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Objectives 

 Review of documentation standards 

 CNO 

 NENA 

 CTAS 

 Complexities that Challenge Documentation 

 Triage Documentation Downfalls 

 Computer Triage Documentation 

 

 

 

 





Why be concerned? 

 Patient care has become a focus for scrutiny by 

the public due to concerns for patient safety 

 

Nurses are frequently named in law suits in Canada 

 Documentation provides the legal evidence of the 

process of care 

 Documentation supports evaluation of quality of 

patient care  



Olive Mary Kirkness 
53yrs, died at the Health Sciences Centre on Aug. 

29, 2008. Her family is suing the Winnipeg Regional 

Health Authority and three emergency room 

nurses.  

 The family alleges that at the time she entered the ER, 

there was only one nurse on duty to triage patients. That 

nurse, the lawsuit alleges, failed to properly assess 

Kirkness's condition and classified her as a patient 

requiring treatment on a "less urgent" basis. The triage 

nurse took no meaningful history from Mrs. Kirkness, 

devoted minimal time in assessing her condition and 

generated scarce or no meaningful documentation," the 

lawsuit says.  



CNO Documentation Standards 

 Communication 

 Nurses ensure that documentation presents an accurate, clear and comprehensive 
picture of the client’s needs  

 It indicates the nurse’s interventions and the client’s outcomes 

 Accountability 

 Nurses are accountable for ensuring their documentation of client care is accurate, 
timely and complete 

 Security 

 Nurses safeguard client health information by maintaining confidentiality of the 
record  

 Nurses ensure information retention consistent with the standard(s) and legislation 
(policy) 

 

 

 



NENA Documentation Standards 

 The Emergency Nurse: 

 Must triage every patient entering the Emergency Department and determine 

priorities of care based on physical, psychosocial and spiritual needs 

 Documents triage assessments in succinct, complete fashion, according to agency 

guidelines 

 Communicates potential/actual problems based on assessment and/or ongoing care 

of the patients within the emergency care setting 

 Accurately documents pertinent patient data, nursing interventions and patient 

outcomes 

 Documents thoroughly, chronologically and continuously, based on the nursing 

process and patient outcome 

 Participates in documentation Audits  

 



CTAS Documentation Requirements 

 2011 CTAS Update: 

 Presenting complaint 

 Subjective data – the patient’s story 

 Objective data – information from your assessment 

 CTAS level 

 Allergies / Immunizations 

 Medications pertinent to presentation 

 Relevant past history 

 Interventions at triage 

 Disposition 



How are we doing? 

 Cheevakasemsook (2006) found nursing 

documentation faces significant complexities, 

specifically: 

 

Disruption 

 Incompleteness 

 Inappropriate Charting  



17,000 charts and counting… 

 9 hospitals 

 Paper and computer documentation systems 

 Experienced and Novice Triage Nurses 

 Themes: 

 Incomplete vital signs 

 No pain scores 

 Only subjective data 

 Minimal objective findings 

 No handover documentation 

 



 



Vital signs 

 Most patient presentations require more information than 

the Critical Look and Presenting Complaint 

 4 of 7 First Order Modifiers are based on vital signs 

 Temperature, Heart rate, Respiratory rate, Blood Pressure 

(adults), Oxygen Saturation provide the nurse with data 

that can support an acuity decision 

 Respiratory and hemodynamic status assessment is 

supported by vital sign data. 



If only we knew the blood pressure! 

 63yr old male presenting with right side flank pain 

 History of kidney stones 

 Heart Rate 89/min, Temp 37.6C, Resp Rate 18/min, Pain 7/10 

 CTAS 3 assigned 

 Patient waited 3.5 hrs in waiting room 

 Wife came to triage to state husband’s condition worse 

 Patient re-assessed by second triage nurse 

 Heart Rate 104/min, Temp 38.9C, Resp Rate 22/min, Pain 8/10,              

Blood Pressure 86/52 

 Patient treated for Sepsis due to Bowel Obstruction 

 



Would the nurse have made a different 

triage decision? 

 Patient claim indicated that the triage nurse did not complete a full 

assessment on initial triage  

 Nurse could not remember the patient when the case was presented 

by the hospital lawyer 

 Nurse stated that she “always checks the blood pressure so it must 

have been within normal limits” 

 Wait time was a significant factor however the nurse was only 

responsible for the initial assessment 



How much pain? 

 22 year old female complaining of abdominal pain for 3 days worsening over last 
12 hours 

 Triage note: 

 Complaining of abdominal pain X3 days worse today. No N/V, no diarrhea, eating and 
drinking fine.  Comfortable at triage. LMP 7 days ago – normal 

 Patient LWBS after 2 hours 

 Patient presented to another ER, Urinalysis indicated UTI, treated and released 

 Complaint to CNO indicated that first triage nurse did not take pain seriously 

 Pain was primary complaint yet no quantitative data and minimal qualitative data 
regarding pain 

 Pain must be described by it’s severity, location and duration, patient’s response 
to the pain 



Pain Assessment 

 Location 

 Central Pain originated within a body cavity (head, chest, abdomen) or organ (eye, 

testicle, deep soft tissue compartment) 

 Peripheral Pain originates in the skin, soft tissues, axial skeleton, or superficial 

organs 

 Timing 

 Acute Pain is new < 1 month 

 Chronic Pain is long standing or frequently re-occurring with no new symptoms 

 



Only what the patient said… 

 35 yr old male presents with injury to hand 

 Triage note: 

 Cut hand on saw at work 30 minutes ago. Hand wrapped with bloody dressing, 

same removed, wound cleaned, no active bleeding 

 Patient’s hand sutured by doctor, instructions on wound care given and 

patient released 

 Patient returned next day due to inability to move thumb, assessed by MD, 

referral to Plastics, to OR for repair of tendons 

 Law Suit filed against hospital, first MD and Triage nurse for delay in care 

 What did the triage nurse miss?  



Subjective data needs Objective data 

 Nurse wrote the Patient’s Story but missed significant Objective assessment 

 CSM assessment 

 

 Mechanism of injury tells a story about the force or energy applied to the 

body structures and organs 

 The triage nurse must assess the impact of the MOI 

 Document colour, sensation, movement of limb 

 Presence of pulses distal to injury, deformity, swelling, bruises, bleeding 

 Wound size and depth, bony tenderness, pain 

 



Who was providing care? 

 Many hospitals have developed inside waiting rooms where patients wait for 

long periods of time with less supervision 

 

 Triage note: 

 1435hr Patient complaining of left knee pain. No history of injury. Knee red and 

swollen with 7/10 pain. PP intact. Nurse JB 

 2045hr Received patient in TR 4. Patient limping, required assistance to get onto 

stretcher. Knee swollen, red, hot to touch. Patient stated pain is 7/10. Nurse AM 

 Who was responsible for the patient? 

 

 

 



Disposition 

 CTAS Documentation Guide indicates disposition required 

 If patient waiting at Triage then CTAS guidelines suggest that re-assessment should 

be completed based on a time frame. 

 The triage nurse MUST indicate when they have handed over responsibility for 

monitoring patient 

 Most cases will not be presented to nurse for review in relation to legal action for 

months to years after initial visit 

 Nurse may not recall patient 

 Nurse will rely on documentation to determine patient’s treatment 

 Nurse will be asked if he/she has an independent recollection of events or is relying on 

documentation.   



Computer Triage Documentation 

 Often described as being less efficient then paper documentation however: 

 Provides accurate documentation times 

 Forces compliance with documentation requirements by having no bi-pass screens 

 Drop down screens pre-programed based on data entered 

 Assessment parameters (vitals, objective/subjective, pain, disposition) 

 Sepsis Protocols 

 Minimal triage score based on COT tool 

 Studies have shown on-line nursing documentation improves quality of 

documentation 



Conclusions 
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