Documentation and Reporting Answers
1. Documentation and reporting are less important nursing activities than providing client care. True or False
2. Record your signature as you would for an entry in the client’s record. 

S. Brown, N.S.
3. Which of the following nursing activities does not need to be recorded immediately?

A. administering a medication

B. providing a backrub

C. applying a pressure dressing to a bleeding wound

D. transporting a client to the x-ray department

4. What is the 24 hour time corresponding to 10:05 p.m.? 2205
5. What statement concerning confidentiality is inaccurate?

A. A legal suit can be brought against nurses who disclose information about clients without their consent.
B. Nurses are responsible for protecting their clients’ records from unauthorized readers.
C. Nurses may only use a client’s record for activities directly related to the client’s health care management.

D. Nurses are legally and ethically obligated to keep information about a client confidential.
6. The major purpose of a change-of-shift report is to:
A. Communicate care delivered

B. To provide an opportunity for nurses to share concerns
C. Inform the physician of a client’s progress
D. Provide continuity of client care
7. The basis for a change-of-shift report is the communication of:
A. The client’s health needs
B. Routine nursing orders
C. Information on the Kardex
D. Prescribed medical care
8. All of the following are examples of information to include in a verbal report except:
A. Mr. Jones has been started on ampicillin 300 mg every 6 hours.

B. Mrs. Smith stated the heating pad decreased her leg pain.

C. Ms. Carter has been uncooperative most of the morning.

D. Mr. Boylan’s pulse was 80 at 0800 and 102 at 1200.

9. The medical record that is organized into separate sections for data from each discipline is known as:
A. source-oriented record

B. problem-oriented record

C. modified problem-oriented record

D. SOAP record

10. Identify one advantage and one disadvantage of a source-oriented record.

Advantage – caregiver can easily locate proper section for documentation entries
Disadvantage – information is fragmented
11. List three advantages of the problem-oriented medical record.

Emphasizes clients, their problems, and their perceptions of their problems
Requires continuous evaluation and revision of care plan

Provides greater continuity of care
Enhances effective communication among health care team members
Increases efficiency in data gathering
Provides easy to read information in chronological order
Reinforces the use of the nursing process
12. Briefly describe the information to be included in each of the sections of the SOAP documentation.

A. Subjective data – information gathered from the client
B. Objective data – information that may be obtained or observed
C. Assessment – or conclusions drawn by the health care provider based on data obtained
D. Plan – of care
13. Briefly describe the information to be included in each of the sections of PIE documentation.
A. Problem – or nursing diagnosis
B. Intervention – or actions taken
C. Evaluation – of the outcomes or nursing interventions and client’s response to nursing interventions
14. The documentation approach based on standards of practice and predetermined interventions is:

A. focus documentation

B. graphic documentation

C. charting by incident

D. charting by exception

15. Information needed for the routine nursing care of clients is readily accessible in:

A. the nursing Kardex

B. client order sheets

C. nursing progress notes

D. graphic record

