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A well-structured nursing progress note is a vital component of patient documentation, providing a
comprehensive account of a patient's condition, care provided, and response to treatment over time.
Accurate and detailed progress notes are essential for ensuring continuity of care, facilitating
communication among healthcare team members, and complying with legal and regulatory
requirements. For nursing professionals, understanding how to craft effective progress notes is
crucial to delivering high-quality patient care and maintaining thorough medical records.

In this article, we will explore what constitutes a good nursing progress note sample, outline best
practices for documentation, provide clear examples, and offer tips to enhance your note-writing

skills. Whether you're new to nursing or seeking to refine your documentation, this guide offers
valuable insights to ensure your progress notes are clear, concise, and comprehensive.

Understanding the Purpose of Nursing Progress Notes

Nursing progress notes serve multiple critical functions within the healthcare system:

- Document patient assessments, interventions, and outcomes
- Facilitate communication within the healthcare team

- Provide a legal record of care delivered

- Support billing and insurance claims

- Monitor patient progress and inform care planning

Effective progress notes should accurately reflect the patient's condition, highlight changes, and
document the rationale for interventions. They are typically written during routine shifts, after
procedures, or when significant events occur.

Key Components of a Nursing Progress Note

A high-quality progress note generally includes the following elements:

1. Date and Time

Specify when the note is written, aligning with the shift or specific event.
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2. Patient Identification

Include relevant patient details such as name, medical record number, and room/bed number.
3. Subjective Data

Patient-reported information, including complaints, pain levels, or symptoms.

4. Objective Data

Observable findings from assessments, vital signs, physical examination, and lab results.

5. Assessment

Nurse?s interpretation of subjective and objective data, including clinical judgments.

6. Plan/Interventions

Actions taken, medications administered, education provided, or changes in care plan.

7. Evaluation/Response

Patient?s response to interventions and current status.

8. Signature and Credentials

Nurse?s name, title, and license number, ensuring accountability.

Sample Nursing Progress Note

Below is a detailed example demonstrating how to incorporate these components effectively:
Progress Note - Example

Date/Time: 2024-04-27 14:30

Patient: John Doe, MRN: 123456, Room 402B

Subjective Data:

Patient reports a pain level of 6/10 in the lower back, describing it as a dull ache that worsens with
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movement. He states, "The pain has been persistent since last night."

Objective Data:

Vital signs: BP 130/80 mmHg, HR 78 bpm, RR 16/min, Temp 98.6°F.

Physical exam: Tenderness over lumbar spine, limited range of motion, no edema or redness.
Neurological assessment: No numbness or weakness noted.

Assessment:

Patient exhibits moderate back pain likely related to muscle strain. No signs of neurological
compromise or infection.

Plan/Interventions:
Administered prescribed analgesic (Ibuprofen 400 mg) at 14:15.
Encouraged patient to use proper body mechanics and perform gentle back exercises.

Provided education on pain management strategies and importance of reporting new or worsening
symptoms.

Response:

Patient reports pain decreased to 4/10 post-medication. Expressed understanding of back care
instructions and feels more comfortable.

Signature:
Jane Smith, RN, License 1234567

Best Practices for Writing Nursing Progress Notes
To ensure your documentation is effective and compliant, consider these best practices:
- Be Clear and Concise: Use simple language and avoid jargon. Focus on relevant details.

- Be Objective: Document facts without personal opinions or assumptions.
- Use Proper Grammar and Spelling: Maintain professionalism and readability.
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- Follow Facility Protocols: Adhere to documentation standards and formats specified by your
institution.

- Document Promptly: Write notes as soon as possible after delivering care to ensure accuracy.

- Include Both Subjective and Objective Data: Capture the patient's perspective and
observable findings.

- Update Regularly: Record any changes in condition or care interventions during each shift.

Common Mistakes to Avoid in Progress Notes

Avoiding common pitfalls can improve your documentation quality:

- Writing vague or generic notes such as "Patient is fine" or "No changes."

- Using abbreviations that are not universally understood or facility-approved.
- Omitting important details about patient responses or changes.

- Failing to sign or credential your notes properly.

- Not documenting in real-time, leading to memory errors or omissions.

Tools and Templates for Effective Nursing Progress Notes

Many healthcare facilities utilize standardized templates or electronic health record (EHR) systems
to streamline documentation. These tools often include prompts for each component, ensuring
comprehensive notes. When creating your own progress note samples or templates, consider the
following:

- Use a consistent format to facilitate quick reference and review.

- Incorporate checklists for vital signs, assessments, and interventions.

- Include space for subjective, objective, assessment, plan, and response sections.
- Ensure compatibility with your facility?s documentation policies.

Conclusion

A well-crafted nursing progress note sample not only enhances communication within the healthcare
team but also safeguards legal documentation and promotes patient safety. By understanding the
essential components, adhering to best practices, and utilizing effective templates, nurses can
produce clear, accurate, and meaningful documentation. Remember, each note is a reflection of
your professionalism and commitment to quality care.

Invest time in mastering your progress note writing skills, and you'll contribute significantly to the
overall success of patient management and positive health outcomes.
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Nursing Progress Note Sample: An Essential Tool for Effective Patient Care

In the realm of healthcare, documentation is the backbone of quality patient care and effective
communication among multidisciplinary teams. A nursing progress note sample serves as a pivotal
example that guides nurses and healthcare professionals in recording accurate, concise, and
comprehensive updates about a patient's condition, interventions, and responses to treatment.
These samples not only facilitate continuity of care but also serve as legal records, support clinical
decision-making, and enhance accountability within healthcare settings. Understanding how to craft
and interpret nursing progress notes is fundamental for nursing practitioners aiming to uphold high
standards of patient safety and care quality.

Understanding the Purpose of Nursing Progress Notes

Nursing progress notes are detailed, chronological records that document a patient?s health status,
nursing assessments, interventions performed, and the outcomes observed during a healthcare
episode. They are integral components of the patient?s medical record, providing a snapshot of
ongoing care and facilitating communication among team members.

Key purposes include:

- Tracking patient progress over time

- Communicating vital information to other healthcare providers
- Supporting clinical decision-making

- Documenting compliance with care plans

- Providing legal evidence of care provided

A well-constructed progress note ensures that all relevant information is captured accurately and
efficiently, minimizing errors and enhancing patient safety.

Components of an Effective Nursing Progress Note Sample

A typical nursing progress note follows a structured format, often guided by standardized
frameworks such as SOAP (Subjective, Objective, Assessment, Plan) or DAR (Data, Action,
Response). Each component ensures clarity and completeness.

- Subjective Data

This section records the patient's verbal reports, complaints, and feelings. It includes statements
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about pain levels, symptoms, emotional states, or concerns expressed by the patient or family
members.

Example:

_"Patient reports a pain level of 7/10 in the lower back, described as a dull ache that worsens with

movement."

- Objective Data

Here, the nurse documents measurable or observable findings, such as vital signs, physical
examination results, and laboratory values.

Example:

_"Vital signs: BP 130/85 mmHg, HR 78 bpm, Temp 98.6°F. The incision site shows no redness or

swelling; drainage is minimal.”_

- Assessment

This involves the nurse's clinical interpretation of the subjective and objective data, identifying
trends, potential issues, or changes in the patient's condition.

Example:

_"Patient's pain appears to be controlled with current analgesics; however, reports increased

discomfort with movement, indicating possible stiffness or muscle strain."

- Plan

The plan outlines the next steps, interventions, patient education, or referrals needed to address the
patient's needs.

Example:

_"Continue current pain management regimen; encourage gradual mobilization; assess pain levels
in 2 hours; notify physician if pain worsens."
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Features of a High-Quality Nursing Progress Note Sample
A comprehensive progress note exemplifies clarity, accuracy, and professionalism. Some features

that distinguish an effective note include:

- Conciseness and Clarity: Avoiding ambiguous language and unnecessary details.
- Timeliness: Recording information promptly after interventions.
- Objectivity: Focusing on factual data rather than subjective opinions.
- Legibility: Writing clearly or using electronic health records (EHR) systems.
- Legality: Maintaining records that are truthful, complete, and compliant with legal standards.
- Consistency: Using standardized terminologies and formats for uniformity.
Examples of Nursing Progress Note Samples
Below are detailed sample notes illustrating various clinical scenarios:
Sample 1: Postoperative Care
_"Date/Time: 10/15/2023 10:00 AM_
Subjective:
Patient reports mild discomfort around surgical site but denies nausea or dizziness.
Objective:
Vital signs: BP 120/75 mmHg, HR 80 bpm, Temp 98.4°F.
Surgical incision appears clean, dry, with no signs of infection.
Patient ambulated 50 feet with assistance.
Assessment:
Postoperative status stable; pain managed effectively; mobility improving.

Plan:

Continue analgesics as prescribed; encourage increased mobility; monitor incision site for signs of
infection; educate patient on wound care.”
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Sample 2: Chronic Disease Management

_"Date/Time: 10/16/2023 2:00 PM_

Subjective:

Patient reports feeling more fatigued over the past week and difficulty sleeping.
Objective:

Vital signs: BP 145/90 mmHg, HR 88 bpm.

Blood glucose: 180 mg/dL (fasting).

No edema observed; lungs clear on auscultation.

Assessment:

Poor glycemic control; symptoms suggest possible need for medication adjustment.
Plan:

Notify physician for potential medication review; reinforce diabetic diet education; schedule follow-up
labs."

Common Challenges and Tips in Creating Nursing Progress Notes

While drafting progress notes, nurses often encounter challenges such as maintaining objectivity,
avoiding redundancies, and ensuring completeness. Here are some tips to overcome these
challenges:

- Use Standardized Language: Employ recognized medical terminology and abbreviations to
ensure clarity.

- Be Specific: Avoid vague statements; specify findings and responses.

- Document Timely: Record notes immediately after interventions or assessments.

- Avoid Personal Opinions: Focus on factual observations rather than subjective judgments.

- Review and Edit: Proofread notes for accuracy, legibility, and completeness before finalizing.

Legal and Ethical Considerations



Nursing progress note sample Vol. 2026, Issue 11

Nursing documentation is a legal record that can be scrutinized in cases of malpractice or audits.
Consequently, progress notes must adhere to ethical and legal standards:

- Truthfulness: Never falsify or alter records.

- Completeness: Include all relevant data, even if it reflects poorly.

- Confidentiality: Protect patient information as per HIPAA or relevant privacy laws.
- Timeliness: Record data promptly to reflect actual events.

Failure to maintain proper documentation can have legal repercussions and compromise patient
safety.

Role of Technology in Nursing Progress Notes

The advent of Electronic Health Records (EHR) has transformed nursing documentation, offering
benefits such as:

- Enhanced Accessibility: Multiple providers can access notes simultaneously.
- Standardization: Templates and prompts guide comprehensive note-taking.
- Legibility: Eliminates handwriting issues.

- Data Analytics: Facilitates quality improvement initiatives.

However, reliance on technology also requires vigilance to prevent documentation errors, such as
selecting wrong templates or copying notes without proper review.

Conclusion: The Significance of Nursing Progress Note Samples

A nursing progress note sample serves as an invaluable educational and practical resource for
nurses and healthcare teams. It exemplifies best practices in documentation, demonstrating how to
communicate patient information effectively, maintain legal compliance, and support high-quality
care. Whether in training or daily practice, reviewing well-crafted sample notes enhances
understanding of clinical assessments, interventions, and documentation standards. Ultimately,
meticulous and thoughtful progress notes underpin safe, coordinated, and patient-centered care,
emphasizing the critical role nurses play in the healthcare continuum.

In summary, mastering the art of writing detailed, accurate, and clear nursing progress notes is
essential for ensuring optimal patient outcomes, legal protection, and professional accountability.
Using high-quality samples as models can elevate documentation skills, fostering a culture of
excellence within nursing practice.
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QuestionAnswer What is a nursing progress note sample and why is it important? A nursing
progress note sample is a template or example used by nurses to document a patient's clinical
status, interventions, and responses over time. It is important because it ensures accurate,
consistent, and comprehensive documentation, which is essential for quality patient care,
communication among healthcare providers, and legal record-keeping. What are the key
components included in a typical nursing progress note sample? A typical nursing progress note
sample includes the patient's vital signs, assessment findings, nursing interventions performed,
patient responses, changes in condition, and any relevant communication or instructions. It often
follows a structured format like SOAP (Subjective, Objective, Assessment, Plan) or DAR (Data,
Action, Response). How can a nursing progress note sample improve documentation accuracy?
Using a well-structured nursing progress note sample provides clear guidelines on what information
to include, prompts nurses to record comprehensive details, and promotes consistency. This leads
to more accurate, complete, and organized documentation, reducing errors and enhancing patient
safety. Are there any legal considerations when using nursing progress note samples? Yes, nursing
progress notes are legal documents that can be used as evidence in legal proceedings. Using
standardized and thorough note samples helps ensure that documentation is accurate, objective,
and meets professional and legal standards, thereby protecting both the nurse and the healthcare
facility. Where can | find reliable nursing progress note sample templates? Reliable nursing progress
note templates can be found through reputable nursing organizations, healthcare facility protocols,
electronic health record (EHR) systems, and accredited nursing education websites. Many hospitals
also provide standardized templates tailored to their documentation policies.

Related keywords: nursing documentation, patient progress, clinical notes, nursing chart, patient
care record, nursing report, medical documentation, nursing assessment, care plan note, healthcare
progress report

Rehab nursing documentation samples

Rehab nursing documentation samples are essential tools that assist rehabilitation nurses in
accurately recording patient progress, interventions, and outcomes. Effective documentation not
only ensures continuity of care but also fulfills legal, regulatory, and billing requirements. In this
article, we will explore various aspects of rehab nursing documentation samples, including their
importance, key components, best practices, and examples to guide nurses in creating
comprehensive and compliant records.

Understanding the Importance of Rehab Nursing Documentation

Rehab nursing documentation serves multiple critical functions in the healthcare setting:
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1. Ensures Continuity of Care

Accurate documentation provides a clear record of patient status, interventions, and responses,
enabling seamless care transitions among multidisciplinary teams.

2. Supports Legal and Regulatory Compliance

Thorough records protect healthcare providers in legal situations and demonstrate adherence to
standards set by regulatory bodies such as The Joint Commission and CMS.

3. Facilitates Communication Among Care Teams

Well-maintained documentation ensures all team members are informed about patient progress,
adjustments in treatment plans, and goals.

4. Aids in Billing and Reimbursement
Precise records justify billing claims, ensuring reimbursement for services rendered.
5. Contributes to Quality Improvement and Research

Data collected through documentation can be analyzed for quality assurance and research
purposes, leading to enhanced patient outcomes.

Key Components of Rehab Nursing Documentation Samples
An effective rehab nursing documentation sample should include several critical elements:
1. Patient Identification Details

- Name

- Age

- Medical record number

- Admission date

- Diagnoses

2. Nursing Assessment

- Vital signs
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- Skin integrity

- Mobility status

- Pain levels

- Cognitive and emotional status
- Range of motion

- Nutritional status

3. Nursing Interventions

- Therapeutic exercises

- Positioning and turning schedules

- Assistance with activities of daily living (ADLS)
- Use of assistive devices

- Patient education

- Medication administration related to rehab

4. Patient Response and Progress
- Response to interventions
- Changes in strength, mobility, or function
- Pain management effectiveness
- Emotional and psychological responses
5. Goals and Outcomes
- Short-term goals
- Long-term goals
- Achievement milestones
6. Communication and Collaboration
- Consultations with physicians, therapists, or other team members
- Family education and involvement

- Discharge planning notes

7. Signatures and Timestamp
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- Nurse?s signature
- Date and time of documentation

Best Practices for Creating Rehab Nursing Documentation Samples
To ensure clarity, accuracy, and compliance, consider these best practices:

1. Use Clear and Concise Language

Avoid jargon and ambiguous terms. Be specific about patient status and interventions.

2. Follow Institutional Policies and Standards

Adhere to facility-specific documentation protocols, including templates and electronic health record
(EHR) requirements.

3. Document Promptly and Regularly
Record information immediately after interventions to ensure accuracy and completeness.
4. Use Objective Data

Focus on measurable observations rather than subjective opinions. For example, specify ?patient
can stand unaided for 2 minutes? instead of ?patient is improving.?

5. Incorporate Patient Goals and Preferences

Reflect the patient?s personal goals and feedback in documentation to promote patient-centered
care.

6. Maintain Confidentiality and Security
Ensure documentation complies with HIPAA regulations and is stored securely.

Sample Rehab Nursing Documentation Entries

Below are examples of typical documentation entries to illustrate how to structure comprehensive
rehab nursing notes.

Example 1: Initial Assessment
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Date/Time: 10/15/2023 09:00 AM
Patient: John Doe, 65 years old
Diagnosis: Right-sided stroke

Assessment:

- Vital signs within normal limits

- Noted right hemiparesis; patient able to move right extremities with assistance

- Skin intact; no pressure injuries

- Pain level 3/10 in right shoulder

- Cognitive status: alert, oriented to person and place, short-term memory impaired
- Mobility: requires assistive device for ambulation

Plan:
- Initiate passive and active range of motion exercises
- Collaborate with physical therapist for mobilization plan
- Educate patient and family about safety measures and activity progression
Example 2: Nursing Intervention and Response
Date/Time: 10/15/2023 11:00 AM
Intervention:
- Assisted patient with sitting up in bed, performed leg exercises
- Repositioned patient to prevent pressure ulcers
- Provided education on use of walker for ambulation
Response:
- Patient tolerated sitting up with no dizziness
- Demonstrated understanding of walker use; independently performed gait exercises with

supervision
- No signs of skin breakdown observed during repositioning
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Example 3: Progress Note
Date/Time: 10/20/2023 02:00 PM
Patient: John Doe

Progress:

- Increased right leg strength from 2/5 to 3/5 on manual muscle testing

- Able to stand with minimal assistance for 5 minutes

- Reports pain decreased to 1/10 after medication adjustment

- Participated actively in therapy sessions, demonstrating improved coordination

Goals:

- Continue strengthening exercises to achieve 4/5 strength in right leg
- Increase ambulation distance to 20 meters independently

Plan:

- Continue current interventions
- Reassess in 3 days for progress

Utilizing Electronic Health Records (EHR) for Rehab Documentation

The transition to electronic health records has transformed rehab nursing documentation, offering
benefits such as easier access, standardized templates, and improved legibility. When using EHR
systems:

- Use built-in templates to ensure all key components are completed

- Incorporate drop-down menus for consistency and efficiency

- Attach relevant assessments, images, or reports when necessary

- Regularly review and update documentation to reflect current patient status

Common Challenges and How to Overcome Them

Despite its importance, rehab nursing documentation may face challenges such as:
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- Time constraints: Use concise, bullet-point formats and templates to streamline documentation.
- Incomplete records: Always double-check entries and ensure all sections are filled.

- Inconsistent terminology: Develop and adhere to standardized language and abbreviations.

- Documentation errors: Review entries before finalizing to prevent inaccuracies.

Implementing regular training and audits can help maintain high documentation standards.

Conclusion

Rehab nursing documentation samples are vital tools that underpin quality patient care, legal
protection, and operational efficiency. By understanding the essential components, adhering to best
practices, and utilizing appropriate tools like EHR systems, nurses can create comprehensive,
accurate, and compliant records. Consistent and high-quality documentation ultimately enhances
patient outcomes, promotes effective communication among care teams, and supports the ongoing
improvement of rehabilitation services. Whether you're developing new templates or refining existing
ones, focus on clarity, completeness, and patient-centeredness to ensure your documentation
serves its intended purpose effectively.

Rehab Nursing Documentation Samples: A Comprehensive Guide to Best Practices and Standards

In the realm of healthcare, particularly within rehabilitation nursing, documentation serves as the
cornerstone for ensuring quality patient care, compliance with regulatory standards, and effective
interdisciplinary communication. Rehab nursing documentation samples are vital tools that not only
reflect the care provided but also serve as legal records, support billing processes, and facilitate
clinical decision-making. As rehabilitation nursing involves complex, multidisciplinary interventions
aimed at restoring function and promoting independence, accurate and thorough documentation
becomes indispensable. This article explores the essential components, best practices, and sample
formats of rehab nursing documentation, providing a detailed, analytical perspective on how nurses
can optimize their record-keeping to enhance patient outcomes and professional accountability.

Understanding the Importance of Rehab Nursing Documentation
The Role of Documentation in Rehabilitation Nursing
Rehabilitation nursing is a specialized field that addresses the unique needs of patients recovering

from iliness, injury, or surgery. Effective documentation accomplishes several key objectives:

- Continuity of Care: Ensures seamless communication among team members such as
therapists, physicians, and social workers.
- Legal Record: Acts as a legal account of the care provided, protecting both patients and
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providers.

- Quality Improvement: Facilitates audits, reviews, and data collection for quality assurance
initiatives.

- Reimbursement & Billing: Provides necessary documentation to substantiate services for
insurance claims and reimbursement.

- Patient Safety: Tracks progress, adverse events, and responses to interventions, supporting
safe clinical practice.

Given these critical functions, rehab nursing documentation must be precise, comprehensive, and
standardized.

Challenges in Rehab Nursing Documentation

Despite its importance, documentation in rehabilitation settings often faces hurdles such as time
constraints, variability among practitioners, and evolving regulatory requirements. Inadequate or
inconsistent documentation can lead to gaps in patient care, legal vulnerabilities, and denied
reimbursements. Therefore, understanding and utilizing well-structured rehab nursing

documentation samples can mitigate these issues.

Core Components of Rehab Nursing Documentation

- Patient Demographics and Admission Data
A clear record begins with basic patient information:
- Name, age, gender
- Medical record number
- Admission date and time
- Primary diagnosis and comorbidities
- Responsible healthcare providers
- Assessment Documentation
Thorough initial and ongoing assessments are fundamental:

- Physical Status: Range of motion, muscle strength, vital signs
- Functional Abilities: Mobility, self-care, communication
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- Cognitive and Psychological Status: Orientation, mood, cognition
- Skin Integrity: Presence of pressure ulcers, wounds
- Pain Assessment: Location, intensity, quality, and management
- Care Plan and Goals
Documentation should include:
- Short-term and long-term goals tailored to the patient's needs
- Specific interventions planned
- Expected outcomes and timeframes
- Interventions and Treatments
Detailed records of nursing actions:
- Therapeutic exercises administered
- Use of assistive devices
- Patient education provided
- Medication administration related to rehab
- Wound care or other specialized procedures
- Response to Interventions
Monitoring and documenting patient responses:
- Improvement or setbacks
- Pain relief or exacerbation
- Compliance with therapy
- Changes in functional status

- Discharge Planning and Education

As the patient progresses:
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- Discharge instructions

- Home care recommendations

- Follow-up plans

- Patient and family education on ongoing exercises, safety, and medication management
Standardized Formats and Sample Documentation Samples

Importance of Standardization

Using standardized documentation formats ensures consistency, completeness, and clarity.
Common formats include SOAP notes, DAR notes, and narrative charting.

Sample Rehab Nursing Documentation Formats
SOAP Note Sample
Subjective:
- Patient reports, "I feel more stable walking today," and expresses confidence in self-care
routines.
Objective:
- Ambulation with walker, 100 meters, with minimal assistance
- Wound site clean, dry, no signs of infection
- Vital signs within normal limits
Assessment:
- Functional mobility improving
- Skin integrity intact
- Pain level decreased from 4/10 to 2/10
Plan:

- Continue ambulation exercises twice daily
- Progress to independent walking as tolerated
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- Reinforce wound care education
- Reassess in 24 hours

DAR Note Sample
Data:

- Patient ambulating 100 meters with minimal assistance; reports decreased pain

- Wound healing progressing without signs of infection
Action:

- Encourage increased walking distances

- Provide wound dressing changes and education

- Monitor vital signs post-exercise
Response:

- Patient demonstrates improved endurance

- Wound shows signs of healing

- No adverse reactions observed
Narrative Charting Sample
On 10/15/2023 at 10:00 AM, the patient participated in a 15-minute gait training session with the
physical therapist. The patient required minimal assistance, walked 100 meters, and tolerated the
activity well. Skin around the surgical site remains clean and dry. The patient reports decreased pain
levels today. The care plan will be adjusted to include increased walking distances, and patient

education on safety measures was provided.

Best Practices for Effective Rehab Nursing Documentation

- Be Timely and Accurate

- Document interventions and patient responses immediately after providing care.
- Avoid assumptions; record factual, objective observations.



Nursing progress note sample Vol. 2026, Issue 11

- Use Clear, Concise Language

- Avoid jargon or ambiguous terms.
- Use standardized terminologies such as NANDA, NIC, and NOC where appropriate.

- Incorporate Quantitative Data

- Include measurable data like gait distance, muscle strength grades, or wound dimensions.

- Maintain Confidentiality and Compliance

- Follow HIPAA regulations.
- Use approved documentation tools and secure systems.

- Regularly Review and Update Records

- Reflect changes in patient status.

- Document progress toward goals or setbacks.

Legal and Ethical Considerations in Rehab Nursing Documentation

Ensuring Legal Validity

- Corrections should be made according institutional policies, typically by drawing a single line

through the error, dating, and initialing.

- Avoid blank spaces or omissions that could suggest alterations or omissions.

Ethical Responsibilities

- Provide honest, objective, and complete records.
- Respect patient confidentiality and privacy.
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Avoiding Common Documentation Pitfalls

- Charting in advance (“future entries")

- Using vague language ("patient tolerated well")

- Failing to document patient refusals or non-compliance
- Using abbreviations that are not universally understood

The Future of Rehab Nursing Documentation

Technological Innovations

Advances in electronic health records (EHRS) have transformed documentation practices:

- Templates and auto-populated fields improve efficiency.
- Integration with wearable devices and telehealth enables real-time data collection.
- Decision support systems assist in clinical decision-making.

Challenges and Opportunities

While technology offers benefits, challenges include data overload and the need for user-friendly
interfaces. Ongoing training and standardization are essential to maximize benefits.

Conclusion

Rehab nursing documentation samples are more than mere templates; they embody the quality,
safety, and professionalism inherent in healthcare practice. By understanding the core components,
employing standardized formats, and adhering to best practices, nurses can ensure their records
serve as accurate reflections of the care delivered and support optimal patient outcomes. As
healthcare continues to evolve with technological advancements, so too must documentation
strategies, fostering a future where clarity, accuracy, and compliance remain paramount. For
rehabilitation nurses, mastering effective documentation is not just a regulatory requirement but a
vital component of compassionate, competent care.

QuestionAnswer What are essential components of rehab nursing documentation samples?
Essential components include patient assessments, treatment plans, progress notes, medication
administration records, patient education, and discharge planning details. How can | ensure
accuracy when documenting rehab nursing notes? Ensure accuracy by recording objective data,
using clear and concise language, documenting patient responses, and avoiding vague statements.
Regularly review notes for completeness and correctness. Are there standardized templates for
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rehab nursing documentation? Yes, many healthcare facilities utilize standardized templates or
electronic health record (EHR) forms designed specifically for rehab nursing to promote consistency
and thoroughness. What are common mistakes to avoid in rehab nursing documentation? Common
mistakes include vague descriptions, missing timestamps, failure to document patient responses
accurately, and neglecting to sign or authenticate entries. How can rehab nursing documentation
support interdisciplinary communication? Comprehensive and clear documentation provides team
members with accurate patient information, facilitating coordinated care, timely interventions, and
effective discharge planning. What legal considerations should be kept in mind when creating rehab
nursing documentation samples? Documentation should be factual, complete, and timely to serve as
a legal record of care. Avoid alterations or deletions, and adhere to privacy laws like HIPAA. Can |
find rehab nursing documentation samples online for practice? Yes, numerous healthcare websites
and professional nursing organizations provide sample templates and examples for educational
purposes and practice. How does documentation impact patient outcomes in rehab nursing?
Accurate documentation ensures continuity of care, tracks progress, guides treatment adjustments,
and supports patient safety, ultimately improving rehabilitation outcomes. What are best practices
for documenting patient progress in rehab nursing? Document progress regularly with specific
observations, use measurable goals, include patient responses, and update care plans accordingly
to reflect changes. How can electronic health records improve rehab nursing documentation
samples? EHRs streamline documentation, reduce errors, enhance accessibility, enable
standardized formats, and facilitate real-time updates, improving overall documentation quality.

Related keywords: rehab nursing documentation, rehab nursing progress notes, rehab nursing
assessment, rehab nursing care plan, rehab nursing documentation templates, inpatient rehab
documentation, outpatient rehab notes, rehab nursing report, functional status documentation,
therapy progress documentation

Sample nurses notes for delivery room

Sample nurses notes for delivery room are essential tools in ensuring comprehensive
documentation of maternal and neonatal care during labor and delivery. Accurate and detailed
nurses notes serve multiple purposes: they provide legal documentation, facilitate communication
among healthcare team members, support quality assurance, and contribute to research and
education. Whether you are a new nurse or an experienced professional, understanding how to
prepare and utilize effective sample notes can improve patient outcomes and streamline workflow in
the delivery room.

In this article, we will explore the key components of nurses notes during delivery, provide sample
templates, discuss best practices for documentation, and highlight common scenarios encountered
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in the delivery room. By the end, you'll have a thorough understanding of how to create detailed,
accurate, and useful nurses notes for delivery room situations.

Understanding the Importance of Nurses Notes in Delivery Room
Why Accurate Documentation Matters

Accurate nurses notes are critical in the delivery setting for several reasons:

- Legal Evidence: They serve as legal documentation in case of disputes or complications.

- Continuity of Care: Clear notes ensure that all team members are informed about the patient's
status and interventions.

- Quality Improvement: Data from notes can be analyzed to improve care protocols.

- Education and Training: Detailed documentation helps in teaching new staff or students.

Key Elements of Nurses Notes in Delivery Room

Effective nurses notes should encompass:

- Patient identification and baseline information
- Maternal vital signs and condition

- Fetal status assessments

- Labor progress and interventions

- Delivery details

- Post-delivery maternal status

- Neonatal assessment

- Any complications or abnormal findings

- Nursing interventions and patient education

Sample Nurses Notes for Delivery Room

Standard Format for Delivery Room Notes

A typical nurses note should follow a structured format, such as the SOAP (Subjective, Objective,
Assessment, Plan) or CHART (Chronological, History, Assessment, Response, Treatment) method.

Here, we'll focus on a comprehensive example using a narrative style.

Sample Nurses Note 1: Normal Spontaneous Vaginal Delivery
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Patient ID: Jane Doe, 28 years old
Date/Time: October 23, 2023, 08:15 am
Labour Stage: Active phase, 8 cm dilation
Subjective Data:

Patient reports increasing abdominal pressure, feels an urge to push, no complaints of dizziness or
headache, reports manageable pain level (5/10).

Objective Data:
- Vital Signs: BP 120/80 mmHg, HR 85 bpm, RR 16/min, Temp 98.6°F (37°C)
- Fetal Heart Rate: 140 bpm, regular, no decelerations observed
- Uterine Contractions: every 2-3 minutes, lasting 60 seconds, strong intensity
- Membranes: Ruptured at 07:45 am, clear fluid noted
- Progress: 8 cm dilated, 100% effaced, station O

Assessment:

Labor progressing normally, fetus in cephalic presentation, no signs of fetal distress, maternal vital
signs stable.

Interventions:

- Encouraged maternal positioning to facilitate labor

- Monitored fetal heart rate and contraction pattern continuously

- Maintained hydration with IV fluids

- Provided pain relief as per patient's request (non-pharmacologic)
Response:

Patient tolerated labor well, no complications observed.

Plan:

- Continue monitoring until complete dilation
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- Prepare for delivery when fully dilated
- Educate patient on pushing technigues and expectations

Nursing Notes:

At 08:15 am, patient remained stable with ongoing contractions. Fetal heart rate remained within
normal limits. No complications at this time.

Sample Nurses Note 2: Delivery with Complication (Shoulder Dystocia)
Patient ID: Mary Smith, 30 years old
Date/Time: October 24, 2023, 10:05 am
Subjective Data:
Patient reports intense pressure, feels unable to push effectively.
Objective Data:
- Vital Signs: BP 130/85 mmHg, HR 95 bpm, Temp 98.7°F
- Fetal Heart Rate: 120 bpm, variable decelerations noted after crowning
- Uterine Contractions: strong, every 2 minutes, lasting 70 seconds
- Delivery: Head delivered, shoulders impacted (dystocia suspected)
Assessment:
Signs of shoulder dystocia, fetal distress indicated by decelerations, maternal discomfort increased.
Interventions:
- Called for assistance and performed McRoberts maneuver
- Suprapubic pressure applied to dislodge shoulder
- Prepared for possible neonatal resuscitation
- Monitored fetal heart rate continuously

- Maintained calm environment for mother

Response:
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Shoulder dislodged after 2 minutes of maneuvers; fetal heart rate stabilized. Mother reports relief.
Plan:

- Continue close fetal monitoring

- Evaluate neonatal status immediately after delivery

- Provide maternal and neonatal assessments post-delivery

Nursing Notes:

Delivery achieved after intervention. Neonate was vigorous at birth, APGAR scores 8 and 9 at 1 and
5 minutes. Mother monitored for uterine atony or bleeding.

Best Practices for Nursing Documentation in Delivery
Accuracy and Clarity
- Use precise language; avoid abbreviations unless standardized
- Record objective data with measurements and times
- Document all interventions and patient responses
Timeliness
- Complete notes promptly after events
- Update regularly to reflect ongoing changes
Completeness
- Cover all relevant aspects: maternal, fetal, labor progress, interventions, and outcomes
- Include subjective complaints and objective findings
Confidentiality and Legibility

- Protect patient privacy
- Write legibly or use electronic documentation systems
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Additional Tips for Effective Nurses Notes in Delivery Room

- Use standardized templates when available

- Be objective; avoid personal opinions

- Document any deviations from normal progress
- Record patient education provided

- Note family involvement and support measures
- Include post-delivery care instructions

Common Scenarios and Sample Notes
1. Preterm Labor

Document signs, symptoms, cervical status, fetal wellbeing, and interventions like medication
administration or bed rest instructions.

2. Emergency Delivery

Detail the sequence of events, interventions, neonatal resuscitation efforts, and maternal
stabilization.

3. Postpartum Complications

Record findings related to bleeding, uterine tone, vital signs, and interventions like medication
administration or additional assessments.

Conclusion

Effective sample nurses notes for delivery room are vital for ensuring high-quality maternal and
neonatal care. They serve as vital documentation that supports clinical decision-making, legal
accountability, and communication among healthcare providers. By following structured formats,
capturing detailed information, and adhering to best practices, nurses can create comprehensive
notes that enhance patient safety and care outcomes. Whether documenting routine labor progress
or managing complex delivery scenarios, meticulous nurses notes are an indispensable part of
delivery room nursing practice.

Remember: Always tailor your notes to the specific protocols of your healthcare facility, incorporate
team feedback, and continually update your documentation skills to reflect evolving standards of
care.
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Sample Nurses Notes for Delivery Room: An Expert Guide to Accurate Documentation

In the high-stakes environment of the delivery room, precise and comprehensive nursing
documentation is not merely a formality?it is a critical component that ensures patient safety, legal
protection, and continuity of care. Among the essential tools for nurses are well-structured sample
notes that serve as templates or references to record vital information accurately and efficiently
during labor and delivery. This article explores the significance of sample nurses notes for delivery
rooms, dissecting their components, best practices for documentation, and how they serve as
invaluable resources for nursing professionals.

Understanding the Importance of Sample Nurses Notes in the
Delivery Room

Why are sample nurses notes essential?

Delivery room nurses operate in a fast-paced, complex environment where every piece of
information can influence clinical decisions. Well-crafted notes serve multiple purposes:

- Legal Documentation: Accurate records provide legal protection, demonstrating adherence to
standard care procedures.

- Clinical Communication: Clear notes facilitate seamless communication among multidisciplinary
teams?obstetricians, pediatricians, anesthesiologists, and support staff.

- Quality Improvement: Documented data helps identify trends, areas for improvement, and
ensures adherence to protocols.

- Patient Safety and Continuity: Detailed notes ensure that subsequent caregivers understand the
course of labor, interventions, and neonatal status.

Given these critical roles, having access to sample nurses notes tailored for the delivery room
ensures consistency, completeness, and efficiency.

Core Components of Delivery Room Nurses Notes

A comprehensive sample nurse note captures a wide array of information. Let?s explore each
section in detalil.

1. Patient Identification and Admission Details
Purpose: Establishes the patient's identity and initial status upon entering the delivery area.

Key Elements:
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- Patient?s full name, age, gestational age

- Medical record number

- Admission date and time

- Source of referral

- Obstetric history (gravidity, parity, previous deliveries, complications)

Sample Entry:

> Patient: Jane Doe, 28 years old, G3P2, admitted at 39 weeks gestation for spontaneous labor.
MRN: 456789. Admitted at 10:00 AM.

2. Presenting Complaint and Initial Assessment
Purpose: Documents the reason for hospital admission and initial vital signs.
Key Elements:
- Presenting symptoms (e.g., contractions, water breakage)
- Time and nature of rupture of membranes
- Vital signs: BP, pulse, respiration, temperature
- Fetal heart rate baseline
- Contraction pattern (frequency, duration, intensity)
Sample Entry:
> Patient reports regular contractions every 4-5 minutes, lasting 45 seconds. Amniotic membranes
ruptured spontaneously at 10:30 AM. Vital signs: BP 120/80 mmHg, HR 78 bpm, Temp 37°C. Fetal
heart rate: 140 bpm, regular.
3. Labor Progress and Monitoring
Purpose: Tracks labor progression and maternal-fetal well-being.
Key Elements:
- Cervical dilation and effacement
- Station and presentation

- Fetal position
- Contraction characteristics
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- Fetal heart rate monitoring (intermittent or continuous)
- Maternal vital signs and well-being

Sample Entry:
> Labor progressing: Cervical dilation 4 cm, effacement 80%, presenting part at station 0, LOA
position. Contractions every 3 minutes, lasting 60 seconds. FHR: 135-145 bpm, no decelerations.
Mother tolerating labor well.
4. Interventions and Medications
Purpose: Records all nursing interventions, medications administered, and their effects.
Key Elements:
- Administration of oxytocin or other labor-inducing agents
- Analgesia (e.g., epidural, systemic analgesics)
- Antibiotics if administered
- Hydration status and IV fluids
- Non-pharmacologic supports (e.g., positioning, comfort measures)

Sample Entry:

> Administered epidural anesthesia at 11:15 AM. IV fluids started at 100 mL/hr. No adverse
reactions observed. Pain level decreased from 8/10 to 3/10.

5. Fetal and Neonatal Data
Purpose: Documents fetal status during labor and neonatal condition immediately post-delivery.

Key Elements:

- Fetal heart rate patterns and decelerations

- Response to interventions

- Time of delivery

- Neonatal Apgar scores at 1 and 5 minutes

- Neonatal weight, length, head circumference

- Initial assessment and interventions (e.g., suctioning, resuscitation)
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Sample Entry:

> Delivery at 2:15 PM. Neonate: male, 3200 grams, 50 cm length, APGAR 8 at 1 min, 9 at 5 min.
Mild respiratory distress managed with suctioning. Skin intact, vigorous cry.

6. Delivery Details and Outcomes
Purpose: Provides a detailed account of the delivery process.
Key Elements:
- Type of delivery (spontaneous, assisted, cesarean)
- Delivery position
- Any complications encountered (e.g., shoulder dystocia, bleeding)
- Placenta delivery details
- Estimated blood loss
- Maternal condition post-delivery

Sample Entry:

> Spontaneous vaginal delivery in lithotomy position. No complications. Placenta delivered
spontaneously at 2:20 PM. Estimated blood loss: 400 mL. Mother stable post-delivery.

7. Post-Delivery Maternal Monitoring
Purpose: Ensures maternal health and readiness for postpartum care.
Key Elements:

- Vital signs

- Fundal height and firmness

- Lochia characteristics

- Perineal status

- Pain management

- Initiatives for bonding and breastfeeding

Sample Entry:

> Vital signs stable: BP 118/76 mmHg, HR 80 bpm. Fundus firm at umbilicus. Lochia moderate,
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rubra. Perineum intact, no tears. Mother encouraged to initiate breastfeeding.

Best Practices for Crafting Sample Nurses Notes in Delivery Rooms
To maximize the utility of sample notes, nurses should adhere to best practices when customizing or

using them:

- Use Clear and Concise Language: Avoid ambiguity; be specific and objective.
- Follow Institutional Protocols: Align documentation with hospital policies and standards.
- Maintain Timeliness: Record events promptly to ensure accuracy.
- Be Thorough but Relevant: Include all necessary information without extraneous detalils.
- Use Standard Abbreviations: Employ universally accepted medical abbreviations to prevent
misinterpretation.
- Ensure Legibility: If handwritten, write clearly; if electronic, double-check entries.
- Document Deviations or Complications: Record any unexpected events or interventions
meticulously.
Sample Nurses Note Template for Delivery Room
For practical purposes, here is a simplified template that nurses can adapt:
Patient Name:
Age:
Admission Time:
Gestational Age:

Vital Signs on Admission:

Labor Progress:

- Cervical dilation:

- Effacement:
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- Presentation:

- Fetal position:

- Station:

Fetal Monitoring:

- Heart rate patterns:

- Decelerations:

Interventions:

- Medications:

- Procedures:

Delivery Details:

- Time of delivery:

- Type:

- Neonatal info:

Post-Delivery Maternal Status:

- Vital signs:

Vol. 2026, Issue 11



Nursing progress note sample Vol. 2026, Issue 11

- Fundal:

- Lochia:

- Condition:

Conclusion: The Value of Well-Structured Sample Nurses Notes

In the complex, dynamic setting of the delivery room, nurses' documentation serves as the
backbone of safe and effective care. Sample nurses notes, when crafted thoughtfully, serve as
invaluable references that ensure no critical detail is overlooked. They support clinical
decision-making, legal accountability, and interprofessional communication, ultimately contributing to
positive maternal and neonatal outcomes.

By understanding the comprehensive components of delivery room documentation and adhering to
best practices, nursing professionals can enhance their efficiency and accuracy. Whether used as
templates or guides, well-designed sample notes empower nurses to perform their vital role with
confidence and precision.

In summary, mastering the art of delivering precise, detailed, and standardized nurses notes is
essential for delivering quality obstetric care. As the foundation of clinical documentation, these
notes safeguard patient well-being, uphold professional standards, and foster continuous
improvement in maternal and neonatal health services.

QuestionAnswer What key information should be included in sample nurses notes for a delivery
room? Sample nurses notes should include patient identification, labor progress, fetal heart rate,
maternal vital signs, medication administered, delivery details, and immediate postpartum
assessment. How can nurses document fetal heart rate during delivery accurately? Nurses should
record fetal heart rate at regular intervals using Doppler or electronic fetal monitoring, noting the
rate, pattern, and any variability, along with the time of assessment. What are common entries in
nurses notes during the second stage of labor? Entries typically include cervical dilation progress,
pushing efforts, fetal descent, membranes status, maternal vital signs, and any interventions
performed. How should nurses document maternal vital signs post-delivery? Maternal vital signs
should be recorded every 15-30 minutes initially, noting blood pressure, pulse, respiration,
temperature, and uterine tone or bleeding status. What is the importance of documenting medication
administration in delivery room notes? Accurate documentation ensures proper medication tracking,
evaluates effectiveness, and provides legal and medical records of interventions like analgesics or
oxytocin. How can nurses record details of the delivery process in notes? Notes should include the
type of delivery (spontaneous, assisted, cesarean), duration of labor stages, any complications, and
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neonatal status at birth. What should nurses note about the newborn immediately after delivery?
They should record Apgar scores at 1 and 5 minutes, birth weight, length, head circumference, and
any immediate concerns or interventions required. How do nurses document maternal emotional
and physical status during delivery? Nurses should record observations of maternal comfort, anxiety
levels, pain management, and physical responses to labor and delivery. What are best practices for
maintaining accurate and legible nurses notes in the delivery room? Use clear, concise language,
record in real-time, avoid abbreviations, ensure completeness, and sign with credentials to maintain
proper documentation standards. Why is it important to document delivery room events thoroughly?
Thorough documentation provides legal protection, guides ongoing care, facilitates communication
among healthcare team members, and ensures quality assurance.

Related keywords: delivery room notes, nurse documentation, labor progress notes, postpartum
documentation, obstetric nursing notes, birth record notes, delivery documentation, nursing shift
notes, patient delivery chart, obstetrics nursing documentation

Nursing progress note sample against medical advice

Nursing Progress Note Sample Against Medical Advice

In healthcare documentation, accurately recording a patient's decision to leave against medical
advice (AMA) is essential for legal, ethical, and clinical reasons. A nursing progress note sample
against medical advice provides a clear, structured account of the patient's state, the instructions
provided, and the patient's decision and understanding. Proper documentation helps protect both
the patient and healthcare providers, ensuring transparency and continuity of care. In this article, we
will explore how to craft effective nursing progress notes when a patient chooses to leave AMA,
including sample formats, best practices, and important considerations.

Understanding Against Medical Advice (AMA) Discharges

Before delving into documentation samples, it's crucial to understand what constitutes an AMA
discharge and why it occurs.

What is AMA Discharge?
- When a patient decides to leave the healthcare facility despite medical advice to stay.

- Often involves situations where the patient perceives their condition as manageable or refuses
treatment.
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- Can be voluntary or sometimes coerced, but documentation must reflect the patient's informed
decision.

Reasons for AMA Discharges

- Personal or financial reasons

- Discomfort or dissatisfaction with care

- Cultural or religious beliefs

- Lack of understanding of the condition or treatment
- Fear or anxiety

Legal and Ethical Considerations
- Ensuring the patient is fully informed about the risks of leaving AMA.
- Documenting the patient's understanding and decision.

- Providing education and counseling on potential consequences.
- Noting any refusal of recommended treatment.

Key Components of a Nursing Progress Note for AMA Discharge

Effective documentation should be comprehensive, accurate, and objective. The following
components are essential:

Patient Identification and Admission Details

- Name, age, gender, medical record number, admission date, and attending physician.
Assessment at the Time of AMA Decision

- Patient?s current condition

- Vital signs

- Mental status

- Reason for AMA discussion

Communication and Education Provided
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- Explanation of the patient's condition
- Risks associated with leaving AMA

- Alternative options, if any

- Confirmation of understanding

Patient's Decision and Statement
- Explicit statement of the patient's decision
- Their reasons for leaving, if expressed
- Any expressed concerns or questions
Informed Consent and Refusal
- Documentation that the patient was informed of risks
- Patient's acknowledgment of understanding
- Refusal of treatment or recommendations
Instructions and Follow-Up
- Advice given regarding follow-up care
- Emergency contacts
- Arrangements made, if any
Signatures and Witnesses
- Nurse's signature with credentials

- Witness statements, if applicable
- Date and time of documentation

Sample Nursing Progress Note for Against Medical Advice

Vol. 2026, Issue 11

Below is a comprehensive sample of a nursing progress note against medical advice, demonstrating

proper structure and detail.
Sample Progress Note

> Patient Name: Jane Doe
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> MRN: 123456789

> Date: October 24, 2023

> Time: 14:00

> Nurse: John Smith, RN

Assessment:

Patient is a 45-year-old female admitted with acute appendicitis. Vital signs stable: BP 120/80
mmHg, HR 76 bpm, Temp 98.6°F, SpO? 98% on room air. Patient appears alert and oriented,
expresses discomfort but maintains good mental status.

Communication and Education:

Discussed with patient the importance of completing her prescribed antibiotics and postoperative
care. Explained potential risks of premature discharge, including infection, recurrence, and
complications. Provided educational materials and answered questions. Confirmed her
understanding of the information provided.

Patient's Decision:

Patient states she wishes to leave the hospital AMA due to personal reasons and discomfort with
the hospital environment. She acknowledges understanding the risks involved in leaving without
medical clearance. She states, "l feel ready to go home and manage my recovery."

Informed Consent and Refusal:

Patient was informed that leaving AMA could lead to serious health risks, including worsening
infection or perforation. She acknowledged these risks verbally and signed an AMA form. She
refused further treatment and was advised to seek immediate medical attention if symptoms worsen.
Instructions and Follow-Up:

Instructed patient to follow up with her primary care provider within 48 hours and to seek emergency
care if experiencing severe pain, fever, or signs of infection. Provided contact numbers and

emergency services information.

Additional Notes:
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Patient refused assistance with transportation. Family contacted and informed of patient's decision.
Signatures:

Nurse: John Smith, RN

Witness: [if applicable]

Date/Time: October 24, 2023, 14:00

Best Practices for Documenting Against Medical Advice in Nursing
Notes

Accurate and thorough documentation is vital. Here are best practices to ensure quality notes:

Use Clear and Objective Language

- Avoid subjective opinions.

- Record facts, observations, and patient statements.
Document Patient Education and Understanding

- Specify what information was provided.

- Note the patient's questions and responses.

- Confirm the patient understands the risks.
Record the Patient's Decision Explicitly

- Use direct quotes if possible.

- Note the refusal and reasons if provided.

Include Witness Statements If Available

- If family members or others are present, document their statements.

Ensure Proper Timing and Signatures
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- Document immediately after the event.
- Sign with full credentials and date/time.

Follow Facility Policies

- Adhere to institutional guidelines for AMA documentation.

Additional Tips for Nursing Documentation in AMA Cases

- Always verify the patient's identity before documentation.

- Use standardized forms if available.

- Document any refusals of care or treatment.

- Ensure that the patient has signed necessary AMA forms.

- Communicate with the healthcare team about the patient's decision.
- Document any follow-up instructions provided.

Conclusion

A well-structured nursing progress note sample against medical advice is essential for legal
protection, continuity of care, and patient safety. It should comprehensively capture the patient's
condition, the education provided, their understanding, and their decision to leave AMA. By following
best practices and maintaining clarity and objectivity, nurses can ensure that their documentation
accurately reflects the events and supports optimal patient care outcomes. Remember, thorough
and precise documentation not only safeguards healthcare providers but also promotes
accountability and transparency in patient management.

Nursing Progress Note Sample Against Medical Advice: A Comprehensive Guide

In the realm of healthcare, one of the most critical documentation scenarios involves patients who
choose to leave against medical advice (AMA). Properly recording these instances is essential for
legal protection, continuity of care, and patient safety. A nursing progress note sample against
medical advice serves as a vital record that captures the nurse's assessment, interventions, patient
explanations, and the patient's decisions. This article offers a detailed breakdown and professional
guidance on crafting accurate, thorough progress notes when patients opt to leave AMA.

Understanding the Significance of Progress Notes in AMA Situations

Before diving into samples and best practices, it?s important to understand why nursing progress
notes are crucial when a patient leaves AMA:
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- Legal Documentation: Notes serve as an official record of the patient's condition, the nurse's
assessments, and the information provided to the patient.

- Communication: They ensure that all healthcare team members are aware of the patient?s
reason for leaving, their understanding, and any instructions given.

- Continuity of Care: Clear documentation aids future healthcare providers in understanding
previous interventions and the circumstances surrounding the AMA departure.

- Patient Safety: Notes reflect efforts to educate the patient, assess risks, and document the
patient's decision-making process.

Key Components of a Nursing Progress Note for AMA Cases

Effective progress notes follow a structured format to ensure completeness and clarity. When

documenting against medical advice, consider including the following components:

- Patient Identification and Date/Time

- Full name, age, gender, medical record number.
- Date and exact time of the note entry.

- Reason for Admission

- Brief description of the initial reason for hospitalization.

- Patient's Current Condition

- Vital signs, mental status, physical findings, and relevant assessments.
- Any changes from previous assessments.

- Explanation of the Situation

- Summary of the patient's understanding of their condition.
- Information provided about risks of leaving AMA.
- Discussions about treatment options and consequences.
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- Patient's Decision and Statement

- Clear documentation of the patient's choice to leave.
- Their stated reasons or concerns.

- Nurse?s Interventions

- Education provided about risks.
- Attempts to persuade or counsel the patient.
- Offering alternatives or solutions.

- Patient's Acknowledgment

- Whether the patient acknowledged understanding risks.
- Any informed consent or refusal statements.

- Signature and Credentials

- Nurse?s name, designation, and license number.
Sample Nursing Progress Note Against Medical Advice
Below is a detailed example illustrating how to document an AMA situation effectively:
Date/Time: October 23, 2023, 14:30
Patient Name: John Doe
Age/Sex: 45-year-old male
Medical Record Number: 123456

Reason for Admission:
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Presenting with chest pain suspected to be angina, admitted for cardiac monitoring.
Current Condition:

Vital signs stable: BP 130/85 mmHg, HR 78 bpm, RR 16/min, Temp 98.6°F. Patient alert and
oriented, reports mild chest discomfort that has subsided. No signs of acute distress. Cardiac
assessment within normal limits.

Patient's Understanding and Explanation:

During the assessment, the patient was asked about his understanding of his condition and
treatment plan. He acknowledged being informed about the nature of his chest pain, the need for
further cardiac evaluation, and the risks associated with leaving the hospital prematurely. The
patient expressed concern about missing work and feeling well enough to leave.

Discussion and Risks:

The nurse explained that leaving AMA could result in worsening of his condition, potential for a
myocardial infarction, and the need for emergency care outside the hospital setting. The nurse
emphasized the importance of ongoing monitoring and advised that the decision to leave could
jeopardize his health.

Patient's Decision:

Despite understanding the risks, the patient decided to leave the facility against medical advice,
citing personal reasons and believing he is well enough to manage symptoms at home.

Interventions and Education Provided:

- Reinforced information about symptoms that require immediate attention (e.g., chest pain,
dizziness, shortness of breath).

- Provided written instructions regarding warning signs and emergency contacts.

- Offered to discuss concerns with the physician, which the patient declined.

- Attempted to persuade the patient to stay for at least a few more hours for observation, but he
refused.

Patient?s Acknowledgment:

The patient signed an AMA refusal form, acknowledging he was informed of the risks and that he
chose to leave voluntarily.
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Nurse?s Signature:
Jane Smith, RN, License 789456
Best Practices When Documenting Against Medical Advice

To ensure comprehensive and legally sound documentation, follow these best practices:

- Be Objective: Use factual language; avoid subjective opinions or assumptions.

- Use Clear, Concise Language: Ensure clarity, avoiding ambiguous statements.

- Record Patient Statements in Quotation Marks: Capture exact words when possible.

- Document All Interventions: Note education, counseling, and attempts to persuade.

- Note the Patient's Understanding: Confirm the patient comprehends the risks.

- Include Witnesses if Present: Document if family members or other healthcare personnel were
involved.

- Follow Facility Policies: Adhere to institutional protocols for AMA documentation and forms.

- Obtain Patient Signatures: Use official AMA refusal forms when applicable.

Additional Tips and Considerations

- Use Standardized Forms: Many facilities provide AMA forms; attaching these to progress notes
enhances legal protection.

- Communicate with the Healthcare Team: Ensure physicians and other relevant staff are
informed and involved.

- Follow Up: If possible, arrange for patient follow-up or outpatient care options.

- Stay Calm and Respectful: Maintain professionalism, even if the patient refuses care or
assistance.

- Educate But Respect Autonomy: While providing necessary information, respect the patient?s
right to make their own decisions.

Conclusion

A nursing progress note sample against medical advice is more than just a record; it?s a critical
component of patient safety, legal accountability, and quality care. Proper documentation captures
the nuances of the interaction, demonstrates that the patient was adequately informed, and provides
a clear account of the nurse?s interventions and the patient?s decisions. By following structured
formats and best practices, nurses can ensure their notes are comprehensive, professional, and
serve as a safeguard for both the patient and the healthcare provider.
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Remember, the goal is to balance respecting patient autonomy with ensuring they are fully informed
of the risks involved. Proper documentation not only protects healthcare providers but also upholds
the integrity and accountability of nursing practice.

QuestionAnswer What is a nursing progress note for a patient who left against medical advice? A
nursing progress note for a patient who left against medical advice documents the patient's decision,
the nursing assessment, the information provided, and any actions taken to ensure safety and
continuity of care. Why is it important to document a patient leaving against medical advice in
nursing notes? Documenting against medical advice ensures legal protection, maintains accurate
medical records, and provides clarity on the patient's decision, the information provided, and the
nurse's response. What key elements should be included in a progress note when a patient leaves
AMA? Key elements include the patient's decision to leave, reasons for leaving, information and
education provided, patient's understanding, nurse's assessment, and any instructions given or
actions taken. How should nurses communicate with patients planning to leave AMA? Nurses
should provide comprehensive information about the risks, document the conversation thoroughly,
confirm the patient's understanding, and encourage consultation with healthcare providers if
possible. What are the legal implications of documenting a patient leaving AMA in the progress
note? Accurate documentation can protect healthcare providers legally by showing that the patient
was informed of the risks and that the decision was voluntary, reducing liability in case of adverse
outcomes. Can a nursing progress note serve as evidence if a patient disputes leaving AMA? Yes, a
detailed progress note can serve as critical evidence by demonstrating that the patient was
informed, their decision was voluntary, and appropriate care and information were provided. What
training should nurses receive regarding documentation of AMA discharges? Nurses should be
trained on legal and ethical considerations, effective communication, thorough documentation
practices, and how to handle patient refusals and discharges against medical advice. How can
nurses ensure the accuracy of a progress note when documenting AMA cases? Nurses should
document in real-time, use clear and objective language, include direct quotes when possible, and
verify details with the patient and other healthcare team members. What should be the follow-up
actions after a patient leaves AMA, according to nursing protocols? Follow-up actions may include
informing the healthcare team, providing discharge instructions, encouraging the patient to seek
care if needed, and documenting all interactions and instructions given.

Related keywords: nursing documentation, medical advice refusal, progress note template, patient

discharge notes, clinical documentation, nursing record keeping, patient non-compliance, medical
advice documentation, nursing report sample, healthcare documentation guidelines

Nursing process recording sample example schizophrenia
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nursing process recording sample example schizophrenia is an essential tool for nursing
students and professionals to understand how to systematically document patient care, especially in
complex psychiatric conditions such as schizophrenia. Accurate and comprehensive nursing
process recordings not only facilitate effective patient care but also ensure legal documentation and
continuity among healthcare providers. In the context of schizophrenia, a mental health disorder
characterized by distortions in thinking, perception, emotions, language, sense of self, and behavior,
proper documentation helps in tracking the patient?s progress, responses to treatment, and
emerging needs. This article provides an in-depth guide on how to create a detailed nursing process
recording sample example for a patient with schizophrenia, including step-by-step components,
practical tips, and sample entries.

Understanding the Nursing Process in Psychiatric Care

Before diving into the sample recording, it?s important to understand the structure of the nursing
process, which comprises five key steps:

1. Assessment

Gathering comprehensive data about the patient's mental, physical, emotional, and social status.
2. Nursing Diagnosis

Identifying the patient's problems based on assessment data.

3. Planning

Setting measurable and achievable goals with appropriate interventions.

4. Implementation

Carrying out the planned interventions.

5. Evaluation

Assessing the effectiveness of interventions and modifying the care plan as needed.

Each step should be meticulously documented to reflect a thorough understanding of the patient's
condition and care provided.

Assessment of a Patient with Schizophrenia
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The assessment phase involves collecting data through interviews, observations, and review of
medical records. Key areas include:

Patient History

- Presenting complaints (e.g., hallucinations, delusions)
- Duration and progression of symptoms

- Past psychiatric history

- Family history of mental illness

- Substance use

- Medication history

Mental Status Examination (MSE)

- Appearance and behavior

- Speech patterns

- Mood and affect

- Thought process and content
- Perceptions (hallucinations)

- Cognition and memory

- Insight and judgment

Physical Examination
- General physical health assessment
- Neurological assessment if indicated
Observation
- Signs of agitation, psychomotor activity
- Self-care abilities
- Social interactions

Sample Assessment Notes:

> The patient is a 25-year-old male presenting with auditory hallucinations and paranoid delusions
for the past 6 months. He appears disheveled, maintains poor eye contact, and exhibits tangential
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speech. He reports hearing voices commenting on his actions, which he fears are plotting against
him. No significant physical health issues noted. Family reports decreased engagement and neglect
of personal hygiene.

Formulating Nursing Diagnoses for Schizophrenia

Based on assessment data, the nurse identifies potential nursing diagnoses. Common diagnoses
include:

- Disturbed thought processes related to hallucinations and delusions
- Impaired social interaction due to paranoia

- Self-care deficit related to neglect of hygiene and nutrition

- Anxiety related to fear of hallucinations

- Risk for violence to self or others

Sample Nursing Diagnosis:

> Disturbed thought processes related to auditory hallucinations as evidenced by patient reports of
hearing voices and paranoid delusions.

Planning Interventions for Schizophrenia

The planning phase involves setting goals that are SMART (Specific, Measurable, Achievable,
Relevant, Time-bound). For example:

- The patient will report a decrease in hallucinations and delusional thoughts within two weeks.
- The patient will demonstrate improved self-care routines within one week.
- The patient will participate in at least one social activity daily.

Interventions should be evidence-based and tailored to individual needs:

Sample Interventions:

- Establish a therapeutic relationship through active listening and validation.

- Administer prescribed antipsychotic medications and monitor for side effects.

- Use reality orientation techniques to help differentiate hallucinations from reality.
- Encourage participation in structured activities to promote socialization.

- Teach and reinforce self-care routines.



Nursing progress note sample Vol. 2026, Issue 11

- Implement safety measures to prevent harm.

Implementation of Nursing Care

During implementation, nurses carry out planned interventions. Documentation should include
details such as:

- Time and date of interventions

- Patient?s response

- Any modifications made

- Observations during intervention

Sample Implementation Entry:

> 0On 10/15/2023 at 10:00 AM, established rapport with the patient by sitting at his level and using a
calm tone. Explained the importance of medication adherence and reassured him about safety
during hallucinations. Patient appeared receptive and stated, "The voices are quieter today."
Monitored for side effects of medication, noting no tremors or agitation.

Evaluation of Outcomes in Schizophrenia Care
Evaluation assesses whether goals are met and guides future care:

Questions to consider:

- Has the frequency or intensity of hallucinations decreased?
- Is the patient maintaining adequate hygiene and nutrition?
- Is the patient engaging in social activities?

- Are safety concerns addressed?

Sample Evaluation Entry:

> After two weeks of intervention, the patient reports a reduction in auditory hallucinations, stating
they are less frequent and less distressing. He has begun to maintain personal hygiene
independently and participates in group therapy sessions. Goals regarding hallucination
management and self-care are partially achieved; ongoing support and medication adherence are
emphasized.

Sample Nursing Process Recording for Schizophrenia
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Below is a comprehensive sample of a nursing process recording for a patient with schizophrenia,
illustrating the application of all steps:

Assessment:
> Patient: John Doe, 30-year-old male
> Presenting symptoms: Auditory hallucinations, paranoid delusions, social withdrawal for 4 months

> Mental status: Disheveled appearance, reports hearing voices calling his name, expressing fears
of being watched

> Physical health: No significant issues, BMI 22
Nursing Diagnosis:

> Disturbed thought processes related to hallucinations and delusions as evidenced by patient
reports and behavior.

Planning:

> - The patient will report a decrease in hallucination intensity by 50% within 2 weeks.

> - The patient will demonstrate adherence to medication schedule.

> - The patient will engage in at least one social activity per day.

Implementation:

> 10/16/2023, 09:30 AM: Established rapport, explained the importance of medication adherence.
Administered antipsychotic medication as prescribed. Monitored for side effects; none observed.
Encouraged patient to express feelings about hallucinations. Patient tolerated the intervention well.
Evaluation:

> By the end of week 2, patient reports hearing voices less frequently and with less distress. He
states, "The voices are quieter now." He is able to perform basic self-care tasks independently.

Continued monitoring and support are planned.

Tips for Effective Nursing Process Recording in Psychiatry
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- Be objective and specific in documentation.

- Use quotes from the patient when relevant.

- Record the patient?s responses to interventions.
- Document any changes in condition or behavior.
- Maintain confidentiality and professionalism.

- Use clinical terminology accurately.

Conclusion

Creating a detailed nursing process recording sample example for schizophrenia requires a
thorough understanding of the disorder, its presentation, and appropriate nursing interventions. By
systematically following assessment, diagnosis, planning, implementation, and evaluation steps,
nurses can provide holistic and effective care. Proper documentation not only enhances patient
outcomes but also serves as a vital record for ongoing treatment and legal purposes. Whether you
are a student preparing clinical notes or a registered nurse maintaining patient records, mastering
the art of nursing process recording is essential in psychiatric nursing practice.

Remember: Every patient is unique; tailor your documentation to reflect individual needs, responses,
and progress for the most effective care planning and delivery.

Nursing Process Recording Sample Example Schizophrenia: A Comprehensive Guide

Understanding and effectively documenting the nursing process in cases of schizophrenia is vital for
ensuring high-quality patient care, continuity, and effective communication among healthcare team
members. This detailed review aims to provide an in-depth exploration of how to structure a nursing
process recording sample for a patient with schizophrenia, highlighting each step from assessment
to evaluation.

Introduction to Nursing Process in Schizophrenia

The nursing process is a systematic, patient-centered approach designed to deliver individualized
care. When managing schizophrenia?a complex, chronic mental health disorder?the nursing
process becomes essential in addressing multifaceted symptoms, medication management,
psychosocial needs, and safety concerns.

Key Components of the Nursing Process:
- Assessment

- Diagnosis
- Planning
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- Implementation
- Evaluation

Each phase requires meticulous documentation, which not only guides care but also provides legal
and professional accountability.

Assessment Phase

The foundation of effective nursing care begins with a comprehensive assessment. For
schizophrenia, this involves collecting data about the patient's mental, physical, social, and
environmental status.

- Subjective Data Collection

Gather information directly from the patient through interviews and questionnaires:

- Perception of Reality: Reports of hallucinations, delusions, or paranoid thoughts.
- Mood and Affect: Feelings of depression, anxiety, or agitation.

- Cognitive Functioning: Memory, attention span, and thought processes.

- Self-care Abilities: Ability to perform activities of daily living (ADLS).

- Medication Adherence: Experiences with current medication, side effects.

- Social Interactions: Relationships with family, friends, or peers.

- History of Psychotic Episodes: Duration, severity, triggers.

- Objective Data Collection

Observation and physical assessments:

- Mental Status Examination (MSE): Appearance, behavior, speech, mood, thought processes,
perception, cognition, insight, and judgment.

- Behavioral Observations:

- Disorganized speech or behavior

- Presence of hallucinations or delusions

- Level of agitation or psychomotor activity

- Physical Health Checks:

- Vital signs

- Medication side effects (e.g., tremors, weight gain)
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- Nutritional status
- Sleep patterns

- Assessment Tools

Utilize standardized tools for comprehensive evaluation:

- Positive and Negative Syndrome Scale (PANSS)
- Brief Psychiatric Rating Scale (BPRS)
- Global Assessment of Functioning (GAF)

- Sample Assessment Note

_"Patient is a 28-year-old male diagnosed with schizophrenia for 5 years. Reports auditory
hallucinations occurring several times daily, often commenting on his behavior. He exhibits
disorganized speech, with tangential thoughts. He appears disheveled, with poor eye contact. No
physical complaints noted. Vital signs within normal limits. Reports difficulty sleeping and poor
appetite. Medications include risperidone 2 mg daily, but patient reports inconsistent adherence due
to feeling 'drowsy"."

Diagnosis Phase

Based on assessment data, nursing diagnoses are formulated. In schizophrenia, diagnoses often
focus on symptom management, safety, and psychosocial functioning.

- Common Nursing Diagnoses in Schizophrenia

- Disturbed thought processes related to auditory hallucinations as evidenced by disorganized
speech and paranoid delusions.

- Risk for violence/self-harm related to paranoid thoughts and agitation.

- Impaired social interaction related to social withdrawal and delusional thinking.

- Impaired sensory and perceptual functioning related to hallucinations.

- Ineffective coping related to chronic mental iliness.

- Imbalanced nutrition: less than body requirements related to poor appetite and disorganized
routines.

- Risk for medication noncompliance related to side effects and lack of insight.
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- Formulating Specific Diagnoses
Use NANDA-I taxonomy to ensure clarity and standardization.

Planning Phase

The planning stage involves setting measurable, realistic goals that address both the symptoms and
overall well-being of the patient.

- Establishing Goals and Outcomes
Goals should be SMART: Specific, Measurable, Achievable, Relevant, and Time-bound.

Examples of goals:

- Short-term goal:

The patient will demonstrate understanding of medication purpose and side effects within 48 hours.

- Long-term goal:
The patient will exhibit improved thought processes and reduced hallucinations over the next two
weeks.

- Prioritization of Nursing Interventions
Priorities often include safety, medication adherence, symptom management, and psychosocial
support.

- Planning Interventions
Interventions should be evidence-based, patient-centered, and culturally sensitive:

- Monitoring and managing hallucinations/delusions.
- Administering medications as prescribed, observing for side effects.



Nursing progress note sample Vol. 2026, Issue 11

- Providing a safe environment to prevent self-harm or injury.

- Establishing therapeutic communication to build trust.

- Educating the patient and family about illness, medication, and coping strategies.
- Encouraging participation in group or occupational therapy.

Implementation Phase
This phase translates the plan into action. Documentation here is critical for evaluating effectiveness
and ensuring continuity.

- Medication Administration and Monitoring

- Administer prescribed antipsychotics: e.g., risperidone 2 mg at scheduled times.
- Observe for side effects: Extrapyramidal symptoms, weight gain, sedation.
- Educate the patient about medication purpose and importance of adherence.

- Therapeutic Communication

- Use active listening and validation techniques.

- Avoid confrontational or judgmental language.

- Address hallucinations empathetically, grounding the patient in reality without challenging their
experience.

- Safety Measures

- Constant observation or one-to-one supervision if necessary.
- Remove dangerous objects from the environment.
- Implement fall precautions if psychomotor agitation occurs.

- Psychosocial Support

- Encourage participation in structured activities.
- Facilitate social skills training.
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- Involve family in psychoeducation sessions.

- Environmental Management

- Maintain a calm, predictable environment.

- Reduce stimuli that may exacerbate symptoms.

- Ensure privacy and dignity.

- Sample Nursing Interventions Record
_"Administered risperidone 2 mg at 0900 hours; patient tolerated medication without immediate
adverse effects. Engaged patient in a calm conversation, validated feelings of paranoia without
reinforcing delusions. Observed for signs of agitation; none noted. Encouraged patrticipation in a
group activity to promote social interaction. Provided psychoeducation about medication side effects

and importance of adherence. Environment kept free of clutter; safety checks completed.”

Evaluation Phase

Evaluation measures the effectiveness of interventions and progress toward goals.
- Assessing Goal Achievement
- Medication understanding:
The patient verbalized the purpose of medication and potential side effects, demonstrating

increased insight.

- Symptom improvement:

Reduction in hallucinations frequency and severity observed over the week.

- Behavioral changes:

The patient exhibited improved social interactions and decreased agitation.
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- Safety:

No incidents of self-harm or injury; environment remains safe.

- Modifying Care Plans

If goals are unmet, reassess diagnoses, modify interventions, or involve psychiatric consultation.

- Sample Evaluation Note

_"Over the past week, patient demonstrated improved understanding of medication purpose and
reported fewer hallucinations. Observations confirmed decreased paranoid ideation and increased
engagement in group activities. No adverse medication effects observed. Goals of symptom
reduction and medication adherence are partially met; plan to continue current interventions with
added focus on psychoeducation and family involvement.”

Documentation Best Practices in Schizophrenia Nursing Care

Effective documentation ensures clarity, legal compliance, and continuity of care. Tips include:

- Use objective language: avoid subjective judgments.

- Be specific: include times, doses, patient responses.

- Record patient statements verbatim when relevant.

- Document changes in mental status, behavior, and vital signs.
- Note interventions performed and patient responses.

- Update diagnoses and care plans as needed.

Conclusion

A well-structured nursing process recording sample for schizophrenia encompasses detailed
assessment, precise diagnoses, goal-oriented planning, thorough implementation, and reflective
evaluation. This systematic approach not only enhances patient outcomes but also fosters a holistic
understanding of the patient's needs. Mastery in documentation improves team communication,
legal protection, and quality of care.

By delving deeply into each phase, nurses can ensure that their documentation captures the
complexity of schizophrenia, supports therapeutic relationships, and guides effective interventions.
As mental health care continues to evolve, meticulous nursing process recording remains a
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cornerstone of compassionate, competent psychiatric nursing practice.

QuestionAnswer What is a nursing process recording sample for a patient with schizophrenia? A
nursing process recording sample for schizophrenia typically includes assessment data, nursing
diagnoses, planning, interventions, and evaluation specific to the patient's mental health status and
symptoms. How do you document a patient's hallucinations in a nursing process record? You
document the presence, type, frequency, duration, and the patient's response to hallucinations,
noting any behaviors or emotional changes associated with these symptoms. What are key
elements to include in a nursing diagnosis for a schizophrenia patient? Key elements include
identifying disturbed thought processes, impaired social interactions, risk for self-harm, or ineffective
coping, based on assessment findings. Can you provide an example of a planning goal for a
schizophrenia patient in a nursing record? An example goal could be: 'The patient will demonstrate
improved thought organization and participate in therapy sessions without experiencing command
hallucinations within two weeks.' What interventions are appropriate to include in a nursing process
record for schizophrenia? Interventions may include providing a safe environment, administering
prescribed medications, offering therapeutic communication, monitoring for side effects, and
promoting social engagement. How should a nurse document the patient's response to medication
in a nursing process record? The nurse should record the patient's response, including relief of
symptoms, any side effects observed, adherence to medication, and any adverse reactions. What is
an example of a subjective data entry in a schizophrenia nursing record? Example: The patient
reports, 'l hear voices telling me to harm myself," indicating auditory hallucinations and suicidal
ideation. How do you evaluate the effectiveness of nursing interventions in a schizophrenia case?
Evaluation involves assessing if the patient shows reduced hallucinations, improved social
interactions, better medication adherence, and decreased agitation as per the set goals. Why is it
important to include family education in the nursing process recording for schizophrenia? Family
education helps improve support, ensure medication compliance, recognize early warning signs,
and promote a supportive environment for recovery. Can you give an example of a therapeutic
communication note in a nursing record for schizophrenia? Example: The nurse used open-ended
guestions and active listening to encourage the patient to express feelings, which helped reduce
anxiety and build rapport.

Related keywords: nursing documentation, schizophrenia care plan, patient assessment, nursing
intervention, mental health nursing, clinical notes, psychiatric nursing, nursing diagnosis, therapeutic
communication, patient progress record



