
Thursday, November 16, 2023

Reducing Burden:
What Clinical Documentation is 

REQUIRED vs. Self-Imposed

The webinar will start 

at the top of the hour.
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MONTHLY CLINICAL QUALITY INSIGHTS

THE 3RD THURSDAY OF EVERY MONTH: 

10AM Pacific, 1PM Eastern

Webinar Schedule & Topics

D E C E M B E R

A Simple Start to the New Year: Clear-cut 

Clinical Policies

T O D A Y

Reducing Burden: What 

clinical documentation is REQUIRED vs. 

Self-Imposed?
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CHARTISQUALITY.COM
Past Webinars Available for StreamingAVAILABLE FOR STREAMING

● Practical Approaches to Ace Regulatory and Accreditation Surveys

● EMTALA Made Simple

● Protecting Suicidal Patients

● Responding Effectively to CMS, State, and Accreditation Findings

● Avoiding Infection Prevention Survey Catastrophes

● Survey Smarts: Looking Forward to 2023

● Increasing Nurse Efficiency: Documentation Simplification

● Better Meetings Better Results

● Overcoming Persistent Challenges in the Physical Environment

● TJC’s Emerging Model for New Standards

● New CMS Interpretive Guidelines for QAPI

● Putting Your Best Foot Forward During Survey

● Connecting Hospital Rankings to Outcomes

● Compliance and Safety Challenges for Psychiatric Hospitals and Units

● CMS and QAPI: A Deeper Dive

● Mid-Point Update … Focusing on Regulatory Changes

● High Risk Roundup: Restraint, Sedation, and Titrations

● Reducing Burden: What clinical documentation is REQUIRED vs. Self-Imposed

https://www.chartisquality.com/
https://www.chartisquality.com/
https://www.chartisquality.com/
https://www.chartisquality.com/
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Chartis Clinical Quality 

Solutions

888.749.3054

chartisquality@chartis.com

We are a partner to healthcare organizations 

nationwide, helping to advance patient safety 

and clinical quality for the past 30+ years. 

We help healthcare providers achieve top-tier 

clinical performance through our four lines 

of business:

● High Reliability Care Solutions

● Medical Staff Services Optimization

● Education Solutions

● Chartis Workforce Solutions

● External Peer Review

Readiness, Response, 

Reliability

● Rapid Response 

to Regulatory Emergencies

● Resolving CMS and 

TJC Adverse Actions 

● CMS and Accreditation 

Survey Readiness

● Environment of Care,

Life Safety, and 

Emergency Preparedness

● Hospital-CMS Systems 

Improvement Agreements

…the National Leader

S I M P L I F Y  &  C O M P L Y

Integration with other best-in-class 

consulting services offered by Chartis

● Emergency 

Department/EMTALA

● Behavioral Health

● Infection Prevention

● Patient Safety

● Process/Policy 

Simplification

● Streamlined Health Records

● Process Implementation

● Quality Monitoring 

and Improvement



© 2023 Chartis Clinical Quality Solutions. All Rights Reserved. 6

What is your role?

Chief Quality Officer

Other Executive Leader

Quality Manager

Patient Safety Officer

Risk Manager

Accreditation/Regulatory Compliance

Consultant

Other
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Updating our community on 

clinical documentation 

misconceptions and 

providing a pathway to 

simplification

TODAY’S DISCUSSION

Planning 

for 

Tomorrow

Keeping 

up with 

Change

Cherilyn Ashlock DNP, RN, NE-BC

Advisory Consultant

Clinical Compliance and High Reliability

Kim Wilson, MS, BSN, RN

Senior Consultant

Clinical Compliance and High Reliability

Lisa Eddy MSN, MHA, RN, CPHQ

Vice President, 

Clinical Compliance and High Reliability
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Who is your primary accreditor? 

The Joint Commission

The Accreditation Commission for Health Care (ACHC)

Det Norske Veritas (DNV)

Center for Improvement in Healthcare Quality (CIHQ)

Non-Accredited

Other
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Objectives

Nursing Admission Assessment

Restraint documentation by shift attestation

PRN Medication assessment & reassessment

Block Charting for Titratable Medications
Handouts will be 

linked to the Chartis 

Website for post-

webinar streamers.

We will focus on four prioritized areas that are commonly 

overburdensome and can be simplified to give nurses time back at 

the bedside. This includes the following areas:
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Nursing Admission Assessments
the biggest bang for your buck….
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Nursing Owns a SIGNIFICANT Amount of Documentation

Admit Assessment:

• Allergies

• Advanced Directives

• Initiate Care Plan

• Domestic Abuse

• PTA Meds

• Patient Belongings

• Education

• Skin/Braden

• Suicide

• Travel

• Vitals

• Nutrition

• Fall/Morse

• DC Planning

• ……and MORE!



Admission Assessments:  The Issues We See

• Policy doesn’t align with EMR

• Taking the “standard build”

• The Kitchen Sink Methodology

• Misunderstanding the requirements

• Don’t create regulatory burden for yourself

• Nursing 24/7

• Where to draw the line 

• Should nurses collect data for other disciplines?



Admission Assessments Solutions

• Inventory your admission assessment
• Determine WHO should be responsible for collecting information
• Understand the requirements – there are VERY few regulatory requirements for 

an admission assessment by nursing
• Eliminate redundancy
• Simplify your policy language

L&D Admission Assessment Simplification
Recommendations/Comments:

Triage Admit Overview Section

Arrival Info

*Arrival Info (arrival date/time, expected LOS, arrival date, room, etc.) There's a MyChart Signup in this navigator that doesn't exist in any of the other navigators.  
Can this be removed?  Staff aren't using it and don't know what it's for. 

Visit Info

* Reason for visit
There's an admitting diagnosis so what's the rationale for capturing this in a free text note?  
This is catpured through coding and H&P.  Recommend removing. 

Episodes (created automatically)

Dating:

* LMP, Est Date of Conception, Ultrasound

Pregnancy Overview & Plan

* Number of Fetuses, Delivery Plans, Planned Delivery Location, Plans for Adoption, etc. 
Nursing doesn't use this.  This is only completed by clinics and nurses can see it only if it's 
documented in the clinic. 

Care Everywhere (same as others)

OB Care Providers (they can list their OB/Providers/Midwife, etc) L&D staff do not complete or use this

Results Console (labs related to pregnancy) -

Nursing staff are transcribing all external lab values, one at a time, even though they have 
the paper documents.  They do this so that providers don't have to look at a paper 
document.  I've never heard of any other hospital doing this.  This seems like a huge waste 
of time for a nurse to compelte and raises transcription error concerns.  Recommend 
stopping this.*These are resulted labs, a place where staff can enter orders, or input lab results.

Ultrasounds  (they can order ultrasounds from here and view prior ones from here)

OB History (gravida, etc.)

Hemorrhage Risk Assessment 

PPH Risk Assessment (AWHONN PP Hemorrhage (Shows Admit/Pre/Post birth) Epic sweeps chart Q20 min for updated scores

Shoulder Dystocia Screen - fires BPA if positive

Med/Surgical History 

There's no family health history on this section like the adult.  There is an entirely separate 
HISTORY tab that repeats the Medical/surgical histrory and has a Family History in it.  Why? 
Duplicative to MD documentation - feeds into H&P, recommend eliminating from Nursing

*Alcohol:  How type/type

*Sexual Activity:  Yes/Not Currently /Never, Birth Control Protection, Partners

*Drug Use/ Yes/No, Types, Uses/Week

*Tobaco Use, Passive Exposure, Smokeless, Cessation Counceling

There's a separate HISTORY tab with "social determinants" that goes over substance use 
(again), sexual activity (again), e-cig/vaping (even though smoking questions already 
addressed, socioeconomic, PHQ (again), etc.  Why is this all a separate tab?  Recommend 
consolidating. 
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Restraint Documentation by Shift Attestation
thinking outside the box…
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Restraints:  The Issues We See

• Policy doesn’t align with EMR

• Missing Q2H observations

• Missing restraint care plan

• Restraint Order “reason” doesn’t align with nursing “reason” for restraint

• No clear justification for why restraints are being used

• RASS -4, staff documenting patient “unresponsive”, “comatose”
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Restraint Solutions

• Consider an end-of-shift attestation that would eliminate Q2H documentation!

RNs completes the Non-Violent end of care 

attestation when their care of the patient is 

complete. Usually this occurs at end of shift, 

however, may occur if patient gets transferred to 

another level of care, if nursing 

assignments change mid-shift, or when restraints 
are discontinued.

Build your care plan INTO your restraint 
flowsheet!
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Restraint Solutions:  Chart TWICE a shift for Non-Violent Restraints

1

2
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PRN Medication Assessment & Reassessment
where definitions matter…
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Pain Assessment & Reassessment:  What We Typically See

• Policy doesn’t align with EMR
• Unrealistic documentation requirements
• Overly complex EMR pain templates

11/2/2023
Times of Med 

Admin

Pre 
Assess

Post Assess
Assessment Details 
Other Than Score Notes:

ORIF Ankle 1428 10 None None Morphine 2mg IV

1629 10 None None Morphine 2mg IV

2037 10 None Yes Morphine 2mg IV

101 7 Gave more meds None Pain score severe, gave moderate pain med (Norco)

207 7 None None Gave Tylenol and Morphine 2mg IV

554 7 6 None Pain score severe, gave moderate pain med (Norco)

11/2/2023
Times of Med 

Admin

Pre 
Assess

Post Assess
Assesment Details 
Other Than Score Notes:

Patient w/ DX of 
Multiple Sclerosis 227 9 2 None Dilaudid 1.5 IV

600 8 None

None Morphine 15 IR

804 9 None

None Dilaudid 1.5 IV

1102 8 7 None Morphine 15 IR

1251 7 None None Dilaudid 1.5 IV
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Pain Assessment & Reassessment:  Attestation Solutions

Make your CARE PLANS 
RELEVANT! Use those end-
of-shift care plan notes to 

capture relevant 
information, not just a 
repeat of care plans.
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Block Charting for Titratable Medications
for those rough days…
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Block Charting Solutions

Block charting can be used when rapid 
titration of medication is necessary in 
specific urgent/ emergent situations 
defined in organizational policy.

The following information is required in all 
block charting documentation:
• Block charting reason
• Time block started
• Starting dose
• Ending dose
• Maximum dose
• Time block ended
• Clinical parameters
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Block Charting Solutions

A single “block” charting episode does not extend beyond a four-hour time frame.  If a patient’s urgent/emergent 
situation extends beyond four hours and block charting is continued, a new charting “block” period must be started. 
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Other EMR Simplification Opportunities

• Nursing Care Plans
• Head-to-Toe Assessments
• Fall Risk Assessments
• Wound Documentation
• Daily Cares (Activities)
• Suicide Assessments
• Triage

Just a few of the other opportunities you likely have:
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