Unit 3: Documentation
Matching Answers
	__M__ 1.
	SOAP
	A.
	This is individualized to each client and includes the nursing diagnosis, expected outcomes, and interventions to achieve the outcomes.



	__I__ 2.
	Focus charting
	B.
	The nurse who documents the client “ate a good breakfast” is violating this recording guideline.



	__S__ 3.
	Change of shift report
	C.
	The nurse uses this document to follow trends in client vial signs, weights or bowel movements.



	__R__ 4.
	Charting by exception
	D.
	This type of documentation requires the nurse to organize the information in a clear, concise manner.



	__A__ 5.
	Traditional care plan
	E.
	The nurse consults this document to determine medications, time of administration, dosage, and allergies.



	__K__ 6.
	Standardized care plan
	F.
	The nurse who documents in black pen is following this recording guideline.



	__J__ 7.
	Kardex
	G.
	The nurse who documents “the client ambulated” is violating this recording guideline.



	__E__ 8.
	Medication administration record
	H.
	The hospital nurse calls the nurse at the long-term care facility to provide information on the client’s hospital stay to ensure continuity of care.



	__C__ 9.
	Graphic record
	I.
	After obtaining subjective and objective data, the nurse records his intervention of calling the physician to obtain an order for a catheterization in the “A” portion of the client record.



	__L__ 10.
	Appropriateness
	J.
	The nurse returns to work after several days off and consults this system to quickly learn information such as the client’s diet, safety precautions, activity level, and elimination devices.



	__B__ 11.
	Accuracy
	K.
	The nurse must make sure this is customized to include care unique to the client’s needs.



	__P__ 12.
	Completeness
	L.
	The nurse who documents the client’s relationship to a movie star may be violating this recording guideline.



	__G__ 13.
	Conciseness
	M.
	The nurse records his conclusions the client is “constipated” in the “A” portion of the client record after obtaining data from the client interview and physical assessment.



	__F__ 14.
	Permanence
	N.
	The nurse uses computerized records to perform this nursing function.



	__Q__ 15. 
	Source-oriented record
	O.
	The nurse using this type of client record updates the problem list as new data is obtained.



	__D__ 16.
	Narrative charting
	P.
	The nurse whose documentation includes topics such as care provided, assessment, teaching done, and response to interventions is following this recording guideline.



	__O___ 17. 
	Problem-oriented medical record
	Q.
	This type of client record may be fragmented and lead to incomplete client care.



	__N___ 18.
	Documentation
	R.
	With this documentation system the nurse records client data that is different than the hospital standards.



	__H___ 19. 
	Report
	S.
	Includes concise, important information such as significant changes in client condition, care priorities, and special emotional needs.




