
Charting Guidelines for Narrative/Annotated Documentation:

The following information should be included in a narrative nurses’ note along with the full head-to-toe nursing assessment (may be included as an “annotated” note when computer charting):
1.  Position/disposition of client (when you walked into the room)

2.  Abnormal data from physical assessment/info that needs further explanation

3.  Anything the client was not born with
4.  Emergency or PRN equipment at the bedside

5.  Client complaints/concerns or other important data disclosed by the client
6.  Nurse response (to #5 above- what was done about it?)/ treatment interventions, if applicable.
***Be sure to SIGN ENTRY (initials ok, if initials/signature at bottom of page; or legal signature- first  

      initial, last name, SN, NWCC)
Position/disposition of client:
(The person reading the note should immediately be able to get a visual picture of the client)  

i.e.
Lying in bed c eyes open.; Lying supine c eyes closed, resting quietly. (remember, never say “sleeping”); ( in 


chair at BS. (BS= bedside); Lying on L (or R) side; ( in bathroom; Ambulating in room c slow, steady gait 


noted.; Sitting (  in bed; ( on BSC (BSC= bedside commode).;  Dangling at BS, etc.—You get the idea! 

Abnormal data from physical assessment/info that needs further explanation:     


i.e.
Speech:

Nonverbal, though responds to some simple commands, such as handgrips, footpushes, etc.; 




Slow speech c simple one to two word responses noted.; Responds appropriately to 




questioning, though mumbling (or slurred or garbled speech) noted at times. 


Motor:

Unable to move L upper et (et= and) lower extremities; R arm weak c limited handgrip 




noted; Bilat (Bilat= bilateral) LE’s (LE= lower extrem) partially (or fully) contracted.


Edema:

Trace (or 1+, 2+, 3+, or 4+) pitting (or nonpitting) edema noted to __________ (specify 




location—or document generalized edema. (generalized= “all over body”). *If unsure how 




swollen it is or if it is swollen at all, ask the patient or family if it is about normal size or if it 




appears swollen to them. (Can even explain the rating system to them and have them help you rate 




it—IF they are oriented!) 



Bruises:

Approximate dime (or penny, nickel, quarter, half-dollar, golf ball, softball, baseball, etc.) 




sized bruise noted to __________(indicate specific location).  *Try to list each bruise 




individually with approx. size and location, but if too many to count or chart, you can state:





Multiple small (or medium or large) sized bruises noted to ___________, such as bilat. LE’s 




(or upper extremities). * Remember, the asterisk is to be placed in the “skin appearance” box, 




NOT “skin integrity” box!—May write the asterisk next to “W/D, cool/D”, etc.
Pulses:

Unable to palpate R pedal pulses due to presence of cast; Pedal pulses difficult to palpate-


skin pink et warm with cap refill <3.   *Anytime you are unable to palpate a pulse in an 


extremity, you need to document other circulatory assessment data (skin color, temp, cap refill, 


presence or absence of edema, etc.)

Lungs:

Adventitious breath sounds noted in _________(specify specific location abnormal sounds 


heard, such as:  bilat. upper chest, bilat. bases, R anterior chest, L upper et lower lung fields, 


all lung fields, etc.) on inspiration (or expiration or both inspiration et expiration).;





Decreased breath sounds noted in bilat. bases (or R posterior lower lung field), etc.
Abdomen:
Decreased BS noted X 4 quads; Hypoactive BS in RLQ abd.; BS absent in LUQ abd.; etc.; 


Abd. distended c hypoactive BS X 4 quads; Abd. soft and round. reports tenderness in RLQ 


c palpation; etc.; Reports last BM _________.


Skin integrity:
Approx. 4 cm skin tear noted to L forearm c no redness or drainage noted at site.; Approx. 




dime-sized, fluid-filled blister noted to LLE; etc.


Behavior:
*Just remember, anytime you have a client who is exhibiting a negative behavior, you need to 




document supporting data, such as:  If document *anxious or *agitated on the flowsheet, need to 




provide support, such as:  Constantly pulling at sheets, frequently moving around in bed, 




tearful et asking multiple questions regarding scheduled procedure. or Voice raised c facial 




scowl noted, yelling at staff, States, “write pt. words”, etc.

Anything the client was not born with:

i.e.
If INT only:
INT intact to ________ (R or L hand, FA, AC, upper arm, etc.)  If central lines:CVC 




intact to R (or L) chest (or groin or neck).  PAC intact to R (or L) chest. PICC intact to R (or 




L) FA, AC, or upper arm.  Vas cath intact to R (or L) chest (or groin or neck).
If IVF’s:

IV (or CVC, PICC, or PAC) intact to _________, infusing _______(name solution) @ 


_____ mL/hr s difficulty.


If foley:
              Foley patent to BSD (bedside drain) or BSB (bedside bag) 



If telemetry:
Telemetry leads intact.


If dressings:
Drsg. D/I to _____________. (indicate specific location) 



If incision:
Sutures (or staples or butterfly strips) intact to _________ (specify location) c no surrounding 





redness or drainage noted.; _________ (location) incision c edges well approximated.  Slight 




redness 
noted c no present drainage @ site.  Will cont. to monitor.; etc.


If O2:

O2 in use.; O2 setup @ 2L BNC (or whatever it is), not in use at present.  Resp. even et 




unlabored (or no distress noted). Will cont. to monitor.


If condom



cath:

Condom cath intact, draining to BSD (or BSB).
If colostomy:
Colostomy pouch intact to R (or L) abd. c small (or moderate or large) amt. of _________ 



(consistency of  drainage), __________(color of drainage) noted.  Stoma pink and moist (or 


whatever color and moisture it was).  *Should always be pink or red and moist.


If compression:
SCD (or ALP, or whatever facility calls) boots in use bilat.; SCD boots set up-not in use at 



boots:

present.


If TED’s:
TED hose in use to bilat. LE’s. (Can specify if knee or high length—if only on one extremity, 




indicate which one)


If  Spenco 



boots:

Spenco boots in use bilat. *These are the blue pillow-type boots.


If NGT:
              NGT intact to R (or L) nare, connected to LIS (low, intermittent suction) or infusing 



              __________ (type of  formula) @ ____ mL/hr or clamped at present.

If peg or 



G-tube:
              Peg tube (or G tube or J tube) intact to R (or L) abd. c no redness or drainage noted from 




site or c drsg. D/I  or c _________(type of formula) infusing @ _____ mL/hr.
Emergency/PRN equipment at bedside:

i.e.
Suction set up at bedside.  Ambu bag at BS.  ___________(specify the type of pain med, such as 


Demerol, Morphine, or Dilaudid) PCA set up at BS.

***If PCA pump, need to note the number in red on the front of the pump with your morning assessment!  This number will be documented every 2 hrs. ---Your instructor will show you where to chart it!

Client complaints/concerns:

Chart any complaints/concerns your client has (problems with constipation, pain, nausea, appetite, itching, sleep, etc.; questions about treatment plan, discharge plans, etc.)  —if no complaints, may document: 



No complaints/concerns at this time; No complaints or voiced needs, etc.
Nurse response/treatment interventions:

Remember to document all interventions/treatments provided in a timely manner (accu checks, wound care, O2 sats, VS, suction, 
specimen collections, AM/personal care, etc.)  
***Need to document if your client refuses AM care (or any part of their treatment plan)!  


Refused (or declined) assist with AM care (or specify which parts of the AM care if did not refuse all of it).  


States, “write exactly what the patient said”, such as “I want to wait on my daughter to get here” or “I took a 


bath last night.  I don’t need another one” or “I want to wait on the doctor to see if I am going


home” , etc.  ***Just make sure anytime you use “ “ , it is exact words from the client —do not abbreviate!

***Anytime your client leaves and returns to the floor, it should be documented- your instructor will show you where to document
Off floor via bed (or W/C, or stretcher) to ___________(indicate which dept. going to).  If client is on 
telemetry monitor, also must include whether pt. left c or s telemetry, i.e. Off floor via bed to GI lab off telemetry 
(or on telemetry).  ***A client should have a doctor’s order to leave the floor without telemetry, so always check 
with your nurse before removing it!  Also, call number for monitor tech and let them know that your client is being 
taken off to go for testing!


If you were not aware when or where your client was taken, you can check the computer tracking system for pt. or 

the “ticket” on client’s chart--- Then you would document:


Noted off floor in GI Lab (or wherever they went).  You should not say how the client was transported if 

you did not see them.

Returned to room via bed.  No complaints (or state their complaints if present).  If went off telemetry 

when left, chart, Telemetry leads placed, ___________. (call monitor tech for current reading to make 

sure connected correctly and document rhythm).


If you did not see or were not aware of when the pt. came back, you would document something like:


Client back from GI Lab.  No voiced complaints or needs. (or whatever applies)

***When documenting on the client’s chart, there are certain things you MUST document every 1, 2, and 8 hours, etc.

Your instructor will assist you with narrative/annotated charting of procedures or others items as needed!  
Remember—
DON’T put anything in the narrative/annotated note on the client’s chart until it has been approved by the instructor or the nurse assigned to care for that client.
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