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INTRODUCTION

Focus Charting is a format for organizing information in the narrative portion of the patient record.  Focus Charting describes the patient’s perspective and focuses on documenting the patient’s current status, progress toward goals, and response to interventions.  Focus Charting is truly “patient-centered”, rather than “problem-oriented.”  (Lampe, S., 1994). 

TERMINAL OBJECTIVE
After completion of this Learning Resource Guide, the individual will demonstrate basic knowledge of the process and procedure of Focus Charting.    

LEARNER OBJECTIVES

Upon completion of this guide, the reader will be able to:

1. Describe the Dungan Model for Nursing Practice and its relationship to Focus Charting.  

2. Define Focus Charting and state its purpose and objectives.

3. Identify and define the four elements of a Focus note.

4. Explain how the nursing process relates to Focus Charting and give examples.

5.  Identify forms in the Focus documentation process, the purpose of each form, and how to utilize  

     Focus format on each form.

6.  Identify six advantages of the Focus Charting system.

1. Describe the Dungan Model for Nursing Practice and its relationship 

     to Focus Charting.
The Dungan Model was adopted by Nursing Services as the professional practice model at Naval Medical Center Portsmouth (NMCP) in 1994.  This model can be described as a holistic model, that views humans as multidimensional, integrated, and organized entities who are not reducible to discrete parts.  It consists of a therapeutic relationship between the nurse, patient and families.  The nurse is identified as the participant observer, which means not only does the nurse interact with the patient and family, but also observes and assesses the patient’s physical, spiritual, and psychological needs.  

This gives you the "Data" portion of the Focus note.  Dungan's modalities of care (direct patient care, teaching/learning, counseling, alternative healing, and social support) contribute to the "Action" aspect of the note.  These interventions are linked to nursing judgement, and are key in promoting healing and growth (Dungan's dynamic integration, the third component of the Focus note, "Response").

As you read and learn the Focus Charting format you will see that it, like the Dungan Model, is a holistic and interdisciplinary approach to patient care.

2.  Define Focus Charting and state its purpose and objectives.
Focus Charting is defined as a format for organizing information in the narrative portion of the patient record.  Focus Charting describes the patient’s perspective and focuses on documenting the patient’s current status, progress toward goals, and response to interventions.  Focus Charting is truly “patient-centered”, rather than “problem-oriented.”  (Lampe, S., 1994).


The purposes of Focus Charting are:  

1. To communicate essential information to help the entire health care team provide continuity of care 

and quality care.

2. To analyze, synthesize, and collate the extensive collection of patient data from flowsheets into a summary statement, which highlights the caregiver’s clinical decision-making.

3. To highlight the major focus of patient concern, caregiver intervention, and patient outcome interventions.


The objectives of Focus Charting are to utilize a documentation system that:    

1. Provides structure in documenting patient-centered care.

2.   Helps nurses move out of task-based practice.

3.   Provides care through organized documentation and supports health care through the continuum. 

4. Describes the patient’s perspective and focuses on documenting the patient’s current status, progress 

toward goals, and response to interventions.  

5. Is helpful in multidisciplinary documentation to create a unified, non-duplicative, coherent record of 

the patient’s care.  

6. Enhances communication among members of the health care team.

7. Provides a resource to continuously improve the quality of clinical decision making.

3.  Identify and define the FOUR elements of a Focus note.


The four elements of a Focus note are the (1) Focus Statement;  (2) Data Statement;  (3) Action Statement;  and, (4) Response Statement.


When using the Focus format, all narrative entries are structured under categorized keywords or phrases called the “FOCUS STATEMENT”.  The narrative entries are organized into “Data” (D),  “Action” (A),  or “Response” (R)  statements. 

FOCUS STATEMENT


The Focus Statement is an isolated event or an ongoing problem identified on the Collaborative Problem List.  Focus Charting gets its name from the fact that a key word or phrase is used to summarize the content of each note.  The word or phrase describes the focus of the note and is written as the “Focus Statement.”  This identifies the content or purpose of the entry and promotes easy data retrieval and communication.  

The Focus Statement is underlined for emphasis.  As a result, Focus Charting effectively eliminates the time lost reading through pages of narrative notes in search of key data.

The Focus Statement helps health professionals identify and update the status of problems.  For example, if a particular sign or symptom is repeatedly identified in the Focus Statement, this problem represents an on-going concern.  The problem is added to the Collaborative Problem List to indicate more specialized care or greater emphasis during discharge planning.

Choosing a Key Work or Phrase as a “Focus”


The choice of a key work or phrase to describe the focus of a note is up to the staff member and will be influenced by his/her experience, prior entries in the chart, and personal style.  The goal is to communicate essential patient information in a quick and efficient manner.  The Focus Statement reflects an on-going problem or concern from the Patient Problem List, or a “temporary foci” which does not need to be incorporated in the Patient Problem List because it is quickly resolved.  

While there is no absolute list of specific words that are “allowed” in the Focus Statement, there are some general guidelines that are followed in selecting a key word or phrase.  

The general categories of words and phrases used in selecting the Focus for a note are:  

· Nursing Diagnosis / Collaborative Problem

· Sign or Symptom

· Significant event or change in the patient’s treatment used by others as a reference

· Variance from plan of care

· Medical Diagnosis

1. Nursing Diagnosis / Collaborative Problem

Lists of nursing diagnoses can be found in many references.  Examples include:


Alteration in Comfort


Alteration in Skin Integrity


Emotional Support

2. A sign or symptom

A sign is objective physical assessment data.  A symptom is subjective data – what the 

patient or family tells you.  This Focus may be temporary and quickly resolved.  

Examples of signs or symptoms that might be used as the Focus of a note are:



Increased temperature


Nausea 

Emesis



Constipation



Hematuria

Rash



Low Pulse Oximeter Reading

Chest Pain

Low K+



3. A significant event or change in the patient’s treatment which others can use as a reference.


An event, occurrence, or change in the patient’s treatment could be highlighted in the 

Focus Statement and entered on the 24 Hour Unit-Specific Flowsheet.  This may range from identifying when responsibility for patient care changes from one department to another, to identifying when a significant treatment / intervention took place.  


Some examples include:  time of insertion or removal of tubes, clamping of tubes, significant changes in activity level, first or last time a particular treatment was performed, first or last time a drug was administered, or patient transfer to another unit, etc.  

The following key words or phrases might be used as the Focus for such events:



Post-op from PACU



AOW from ICU



Foley cath d/c’d




Buck’s traction applied



Triple lumen cath inserted


Chest tube d/c’d



Intubated





Cardiac arrest



Chest tube clamped



First time out of bed



Foley cath inserted



Last chemotherapy dose



Radiation implants removed


Phototherapy started 



Transfusion of RBCs



Seizure

4.   Variance

When an activity or treatment was not carried out or was different from the standard of care, an 

( * ) is noted in the check-off space on the 24 Hour Unit-Specific Flowsheet and a Focus note is written to describe the variance.



IV infiltrated




Missing Laboratory Sample


Pain Med not Effective



CT Cancelled


Patient HS Snack not on Ward

5. Medical Diagnosis

Occasionally, the patient’s condition and the interventions are best described in relation to the medical diagnosis.  The problem may be the pathophysiology rather than the patient’s response to the problem.  This happens most frequently in highly technical areas such as critical care.



Bigeminy (or other cardiac arrhythmia)

Hyperbilirubinemia


Diabetes Insipidus

Common Questions asked about the Focus Statement

1.  Must every chronological entry in the notes have an identified Focus?

Yes.  Each chronological entry in the notes must have an identified Focus.  Ideally, choose the Focus before you start to write the note.  Ask yourself,  “What am I going to write about?”

2.  What if I can’t think of a word to adequately summarize the note?

Think of the Focus as writing a headline for a newspaper article and select the best title for it.

3.  Do I have to use the same word or phrase for a Focus that was used previously in the chart?

Not necessarily.  Avoid using different words to label the same problems.  For example, if previous notes use the key phrase “increased temp”, it is preferable to use the same Focus term, rather than choosing a different key word, such as “fever”.  

However, never hesitate to choose a different key word or phrase if you feel there is one that better describes the content of your note.  For example, if  “decreased LOC” is the Focus of a previous note, you may choose to use the term “disorientation” instead, because you think that the word better describes the Focus of your note.  The more specific the word or phrase you choose as a Focus, the easier it will be for others to locate specific information.

Different staff members may choose different words or phrases to label the same problem.  This is OK.  In fact, it is expected!  For example a trauma patient who suffered a head injury 48 hours ago has an increasingly large output of pale urine with a low specific gravity.  A Corpsman observing this data might choose “increased urine output” as a Focus for the note, whereas an experienced RN might label the problem as “possible diabetes insipidus”, and the Medical Officer may document “R/O DI”.  Another nurse might choose to write “decreased urine specific gravity” as a Focus.  Any health professional skimming the chart in search of documentation related to this problem would readily identify all of these key words as related to the problem of interest.  

4.  What should I avoid as a Focus Statement?

Avoid using non-specific medical diagnoses in the Focus Statement.  For example, if “Renal failure” appears in the Focus Statement, the reader wouldn’t know what to expect in the note.  The note could be about decreased urine output, renal diet teaching, hemodialysis, assessment of an arteriovenous access site, or any other topic related to renal failure.

Use clear terminology in the Focus Statement.  Vague words such as “general”, “miscellaneous”, or “summary” are unclear and misleading.  When first learning to use Focus Statements, you may be tempted to use the word “general” to describe entries, which contain information about more than one patient problem or event.  Remember, the words you write in the Focus Statement should help others find and use the information you have recorded.  

DATA = assessment information  


The four elements of the DATA assessment statement are:


*  Subjective assessment data:  Things the patient says or reports.  Information obtained through the patient or family member.  Using exact quotes and quotation marks best identifies subjective data.  Usually subjective data is introduced by such phrases as, “patient states...”, “complains of...”, “wife reports...”, etc.


*  Objective assessment data:  Things you see.  Physical assessment findings.  Lab test results.  Observational data.


*  Description of events:  Descriptions of things that happened to the patient.  For example:  “MO in to examine patient s/p fall” or “Returned from cardiac cath lab.  Requesting to speak to doctor about her test results.”


*  Non-nursing actions:  Actions performed by someone other than the nursing staff are best categorized as “Data”.  For example:  “Social worker in to see patient about arrangements for help at home” or “Triple lumen central venous catheter inserted by Dr. Jones”  or  “Parents/family in to visit patient.”

ACTION = interventions past, present, or future performed by the health care member  

This ACTION statement includes:


*  Immediate actions/interventions based on assessment data:  Describe actions taken by the staff, which cannot be reflected in the ADL portion of the patient care flowsheets or when further description is needed.  Actions recorded in the notes include:  inserting or removing tubes, notifying an MO, transferring a patient, or calling a code.


*  Time-limited action plan:  Based on assessment, describes interventions that will be done in the near future (within hours).   For example:  If the patient spiked a temperature, the note could read:

5/24/__ 2230
#1  Increased temperature



D:  c/o chills.  Temp. increased to 102.6 degrees Fahrenheit




A:  Tylenol ii tabs given.  Will recheck temp in one hour.




-------------------------------------------------------R. Smith, HN

Other examples of time-limited action plans in response to identified patient problems: 



“Monitor urine output, notify MO if <50cc by 2100”  



“Encourage fluids and re-check specific gravity in 4 hours” 



“Neuro checks q2 hours until 2200”.


It is not necessary to include plans in every “Action” note.  Time-limited plans are included only when the patient has developed a new problem or situation requiring intervention within the next few hours.  If the problem persists, it could represent an on-going concern requiring long range planning and repetitive interventions.  A persistent problem should be incorporated into the Collaborative Problem List.

RESPONSE = the result or outcome following a therapeutic intervention  


This RESPONSE statement includes:


*  Immediate response to an action.  For example:

   Date/Hour
NG Tube Placement



A:  14 French Nasogastric tube inserted via left nare.  Placement 



           confirmed.  Attached to low gomco suction.




R:   Immediate return of 250cc green gastric fluids.  States feels 



          “less nauseated” now.  ---------------------R. Dodger, LTJG, NC
  Date/Hour
Central Catheter Insertion



A:  Triple lumen central venous catheter inserted by




      Dr. Thomas per right subclavian.  STAT portable x-ray




      done to confirm placement.  Tegaderm dressing applied.




R:  c/o dull pain at insertion site after the procedure.  




      States “it feels like I’m all bruised.”  Awaiting results




      of x-ray.  ------------------------------N. Powers, LVN

*  Delayed response:  Sometimes the response to an action is not immediately apparent.  The classic situation is the response to analgesic or antiemetic medications that is evaluated by the next shift.   

If the patient was nauseated and received medication at 1400, the note may be:

Date/1400
Nausea



D:  c/o nausea . Unable to tolerate clear liquid lunch post-op.  Minimal 

                                          bowel sounds.




A:  Phenergan supp given.---------------------------B. Pierson, HN
The following shift assessment reflects the Response to the intervention:

Date/1500
Nausea







R:   Patient reports nausea gone.  Tolerates sips of water without c/o.  ----

          ---------------------------------------------------------------------D. Williams, HM3
Common Questions asked about the D.A.R Format

1.  Isn’t the Response just more Data?


Yes.  The Response is actually more data, but it is Data related specifically to some Action taken previously.  Whenever possible, record assessment data as Response when it is evaluating the patient’s response to nursing or medical activities.

2.  Should each entry contain all 3 elements (D.A.R.)?


No.  It is NOT necessary to include Data, Action, and Response in each note.  

“Response” may not always be immediately known:

5/24/__ 1600
#1  Incisional Pain



D:  Grimaces and moans when repositioned.  Reports pain at 7/10.




      Requesting analgesic.




A:  Tylenol #3 ii tabs given.--------------C. Crane, RN
5/24/__ 1650
#1 Incisional Pain



R:  States “feels a lot better.”  Now 3/10.  Moves in bed without  

                                          difficulty.  Will repeat analgesic this evening prior to ambulation.----                  

        -----------------------------------------------------------------C. Crane, RN
Sometimes further “Actions” may be indicated by data that is reported in a “Response” note:

5/24/__ 1600
#1  Incisional Pain



D:  Grimaces and moans when repositioned.  Reports pain at  7/10.   

                                          Requesting analgesic.




A:  Tylenol #3 i tab given.----------------E. Rivers, ENS, NC
5/24/__ 1705
#1  Incisional Pain



R:  No change reported in pain status. Refuses to turn.  States Tylenol #3 

                                          “didn’t help at all”.




A:  Notified Dr. Watson.  Given Demerol 50mg IM per order.-------------       

                --------------------------------------------E. Rivers, ENS, NC
5/25/__ 0600
#2  Increased temp



D:  Temp 102°F.  Shaking, chills.




A:  Tylenol supp. given.  Cooling Blanket on.  ----------------B. Smith, RN   

5/25/__ 0650
#2 Increased temp



R:  Temp decreased to 100°F.  Diaphoretic.  No chills.





A:  D/C’d cooling blanket.  Will recheck temp in 1 hour.--------------------B. Smith, RN
5/25/__ 0745
#2 Increased Temp
 


R:  Temp holding at 100°F.  No diaphoresis, no further chills.--D. Weiss, LTJG, NC
At other times, the “Action” you are documenting may have been performed by someone else:

5/25/__ 0930
#3 Lumbar puncture



D:  Lumbar puncture performed by Dr. Smith.




R:  States, “That wasn’t so bad!”  Denies discomfort.  No drainage 


                                          from puncture site. Dressing intact. Resting flat in bed.-----J. Dole, LVN

However, using the complete D.A.R. format is especially helpful to ensure thorough documentation or evaluation of progress.  It may be useful to use a complete D.A.R. note to fully describe the patient’s progress regarding an identified problem and goal.  For example:

5/25/__ 0800
#1 Impaired skin integrity



D:  Three inch diameter area of redness over sacrum, skin intact - no 

                                          open area.  Patient c/o “sore bottom”.  Requires constant 

                                          repositioning because slides down in bed.




A:  Perineal care given.  Placed on Stage IV Mattress.




R:  Patient frequently turns onto back despite positioning with pillows 

                                          and instruction re:  purpose of side lying.-----------------M. Smith, RN
5/25/__  1700
#1  Impaired skin integrity



R:  Decreased sacral redness since Stage IV Mattress placement.




      No skin  breakdown.  Continued difficulty with maintaining proper 

                                          positioning.-------------------------------S. Patterson, LT, NC

3.  What if some of the information related to the note has already been documented on another form?  Do I have to double chart?


No!  Never double chart information that you have already recorded somewhere else in the patient’s chart.  Sometimes, it is necessary to use Focus notes to expand on Data or Actions that have already been documented on another chart form.  In this situation, simply refer the reader to the other chart form.  Some examples are:

5/26/__ 1000
#1  Weight Loss



D:  See Calorie Count Record 

  


R:  Caloric intake met Dietary goal.  1# weight gain.-------N. Waters, RN
5/26/__ 1430
#2  S/P Cardiac Cath



D:  See Cath Flowsheet




A:  Reinforced instructions regarding post-cath positioning and bedrest.  

                                          Encouraged fluids.  




R:  Resting comfortably.  Correctly states reason for bedrest and 

                                          positioning post cath.  Taking fluids well.-------------M. Weaver, LPN
4.  Do I have to write a complete D.A.R. note every time I evaluate the patient?


Not necessarily.  A “Response” note may be enough.  For example:

5/26/__ 1430
#3  Impaired Mobility



R:  Now able to ambulate from room to nurse’s station and back with 

                                          one assistant.  Requires less support, gait steadier than yesterday.  




      States “I feel much stronger today.” --------------------J. Dole, LT, NC
5.  How do I document an emergency/cardiac arrest?


When an emergency occurs, document after the emergency situation has been stabilized.  Highlight the type of emergency by a key word in the Focus Statement.  For example, “Cardiac Arrest”, “acute dyspnea”, or “seizure” might be used as Focus for notes describing emergency situations.


In a cardiac arrest situation, the notes might be:

5/28/__ 1035  Cardiac Arrest


D:  Patient discovered without pulse or respiration.



A:  Cardiac Arrest called - See Arrest Flowsheet                                                               

              1055  A:  Transferred to ICU post-Code.---------------------S. Robinson, LCDR, NC
6.  Finally...  Make sure all of your Focus entries meet documentation requirements.

--All entries must include the date, time, full legal signature, block printed name, and title at the end of the 

   entry.  

--Use military time to identify the time of your entry.  

--Do not use blocks of time.  

--If addressing more than one Focus Statement within a DAR entry, it is not necessary to sign 

   off each Focus Statement separately.  

--Your signature should appear at the conclusion of your note for the time specified, followed by your 

   block printed name.  

--Do not skip spaces between entries.  

4. Explain how the nursing process relates to Focus charting

and give examples.

The nursing process provides a useful framework for documentation.  It is a logical series of five steps used in patient care.  The nursing process helps keep the focus of documentation on the patient by starting with the question “What is happening to the patient?”  Charting is complete and systematic when one sequentially follows the five-step process.

The following is an example of how the nursing process is documented in Focus Charting format: 

NURSING PROCESS                      FOCUS CHARTING CATEGORIES
Gather Data



Data

Analyze Data

 

Focus 

Plan




Action (Plan of Care)

Implement



Action

Evaluate


 
Response

5.  Identify 7 required documentation component forms for Focus 

     charting, the purpose of each form, and how to utilize Focus format 

     on each form.


The 7 required documentation component forms for Focus Charting are History Part IV, Collaborative Problem List, 24-Hour Collaborative Progress Note, Patient Profile, ADL Flowsheet, Patient Education, and Discharge Forms.

HISTORY PART IV

The Collaborative Plan of Care includes the Collaborative Problem List and the initial and ongoing Collaborative Progress Note.  Information obtained from the History Part IV may be used to identify problems/concerns.  Upon admission and every twenty-four hours thereafter, each problem is 

re-evaluated and prioritized.  Please see "Collaborative Plan of Care Guidelines" located in the unit Documentation Manual or the Nursing Procedure Manual for further information.

COLLABORATIVE PROBLEM LIST
-- Uses an SF 509 Overprint

-- Incorporates expected outcomes for discharge planning

-- Drives documentation and communication to ensure collaborative practice

-- Provides a link for outpatient follow up

A nursing diagnosis describes a problematic human response to illness or its treatment that registered nurses are licensed and accountable to treat.  Nursing diagnoses describe the problems that fall within the scope of the registered nurse’s independent practice. 

The Collaborative Problem List describes actual or potential medical complications that the health care team assesses, monitors, and treats.  Collaborative problems fall within the scope of nursing’s interdependent practice role.  The problem list must be reviewed, updated, and prioritized every 24 hours by the health care team.  

INITIAL PROBLEM IDENTIFICATION:  Upon admission and throughout the hospitalization, the RN will identify new problems and establish expected outcomes/goals reflected on the Collaborative Problem List.  The entry should include a description of the assessed findings and discussions with the patient and/or family, including expected outcomes/goals.  The patient/family should be active participants in planning care. 

Isolated events are not included in the Collaborative Problem List unless they are recurrent and become an established problem.  These isolated events are documented on the 24 Hour Unit-Specific Flowsheet.  Examples include “Nausea”, “Emesis”, and “Elevated Temp.”  

Problems are assessed each shift.  When changes are identified, an updated Focus note is written on the 24 Hour Unit-Specific Flowsheet.  

For example, the problem statement “Problem #1:  Impaired skin integrity related to immobility and incontinence” might be written as Focus Statement “#1:  Skin Integrity”  or “#1:  Impaired skin”.  When appropriate, include the symbol “#__” AND a keyword from the Problem List.  



Other examples of Focus terms:




#1:  Headache








#2:  Altered Nutrition







#3:  Immobility



#4:  Emotional Support


#5.  Patient Safety

24 HOUR COLLABORATIVE PROGRESS NOTE
The Health Care Team is responsible for identifying new problems and updating the status of 

on-going problems and concerns in the Collaborative Progress Note (SF 509).  Evaluation of patient progress toward outcomes is documented utilizing the DAR format summarizing the overall status of the problem over the past 24 hours.  

FOCUS
DAR NOTES

8/19/__    1020

#1  Impaired airway   

      clearance
D:  Right lung clear to auscultation.  Left lung inspiratory crackles throughout.  Has increased SOB while ambulating.

A:  Monitor respirations with activity.  Cough and deep breathe every two hours.-----------------------------------------L. James, RT

8/19/__   1230

#2  Anticipatory 

      Grieving
D:  Patient’s affect is flat.  Patient not aware of bone scan results, reluctant to discuss this.  Very limited responses to questions regarding family.  Patient doesn’t reflect any strong support systems for self.

A:  Explore with patient possible friends or family to help her through this time.  Explore spiritual origins and beliefs.

R:  Results of bone scan show major metastasis.  Patient verbalized results, appears relieved less flat affect.-------------------M. Ross, RN

8/19/__   1745

#1  Impaired airway   

      clearance
R:  No change in respiratory status----------------------- L. James, RT

-----------------------------------------------------------------------------------

PATIENT PROFILE
-- Provides 24-hour communication link for patient care givers

-- Displays MO orders

-- Includes nurse-initiated orders (documented in “A” part of DAR note)

- previously found in care plan

- nurse initiated consults

- alternative care modalities

-- Summarizes lab reports, procedures, and consultations

ADL FLOWSHEET

-- For interdisciplinary use

-- Includes nursing physical assessments

-- Uses charting by exception

-- Complements Focus Charting

PATIENT EDUCATION
-- Interdisciplinary Patient/Family Education Record  NMCP 6550/9 (REV  8/00)
- encourages multidisciplinary documentation of individualized teaching

-- Patient Education Flowsheet


- used for patients with high risk high volume diagnosis, example diabetes


- based on standards of care

Whenever patient/family teaching occurs, describe it in a Focus Statement.  Teaching is documented on the Interdisciplinary Patient/Family Education Record  NMCP 6550/9 (REV  8/00) and/or the Education Flowsheet.  These are kept in the Patient Record to facilitate multidisciplinary documentation of teaching.  

Examples of commonly used words and phrases are:




Pre-op teaching


Diabetic teaching




Wound care instructions

Family teaching




Discharge instructions





Nursing policy/procedures manuals

AACN/AORN/AAACN

Reference texts




     - supports care pathways

                                         - transcends in/out patient boundaries

Examples: 

5/25/__ 1930
#1  Pre-op



D:  Patient’s first surgery - has many questions.  Expresses concern 

      about being “ put to sleep” and “where will I wake up”.

A:  Instructed about pre-op prep, recovery room, immediate post-op care, 

      coughing and deep breathing, and incentive spirometry.  

      Demonstrated abdominal splinting with pillow

R:  Accurately performs abdominal splinting and uses incentive

      spirometer.  Appears more relaxed after discussion.  Has written a 

      list of questions to ask the anesthesiologist.------M. Mynch, ENS, NC
5/27/__  1400
Med Teaching:  Digoxin



A:  Patient instructed on actions and side effects of digoxin.  Given 

      digoxin info card.  Discussed when to notify physician about 

      medication.




R:  Return demonstration of radial pulse.  States correct purpose of the 

      medication.-------------------------------P. Bennett, RN

5/15/__  2100
Incentive Spirometer Teaching



D:  Orders obtained for Incentive Spirometer.




A:  Reviewed and demonstrated IS use with pt and wife.




R:  Both verbalize understanding of IS principles.  Pt demonstrated 




      proper technique.---------------------------------T. Torres, ENS, NC
DISCHARGE FORMS

Transdisciplinary Discharge (NMCP 6300/22  REV 5/97)
-- Utilized for stays greater than 48 hours.


- Emphasizes collaboration


- Eliminates duplication of efforts

 

- orders



- transcription



- summaries



- prescriptions




- supports product/service line




- facilitates patient education

Nursing Discharge Summary


- Initiated only if there is no Transdisciplinary Discharge form.

6.  Identify SIX advantages of the Focus Charting system.

Focus Charting has many advantages, which makes it an excellent system for documentation


*  
Flexible, easy-to-understand format.  Readily used and understood by all     



members of the health care team to facilitate communication. 

*  
Closely reflects the nursing process.  Each of the 4 elements of a Focus note is     


associated with one of the four steps in the nursing process.

*  
Supports and encourages the use of patient problem identification.  The Focus     


format ties the Problem List to the Progress Notes and incorporates the patient       


plan of care.

*  
Encourages concise documentation.  Notes are more meaningful, and contain 


less “fillers”.

*  
Provides a means for rapid identification of specific information within the notes.   


By using appropriate key words or phrases as the Focus, a specific topic of interest 


can be quickly identified, thus eliminating time lost reading through pages of 


narrative notes in search of key data.

*  
Computer-friendly.   Can be used within a framework of charting by exception 


and care pathways.

CONCLUSION


You have now completed the Focus Charting Learning Resource Guide.  After completing the Focus Charting LRG Post-test, you will be ready to begin utilizing the Focus Charting format in your nursing notes.  The more you use it, the easier it will become.


If you have further questions, ask your unit’s Documentation Implementation Team Representative.  This individual can provide you with examples of Focus Charting specific to the patient population on your unit. 

For additional information about Focus Charting, refer to your unit reference, 

Focus Charting: Documentation for Patient-Centered Care, seventh edition, by Susan Lampe.
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