 30.0 1 50.0 1 10.0 1 90.9
1 100.0 1 75.0 1 100.* 1 100.0 I
I 9.1 1 27.3 1 t4,5 I 9.1 1

------------ 4--------------------------
COLUMN 1 I i
TOTAL 9.1 36.4 45.5 9.1 100.0

SrLNS AND TOTALS BASE) ON RESPONDENrs

It VALID CASES; 215 MISSING CASES

M-120



APPENDIX N

Recommended CNR Study Test Form Revisions
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MEDICAL RECORD -NURSING HISTORY AND ASSESSMENT

Date and Time of Admission Admission Diagnosis

~ Patient's own Words When Possible

1. Tell me what you know about your illness / injury/
hospitalization.

2. Do you have any other health problems?

3. Have you been hospitalized before? If so, when
and for what?

4. What medications have you been taking' (to in-
clude prescription and over-the-counter drugs)
For how long'

5 Are you allergic to anything ' If so, what'
What reaction?

6 Do you have any special needs that require assis-
tance with daily activities? (e.g. diet, eating,
bathing, elimination, ambulating, sleeping; aides
or prosthetic devices)

Name of Local Contact/ NOK Relationship Telephone Number

Interviewer's Signature, Rank & Title Informant

PATIENT IDENTIFICATION PERSONAL ARTICLES AND VALUABLES
(Indicate disposition of each item by initials)

Item Bedside Home Treasurer Other (Specify)

D- -
DA FORM 3888-2 -

- - - I - - . . . .-. .. -



MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT

ADDITIONAL ASSESSMENT DATA

ADMISSION: TPR BP WT HT

DATE ITIME:

Signature (Registered Nurse)

ASSESSMENT CATEGORIES:
(c) IV's: Contents of bottle hanging, 7 Genitourrary

1 Growth and Development bottle number, condition of site (a) Urination: Continency, pattern change
2 Neurological (d) Pain: Location, radiation, duration, (b) Female: Vaginal discharge, LMP, last PAP

(a) Orientation type, relief smear (if applicable), etc.
(b) Level of Consciousness; alert, (e) Intrathoracic tubes and / or dressings (c) Male: Abnormal discharge, swelling, pain

drowsy, lethargic, comatose; 5 Pulmonary 8. Integumentary
Responses: to verbal and pain- (a) Respirations: Rate, regularity, effec- (a) Lesions, pressure points, contractures
ful stimuli; Ability to follow tiveness, depth, use of accessory (b) Color, moisture, edema, turgor, change
commands; Reflexes muscles, nocturnal/exertional dyspnea in pigmentation

(c) Describe abnormalities Chest movement associated with 9. Musculoskeletal
3. Eyes, Ears. Nose, and Throat respirations (a) Movement: Purposeful / Non-purposeful,

(a) Eyes: Pupils, vision (b) Breath sounds: Clear to auscultation, ROM, muscle strength, level of usual
(b) Ears: Hearing, drainage Rales, Rhonchi, Wheezes, etc activity
(c) Nose: Rhinorrhea, nasa; surgery/ (c) Oxygen: Percent given, liters/r in, (b) Foot care (as applicable), TED hose

trauma method of administration, continuous 10. Psycho-Social
(d) Throa:: Sore, difficulty or PRN (a) Adjustment to hospitalization and

swallowing, appearance on (d) Cough, sputum, suctioning illness, manner, mood, behavior,
inspection, lymph nodes 6. Gastrointestinal relation to persons around them

%e) Descrioe abnormalities (a) Abuominal: Auscultation (bowel sounds
4. Cardiovascular present), palpitation, abdominal girth REFERENCE: DA Pam 40-5

(a) Skin: Color, temp, turgor, moisture measurement (if applicable) AMEDD Standards of Nursing Practice
(b) Peripheral Circulation: Pulses, (b) Dressing and / or drains

edema,extremities
DA FORM 3888-2 (Reverse) -



MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT (CONINUED)

ADDITIONAL ASSESSMENT DATA

(Continue on reverse side)

PATIENT IDENTIFICATION

DA FORM 3888-3 r-



MEDICAL RECORD - NURSING HISTORY AND ASSESSMENT (CONINUED)

ADDITIONAL ASSESSMENT DATA

DA FORM 3888-3 (REVERSE) N-5



MEDICAL RECORD - NURSING CARE PLAN

INSTRUCTIONS: Initial each recording."

Date Date
Identified,, Problems Expected Outcomes (Goals) Accomplished

DISCHARGE CONSIDERATIONS: (CONTINUE ON REVERSE)

PATIENT IDENTIFICATION

DA FORM 3888-4 0



MEDICAL RECORD - NURSING CARE PLAN (CONINUED)

INSTRUCTIONS: Initial each recording. ___________________ ______

Date Date
Identified Problems Expected Outcomes (Goals) Accomplished

NURSING DIAGNOSTIC CATEGORY GUIDELINES AC'IVITY-EXERCISE PATTERN Deoression Reactive (Situational)
4itivity Tolerance, Decreased (Specify Level) IxrSpecifv i~ocius

HEALTH PERCE PTION-MANAGEM ENT PATTERN Airway Clearance, Ineffective Personal Identity Confusion
Health Management Deficit. Total Breathing Pattern, ineffective Self Esteem Disturbance
Health Management Deficit (Specify) Cardiac Output. Alteration in Decreased ROLE-RELATIONSHIP PATTERN
Infection, Potential for Diversional Activity Deficit Grieving Anticipatory
Physical injury. Potential for Gas Exchange. impaired Cirtevinq., Dysfunctiornal
Noncompliance (Specify) Home Maintenance Management. Imiared (Mild no-oencience*Oecencience Conflict, Unresolved
Noncompliance. Potential (Specify) Moderate Severe, Potential, Chronilc) Parerting, Aiteraxtion in
Poisoning, Potential for joint Contractures, Potential Parentincl Potential Alteration in
Suffocation. Potential for Mobility. Impaired Physical (Specify Level) Social Isolationi
NIJTRITIONAL-METABOLIC PATTERN Self-Care Dieficit. Total (Specify Level) SiX alizaticni Alterations ifl
Decubitus ulcer S-If-Batingrla.v~qene Oeticit 601?Cif Levet -. i'ysost 0yr "'.Corrmy
Fluid Volume Deficit. Potential '-ssue Perfusion, Chronic Alteration in ~eroai Cammunication impaired
Fluid Volume Deficit, Actual (I) COGNITIVE4PERCEPTUAL PATTERN* violence. Potential for
Fluid Volume Deficit. Actual (2) Cognitive Impairment. Potential SEXIJAL REPRODUCTIVE PATTERN
Nutrition. Alteration in Potential for More Than Body Co)mfort. Alteration in Pain Rape Trauma Syndrome

Requirements, or Potential Obesity: More than Body Pain Self-Management Deficit Rabe Trauma Syndrome Compound Reaction
Requirements, or Exogenous Obesity. Less Than Body Knowledge Deficit (Specify) Rape Trauma Syndrome Silent Reaction
Requirements, or Nutritional Deficit (Specify) Sensory Deficit (Specify). Uncompensated Sexual Dysfunction

9,il' Integrity. Potential Impaurment of. or Potential Sk~n Senscify-Peixeptual Aliterations input Excess or COPING-STRESS TOLERANCE PATTERNL
Breakdown Sensory Overload Coping, Family Potential for Growth

Skum integrity. Impaired ihort-Term memory Deficit. Uncompensated Ccoing. ineffective Family Disabling
ELIMINATION PATTERN thought Processes, Impaired Coping, ineffective Family Compromised
Alteration in Bowel Elimination, Constipation or Inter. SLEEP-REST PATTERN Coping. Ineffective (individual)

mittent Constipation Pattern Sleep-Pattern Disturbance VALUE-BELIEF PATTERN
Alteration in Bowel Elimination: Diarrhea SELF -PERFCEPTIONd-SELF CONCEPT PATTERN- Spiritual Distress (Distress of Human Spirit)
Alteration in Bowel Elimination. Incontinence or Bowel Anticipatory Anxiety (Mild, Moderate, Severe)

Incontinence Anxiety, Mild REFERENCE
Urinary Elimination oattern. Altered Anxiety, Moderate Manual of Nursing Diagnosis, 19B3
Urinary Elimination, impairment of. Incontinence dnxiety. Severe (Panic) Marjory Gordon. McGraw Hill Pub Co
Urinary Elimination, .impairment of- Retention Body Image Disturbance Reprinted by permission of.McGraw Hill
Stress incontinence

DA FORM 3888-4 (REVERSE) N-7



5 hole top, 3 cy set (1) Inpatient copy (2) Patient's copy (3) Health Record copy

MEDICAL RECORD - NURSING DISCHARGE SUMMARY

Date/Time: Dischargeto: '3 Home Other (Specify) Accompanied by:

I Mode: El Ambulatory Other (Specify)

I. ACTIVITY: 03 No Restrictions Limitations: (Specify)

_ _ Patient and /or Significant Other (S.0) communicates knowledge and understanding of activity limitations

II. DIET: 0 No Dietary Restrictions If special, identify

_ Patient / S.O. comm unicate,. understanding of dietary restrictions.

III. MEDICATIONS: 0 No Medication Required

Name of Medication Dosage Frequency of Medication Special Instructions

_ Patient and/or Significant Other (S 0 ) communicates knowledge and understanding of activity limitations

IV. TREATMENTS / CARE:
Patient / S 0. Observed Patient / S O Returned

Instructions Given: Demonstration (Date) Demonstration (Date)

Equipment / Supplies (Specify)

V. FOLLOWUP: You should be seen in clinic in (time period)

_ _ Patient /S 0. communicates understanding of followup instructions

VI. PATIENT'S CONDITION (Health Status relative to Nursing Care Plan):

Signature (Registered Nurse) ADDITIONAL INFORMATION:

PATIENT IDENTIFICATION

DA FORM 3888-5 J-8



CLINICAL RECORD - DOCTOR'S ORDERS

The doctor shall record date, time, and sign each set of orders

USE BALLPOINT PEN - PRESS FIRMLY

MEDICATION ORDERS ONLY 1,me Time NONMEDICATIONS ONLY rme Thm

(INCLUDES I J MEDICATIONS) Noted Singie Nuten S'ngle
& Order j & Order

Date/Time of Order Transcribed Done Date/Time of Order I Transcribed Or~ne

D te/Time of_____Ordrrnsrie REM-

,DA_ ____ _ _ FORM 4,25

________ -~ I..
__________________________________ _______- _______________________ ______--[- .

1- 1 ____________________________________________ _______________________________~~1 _____________________________ ______

AriENT ODENTIF:CATtON REMARKS

DA FORM 4256,- "



Verifiy by Initialing THERAPEUTIC DOCUMENTATION CARE PLAN (NONMEDICATION)

ODRTRANSCRIBER/ DATE/TIME 1 DATE/TIME
ODE RVIWE SINGLE ACTIONS, DELAYED ORDERS TO BE DON COMPLETED

ATRGES REVIEWER NOPIAYIGOI

0'Tr__n___ r!!CT!% CODES:_____________________ 
_________

________ ~~~~Iital onl =______________________ _ Indictes cmpleton oforde

Intil an +___ __ =_ _ __atrl ihn om llm

________~nital an 0__=_____ _____ ____ _____ ____Not__ ____ ___ _ ____ _____ ___

_DA 
__M4671 41



THERAPEUTIC DOCUMENTATION CARE PLAN
CLINICAL RECORD (NONMEDICATION)

INITIAL PROPER COLUMN FOLLOWING COMPLETION
Verify By Initial ng DT OPEE

ORDER TRANSCRIBER1 RECURRING ACTIONS, HRECMPEE
DATE REVIEWER FREQUENCY, TIME H

_ _Itt

If _ _ _ _ _ __ _ _ _ _ _



THERAPEUTIC DOCUMENTATION CARE PLAN
CLINICAL RECORD (NONMEDICATION)

INITIAL PROPER COLUMN FOLLOWING COMPLETIONVerify By Initialing DAECMPEE
DATE COMPLETED

ORDER TRANSCRIBER/ RECURRING ACTIONS, HR
DATE REVIEWER FREQUENCY, TIME

/r

/

/ r__ _ _ _ _ _ _ _ _ _ _ _ _ _

/

_/ _ _ _ _ _

PATIENT_ IDETFCTO -C D S

/

/
/

_ _ / _ _ __ _

_ _ /

PATIENT IDENTIFICATION' .ODE 1.....l
Initials only = Indicates completion of order
Initials and + = Satisfactoryl within normal limits
Initials and 0 = Unsatisfactory/ Not observed/Omitted*

* See Nurse's note on SF 509

12



THERAPEUTIC DOCUMENTATION CARE PLAN
(NONMEDICA TION)

ORDER/ TRANSCR PRN INITIAL PROPER COLUMN FOLLO WING COMPLETION
EXPIR

REVIEWER ACTION, FREQUENCY TIME / DATE / REASON / INITIALS / RESULTS CODE

__

-___._.._-- - -

Initials only = Indicates completion of order
Initials and + = Satisfactory/within normal limits
Initials and 0 = Unsatisfactory/Not observedlOmitted*

*See Nurse's note on SF 509
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Veriy b IntiaingTHERAPEUTIC DOCUMENTATION CARE PLAN (MEDICATIONS)

ORDER TRANSCRIBER/I DATE/ITIME DATE GIVEN I

DATE REVIEWER SINGLE ACTIONS, DELAYED ORDERS, PREOPERATIVES TO BE GIVENTIENTAL

ALE GIS YES_____________________ NO_ __ _ __ _ PRIMARY DIAGNOSIS

PAIN DN ITO- CODES:____________________________ ________

I ~ ~ ~ ~ ~ ~ ~ iiil only_____________________ z______ _ indcatsmdiatinwsdmiistre

________~~~Intilsn E -_____Effective________________

/~ ~ ~ ~ ~ ~ ~~~Iiil and______________________ I__aIneffective_

________~~~~Iital a/ o_______________________ x_________ Medcatonwasno ao enitee s rdeed

I~ ~~~~~ See___Nurse's____note___on__SF__509

DA FORM______________________ 4678-1______ N_____16__



-- I I I I I I

THERAPEUTIC DOCUMENTATION CARE PLAN ..
CLINICAL RECORD (MEDICATIONS)

Verify By initlhng INITIAL PROPER COLUMN FOLLO WINGEACH ADMINISTRA TION
DATE COMPLETED,

ORDER TRANSC IBER RECURRING MEDICATIONS, HRI i

DATE RE ,,EVER DOSE, FREQUENCY HR - -

/

/

_ _ / _ _ _ _ _ _,_

___ / _ _ __ _

__ __ / i . -

_/ _ __

_ _/ _ _ _ _ _ _ _

/ I -

/i I----.- ---- l-
N'-I 7



THERAPEUTIC DOCUMENTATION CARE PLAN
CLINICAL RECORD (MEDICA TIONS)

INITIAL PROPER COLUMN FOLLOWING EACH ACMINISTRATIONVerify By Initialing DATE DISPENSED

ORDER TRANSCRIBER RECURRING MEDICATIONS, H 1

DATE R IEWER DOSE, FREQUENCY Hj

/

T1 I M-1 I/

_____ /

/ -1/ I

Iniial / I =

_ / ____t

__ __ / __ _ _ _ _ _ _ _ _ - -t

_______ / I-
CODES t I '

IIPATIENT IDENTIFICATIONCDE

Initials ony=Idctsmdalnwsadministered

Imtal an E= E ffective

Initials and I = Ineffective *

Initials and ,1 = Medication was not administerod as ordered *

* See Nurse's note on SF509

41 8



THERATEUTIC DOCUMENTATION CARE PLAN
(PRN MEDICATIONS)

ORDER - "rjSp PRN MEDICATION, DOSE. INITIAL PROPER COLUMN FOLLOWING ADMINISTRATION
EATE REVIEWER ROUTE, FREQUENCY, REASON TIME /DATE / REASON / INITIALS EFFECTIVENESS CODE

ATEN I __ C

z_ ___-~-.

Initials only = Indicates medication was administered

Initials and E = Effective
Initials and I = Ineffective*

Initials and o = Medication was not administered as ordered*

* See Nurse's note on SF509
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