
Introduction
Nursing documentation is a communication tool 
for the patient’s care team which assists in 
decision making and ensures effective, timely, 
safe and high-quality care is provided to the 
patient (Asmirajanti et al., 2019; Doody et al., 
2018). 

Nursing documentation reviews are used to 
assess the performance of the individual nurse, 
the organization’s performance measures and 
compliance with regulatory standards 
(Asmirajanti et al., 2019; Cutugno et al., 2015; 
Nomura et al., 2016). 

Nursing documentation is an important legal 
document that is reviewed to substantiate 
claims, hospital reimbursement, utilization 
management, and payment for services 
(Asmirajanti et al., 2019; Cutugno et al., 2015). 

Nurses at all levels must be engaged with 
organizational leaders to revise, evaluate and 
improve documentation policies, procedures and 
systems (American Nurses Association, 2010). 

Background & Significance
The Joint Commission (TJC) reports a top 
compliance issue healthcare organization’s 
struggle with is demonstrating a consistent, 
complete and accurate record (Anderson, 2018).

The nurse leader is responsible for overseeing 
and maintaining the provision of safe, high-
quality nursing care (Asmirajanti et al., 2019). 

Lack of appropriate documentation can lead to 
significant patient harm events such as falls, 
decreased mobility, or clinical deterioration 
(Jungquist et al., 2016). 

Nurse leaders need to have the knowledge, skills 
and tools to internally monitor and evaluate that 
safe, timely and effective patient care is 
provided. 
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Problem
The project site does not have an established 
record review process for unit nurse leaders nor 
education in their nurse leader orientation to 
know what to evaluate regarding nursing 
documentation accreditation and regulatory 
standards. 

Nurse leaders are not educated on how to 
access and analyze EMR quality reports to guide 
decision making and drive performance. 

The purpose of this project was to provide the 
nurse leader with the knowledge of how to 
evaluate nursing documentation via quality 
reports and implement a sustainable 
monitoring process with direct feedback to 
nursing staff to ensure accurate nursing 
documentation.

Methodology
Design: The pilot unit’s EMR pain discrepancy 
report was analyzed to establish pre-
intervention data. 

The unit nurse leaders received education on 
the nurse leader toolkit components and 
weekly rounding with the project manager.

Post-intervention data analysis of the pain 
discrepancy report was analyzed for 4 weeks to 
determine if the interventions made a 
meaningful impact on nursing documentation.

Setting: 42 bed, in-patient, medical-surgical, 
orthopedic unit led by 4 nurse leaders.

Intervention: The nurse leaders received 
education on the nurse leader toolkit 
components: documentation requirements, 
EMR quality report analysis and monitoring 
process, coaching, and documentation 
monitoring tools.

Weekly rounding with the unit nurse leaders  
and DNP project manager.

Measurable Outcomes: Reduction in pain 
assessment, pain reassessment and order 
adherence discrepancies. 

Results
Reduction in the pain documentation 
discrepancies during the intervention phase.

Reduction in pain documentation discrepancies 
during the intervention and post-intervention 
phase compared to pre-intervention phase.

Responses to the open-ended questions during the 
coaching sessions between the nurse leader and 
the DNP project manager validate that the nurse 
leader toolkit components and process are easy to 
use and valuable. 

Findings
Increase in nurse leaders’ knowledge in 
documentation standards, quality report analysis, 
performance improvement.

Nurse leaders need to provide consistent and 
timely feedback to staff to sustain  results.

Organizational support and departmental 
collaboration  with nurse leaders enhances unit 
performance. 

Implications
Clinical Practice:
The project findings show promise in using the 
toolkit to support the nurse leaders in monitoring 
adherence to an accurate patient record. The EMR, 
documentation expectations for the end-user, data 
gathering and analysis can be overwhelming for 
both the staff nurse and unit nurse leader (Wisner 
et al., 2019). The nurse leader toolkit components 
and process provided focus for the nurse leader 
and staff.

Implications
Healthcare Policy:
The project site has Magnet designation, therefore 
the support structure, resources and multiple 
avenues for all nurses to influence healthcare 
policy, procedures and system change is available 
and highly encouraged. The staff nurse driven unit 
practice councils is a forum where nurses can 
engage in producing change where the results and 
findings of this project can be shared to advance 
the efforts of improving nursing documentation. 
The project site’s organizational culture, mission, 
vision and values fosters collaboration to produce 
change with the goal of providing a safe 
environment for all patients, visitors and 
employees. 

Quality & Safety:
The project interventions align with the regulatory 
and accrediting bodies recommendation of 
conducting ongoing patient record reviews, tracers 
and/or audits to ensure the delivery of safe patient 
care and compliance with accreditation standards 
(Anderson, 2018). EMR reviews are a proactive 
approach that assists healthcare professionals in 
identifying opportunities for performance 
improvement with the over-arching goal of 
providing safe patient care (Madden et al., 2018). 

Education: 
This project increased nurse leaders’ knowledge in 
documentation standards. An organization that 
fosters knowledge and competency development, 
shared learning and mutual feedback amongst 
team members promotes professional 
development and fortifies relationships (Lunden et 
al., 2017).
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