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Nursing Documentation: More Than Just Notes

WHY THIS MATTERS

When attorneys evaluate cases involving medical records, they often focus on physician documentation, diagnoses, procedures, and outcomes.
While these elements are certainly important, nursing documentation often provides some of the most detailed and continuous information in
the medical record. Since nurses routinely assess patients, monitor changes in condition, administer treatments, communicate with providers,
and document responses to care, nursing records often provide valuable insights into how a patient's condition has evolved over time. For
attorneys reviewing healthcare-related cases, understanding the importance of nursing documentation can help uncover key details that might
not be immediately clear elsewhere in the chart.

INSIGHT #1

What Nursing Documentation Actually Captures

Nursing documentation often acts as the ongoing clinical story of a patient's care. Unlike provider notes, which may occur at intervals
throughout a hospital stay or encounter, nursing documentation frequently captures observations and interventions throughout the treatment
process. These entries help create the timeline of care and give context for clinical decisions.

INSIGHT #2
Why Timelines Matter
One of the most valuable tools in medical record review is the chronology. A chronological review helps answer important questions:
e  When did symptoms first appear?
e  When was the provider notified?
e How quickly did treatment occur?
e  Was the patient's condition improving or deteriorating?
e  Were abnormal findings reassessed?
Reviewing records chronologically often reveals patterns that may not be obvious when records are reviewed by specialty, facility, or
document type. Understanding when events occurred can be just as important as understanding what occurred.

INSIGHT #3
The Importance of What Is Not Documented

Medical records are designed to document patient care, but key information may be missing at times. Missing reassessments, incomplete
patient education documentation, absent discharge instructions, gaps in monitoring records, and missing provider notifications can raise
questions about the quality of care. The lack of documentation does not automatically mean that care was not provided, but it can prompt
further review. Carefully analyzing missing or incomplete documentation helps identify areas that need closer examination.

INSIGHT #4

Clinical Documentation in Context

One of the most important principles in healthcare review is recognizing that outcomes alone do not determine whether care was appropriate.
Similarly, documentation should be evaluated within the broader clinical context. A poor outcome does not automatically indicate a deviation
from accepted standards. Likewise, a favorable outcome does not necessarily answer every question about the care provided. The goal of
record review is to understand the clinical story as it unfolded, based on the information available at the time decisions were made.

Key Takeaways & Chart Clue

When evaluating medical records:

v Review records chronologically whenever possible.

v Consider nursing documentation as part of the overall clinical narrative.

v Pay attention to trends rather than isolated events.

v Focus on what information was available at the time decisions were made.

v Chart Clue: Missing reassessments may warrant closer review to determine whether a patient's response to treatment was documented.
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