
Clinical Documentation: Back to Basics

High quality documentation is:
• Accessible
• Accurate, relevant and consistent
• Auditable
• Clear, concise, and complete
• Thoughtful
• Timely, contemporaneous, and sequential
• Reflective of the nursing process (Assessment, Diagnosis, 

Outcomes/Planning, Implementation, Evaluation).

Consider using SBAR to communicate significant events with the care team in 
the patient’s medical record:

Situation: 
• Provide a brief description for the current situation.

Background: 
• Provide relevant background information for the patient. 

Assessment: 
• The nurse states their professional, objective opinion considering the current situation and 

background. 

Recommendation: 
• Recommend an action plan based on knowledge of patient and relevant data. 

(Oppenheimer & Gaines, 2023)
Entries into organization documents or the health record 
(including but not limited to provider orders) must be:
• Accurate, valid, and complete; 
• Information is objective and truthful
• Author is appropriately identified
• Dated and time stamped by persons who created the entry
• Legible/readable; and 
• Made using standardized terminology including medically approved 

acronyms and symbols. Use the  Abbreviation look up resource 
available on the Ipage. 

(American Nurses Association, 2010)

The American Nursing Association (2010) states, “Clear, accurate, and accessible documentation is an essential element of safe, quality, 
evidence-based nursing practice.” Documentation included in the medical record must include relevant and precise information about a 
patient for ensuring quality and safe care.

• Any emergent situation

• Patient transfer from clinic to Emergency Department, Inpatient or Procedural 

unit

• Any time a patient communicates a need or concern. 

• Communication with patient or delegate that may require follow up (i.e., 

leaving a voicemail for patient offering an appointment with the clinic). 

When to document in the medical record

https://www.upstate.edu/policies/intra/uhabbrev.php
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Important considerations BEFORE conducting and/or documenting a 
SBAR conversation-

• Assess the patient 

• Verify current orders for patient care

• Verify important information- Information you should verify includes reviewing chart for past 

encounter information and any significant laboratory or diagnostic tests and their results.

• Organize your thoughts- before communicating concerns and/or requests to the provider or 

care team concerning the patient, write down all relevant facts and organize into SBAR format. 

• Have patient chart available and easily accessible during conversation and documentation

• Think like a provider- What could the provider’s response be to my question? Consider the 

information that would be most helpful to the provider while considering a resolution to the 

current situation. 

• Include direct quotes from patient and/or delegate where appropriate (including threatening 

comments and gestures) in the Nursing Note documentation section of chart. 

Epic Training Center of Excellence 
Resources

• Ambulatory: Documentation Only 
Encounter tip sheet

• Ambulatory Pre-Charting 
Documentation tip sheet

• Smartlinks cheat sheet 

• Telephone Encounter
Documentation (Front Desk) 

• Epic Documents Ipage 

• Abbreviation look up 

https://www.upstate.edu/training/intra/epic/documents/creating_a_documentation_only_encounter.pdf
https://www.upstate.edu/training/intra/epic/documents/creating_a_documentation_only_encounter.pdf
https://www.upstate.edu/training/intra/epic/documents/smartlinks_cheat_sheet.pdf
https://www.upstate.edu/training/intra/epic/documents/smartlinks_cheat_sheet.pdf
https://www.upstate.edu/training/intra/epic/documents/smartlinks_cheat_sheet.pdf
https://www.upstate.edu/training/intra/epic/documents/telephone_encounter_documentation_for_front_desk_2_13_2017.pdf
https://www.upstate.edu/training/intra/epic/documents/telephone_encounter_documentation_for_front_desk_2_13_2017.pdf
https://www.upstate.edu/training/intra/epic/documents.php?kword=documentation&strrole=Any&numcid=10&stage=1&submit=Search
https://www.upstate.edu/policies/intra/uhabbrev.php
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