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Course Description

Master medical documentation and content skills for improved healthcare communication. Learn methods to
illustrate actions and reduce liability.

How to Use This Guide

This is a condensed, high-yield reference. Skim the key terms and the quick-reference tables, confirm you can
explain each high-yield point, then read the section summaries to spot any gap. Return to the on-site lesson for
full detail, and attempt the post-test cold. Passing score: 90%.

Key Terms at a Glance

Documentation the objective, timely record of assessments,
interventions, and patient responses in the medical
record.

Objective Charting recording observable facts and measurements rather

than opinions or assumptions.

Electronic Health Record the digital chart, corrected only through the amendment
function and never by deletion.

Incident Report a variance record kept separate from the medical
record and never cross-referenced within it.

Site Assessment the charted evaluation of a VAD site every shift or
every 8 hours, documenting normal and abnormal
findings.

Amendment the formal method for correcting an EHR entry while

preserving the original record.

HIPAA the federal standard protecting the confidentiality of
patient health information.

Blood Return confirmation of intravascular catheter placement,
documented at insertion and during site assessment.

High-Yield Points

» Learning Objectives Upon completion of this module, the clinician will be able to: Explain the legal and
clinical significance of accurate medical documentation. Apply the core principles of documentation to
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peripheral IV therapy care. Document IV insertion, ongoing assessment, complications, and removal per
INS 2024 Standards. Correct documentation errors appropriately in both paper and electronic records.
Maintain HIPAA compliance while documenting patient information. Recognize common documentation
errors and their legal implications.

* Legal Principle: "If it wasn't documented, it wasn't done." In legal proceedings, undocumented care is
treated as care that never occurred. Complete, accurate, and timely documentation is your single best
defense against a liability claim, and it is inseparable from the care itself.

* Essential Documentation Elements for 1V Insertion Date and time of insertion Type and gauge of the
catheter inserted Length of the catheter, if applicable Anatomical insertion site (vein name and location,
e.g., right forearm cephalic vein) Number of insertion attempts, including unsuccessful attempts and their
sites The patient's skin condition at the insertion site Confirmation of blood return and patency on flush
Securement method used Dressing type applied The patient's tolerance of the procedure Clinician name
and credentials

* Clinical Pearl Describe the site by vein and landmark, not by limb alone. "Right forearm cephalic vein,
mid-forearm" tells the next clinician exactly what to assess and where; "right arm" does not. Specificity in
the insertion note pays off at every subsequent assessment and at removal.

* INS 2024 Standard 11 Requirement VAD sites must be assessed and documented at regular intervals
based on patient condition and facility policy, typically every shift or every 8 hours in inpatient settings.
Frequency increases with risk factors, irritant or vesicant infusions, altered mental status, or any evolving
complication.

» Poor Documentation "IV inserted in right arm" "Site looks okay, no problems" "Patient complained about
the IV" "2 attempts" "Dressing applied" Documented 4 hours after insertion

» Critical: Complications must never be downplayed or omitted. Objective, detailed documentation of a
complication protects the patient and the clinician; a missing or minimized note does the opposite. Failure
to document a recognized complication, and the response to it, is a frequent basis for liability findings.

» Never do the following Falsifying records — documenting care that was not provided. Charting in advance
— documenting before care is actually given. Altering records — making changes without the proper
correction procedure. Using correction fluid (whiteout) — prohibited in paper records. Leaving blank spaces
— draw a single line through any unused space. Using unapproved abbreviations — use only
facility-approved abbreviations. Documenting for someone else — each clinician documents their own care.

» Key References INS 2024 Standard 11: Documentation — establishes comprehensive documentation
requirements across infusion nursing practice, including VAD insertion, assessment, complication
management, and removal. CMS Conditions of Participation, 42 CFR 482.24 — Medical Record Services;
requires complete, accurate, and timely medical documentation in all healthcare settings. HIPAA Privacy
Rule, 45 CFR Parts 160 and 164 — protects all patient health information and governs its access, use, and
disclosure. The Joint Commission Documentation Standards — standards for documentation completeness
and accuracy in accredited healthcare organizations.

» Key Take-aways Documentation is part of care, not paperwork about it; if it wasn't documented, it wasn't
done. Every entry should be accurate, timely, complete, legible, objective, and confidential. For insertion,
chart the vein and landmark, gauge, attempts, blood return, securement, dressing, tolerance, and your
credentials. Assess and document VAD sites every shift or every 8 hours, and more often with risk factors;
chart normals as carefully as abnormals. Document complications objectively and immediately, including
measurements, the patient's exact words, provider notification, and reassessment. Correct paper errors
with a single line, "error," the correction, and your initials; correct EHR errors through the amendment
function, never by deletion. Keep incident reports separate from the medical record and never
cross-reference them.
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Quick-Reference Tables

Document only what actually occurred; never assume,

Accurate

Timely

Complete

Legible

Objective

Confidential

IV Insertion

Shift Assessment

Complication Detection

Catheter Removal
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estimate, or guess.

Document as close to the time of care as possible;
real-time or point-of-care is best.

Include every required element so the record stands on

its own.

Must be readable by every member of the team;
illegible notes are effectively no notes.

Record facts, measurements, and observations, not
opinions or judgments.

Protected by HIPAA; shared only with those authorized
and with a need to know.

Timing of Documentation Key Elements

Immediately after the procedure
Every shift or every 8 hours per
policy

Immediately upon observation

Immediately after removal

Date, time, site, gauge, attempts,
blood return, dressing

Site appearance, patency, dressing
condition, complications

Obijective findings, measurements,
provider notification, interventions

Date, time, reason, catheter
condition, site condition,
hemostasis
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Section-by-Section Summary

The key idea of each lesson section, condensed to the essentials. Use it to review fast and spot any gap before
the post-test.

PIV110: Documentation
Continuing Education | Vascular Access & Consulting | Aligned to INS 2024 (9th ed.)

1. Why Documentation Matters

Documentation is the written, legal record of everything that occurs during patient care. It is not paperwork that
follows the real work; it is part of the clinical work.

In peripheral IV therapy, documentation serves several critical purposes at once:
* Provides a legal record of the care that was delivered.
* Facilitates communication among every member of the healthcare team.
* Supports continuity of care across shifts, units, and providers.
» Demonstrates compliance with professional standards and regulations.
* Protects the clinician in the event of a liability claim or board inquiry.
* Supports accurate billing and reimbursement.
 Enables quality improvement, infection surveillance, and device-performance tracking.

The reverse is equally true: documentation that is sloppy, vague, contradictory, or late can create liability even
when the hands-on care was excellent. A defense attorney cannot argue from a blank space, and a jury cannot
see the diligence that was never charted.

2. Core Principles of Documentation

All healthcare documentation, regardless of setting or format, must satisfy a set of fundamental principles. Each
principle maps directly to a way a record can fail in practice.

These principles are not independent boxes to check; they reinforce one another. An entry can be accurate yet
useless if it is illegible, or complete yet indefensible if it is subjective.
3. What to Document for IV Insertion

Per INS 2024 Standard 11: Documentation , the following elements must be recorded for every peripheral IV
insertion. Together they let any subsequent clinician understand exactly what was placed, where, and how it
was tolerated, without having to ask.

Recording the number of attempts deserves emphasis. It is not a personal report card; it is a patient-safety and
vessel-preservation data point.
4. Documentation Timing Requirements

The following table outlines when specific documentation must occur under INS 2024 Standards. The unifying
theme is immediacy: the closer the note is to the event, the more accurate and more defensible it is.

When real-time documentation is not possible, a late entry is the correct remedy. A late entry clearly labels itself
as such and records both the actual time the care occurred and the time the entry was made.

5. Ongoing IV Site Assessment Documentation
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Every shift assessment of an IV site must be documented. Per INS 2024 Standard 11 , assessments occur at
regular intervals, typically every shift or every 8 hours in inpatient settings, and more frequently when the
patient's condition, the infusate, or an emerging complication warrants it.

* Date and time of the assessment.

» Site appearance: absence or presence of redness, swelling, drainage, or tenderness.
« Catheter patency: flushes without resistance, blood return present.

« Dressing condition: intact, clean, and dry.

» Securement device condition.

» Any complication noted and the actions taken in response.

* Patient complaints related to the IV site, in the patient's own words.

Note that a normal assessment must be charted with the same care as an abnormal one. "Site intact, no
erythema, edema, or drainage; dressing clean, dry, intact; catheter flushes freely with positive blood return" is a
defensible normal note.

6. Comparison: Good vs. Poor Documentation

The difference between defensible and indefensible documentation is rarely effort; it is specificity and
objectivity. The examples below describe the same care documented two ways.

Good Documentation
* "22G peripheral 1V inserted into right forearm cephalic vein, mid-forearm"

« "Site intact, no erythema, edema, or drainage. Dressing clean, dry, intact. Catheter flushes freely, blood
return present"

« "Patient states 'slight pain when | bend my arm but no pain at the site™

* "2 attempts: 1st attempt left forearm, unsuccessful; 2nd attempt right forearm, successful on first stick"
* "Transparent sterile dressing applied and secured with 1-inch tape”

» Documented immediately at 14:30; insertion occurred 14:28

The strong versions share three traits: they name specifics (vein, gauge, measurements), they quote the patient
rather than paraphrasing a judgment, and they are timed to the event. Adopting these three habits transforms
most notes from vulnerable to defensible.

7. Documenting Complications

When a complication occurs, documentation must be thorough, objective, and immediate. This is where the
record most directly protects both patient and clinician, and where vague charting does the most harm.

» Document the complication observed (e.g., redness, swelling, pain, leaking).

« Use objective measurements whenever possible (e.g., "2 cm area of erythema noted at the insertion
site").

» Document the patient's complaints using their exact words in quotation marks.

» Document every action taken in response, in sequence.

» Document provider natification: include the provider's name, the time, and exactly what was reported.
» Document the orders received and the actions completed.

» Document the patient education provided.
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» Document the reassessment after the intervention and the patient's response.

8. Documenting Catheter Removal

Removal is a discrete clinical event with its own documentation requirements. When a peripheral catheter is
discontinued, record the following immediately:

+ Date and time of removal.

» Reason for removal (e.g., therapy complete, complication, no longer clinically indicated).

« Condition of the catheter on removal, including that it was intact and its length.

* Site condition at the time of removal.

» Hemostasis achieved: pressure applied, bleeding stopped.

* Dressing applied after removal.

« Patient tolerance of the procedure.
Confirming and charting that the catheter was removed intact is not a formality. If a catheter fragment were
retained, the removal note becomes the pivotal record establishing what was assessed at the time.
9. Common Documentation Errors to Avoid

Charting in advance deserves particular caution in infusion practice. Pre-charting an assessment or a flush that
has not yet been performed feels efficient, but if the patient's condition changes before the task is done, the
record now contains an outright falsehood.

10. How to Correct a Documentation Error

Paper Records

In paper records, corrections must follow a specific process that preserves the legal integrity of the original
document. The original entry must always remain readable, because obscuring it can look like an attempt to
hide something.

* Draw a single line through the error so the original entry remains readable.
 Write "error" above or beside the crossed-out text.

* Write the correct information.

» Add the date, time, and your initials or signature.

» Never use whiteout and never fully obliterate the original entry.

Electronic Health Records (EHR)

In an electronic health record, corrections are made through the system's amendment or addendum function,
which preserves the original entry along with a timestamp and the identity of the person making the change.
The original is never deleted; the amendment is layered on top, creating a transparent audit trail.

11. HIPAA and Documentation Confidentiality

The Health Insurance Portability and Accountability Act (HIPAA) protects all patient health information (PHI).
Confidentiality is a documentation principle, not a separate rule, because the record is PHI.

* Access to patient records limited to those with a legitimate need to know.
» Computer screens positioned so patient information is not visible to unauthorized viewers.

» Paper records secured when not in use.
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» No discussion of patient information in public areas such as elevators or hallways.

» Awareness that violations can carry civil and criminal penalties (up to $100,000 per violation depending on
culpability).

For the mobile and home-infusion clinician, confidentiality extends beyond the facility walls. Documentation
completed on a tablet in a patient's home, notes carried between visits, and any transmission of PHI must all
meet the same standard as documentation completed at a hospital workstation.

12. Incident Reports and Variance Reports

When an adverse event, near miss, or unexpected outcome occurs, an incident or variance report is completed
in addition to the medical-record documentation. The two serve different purposes and must be kept separate.

* Incident reports are separate from the medical record.

* Do not reference the incident report anywhere in the medical record.

» Document the clinical facts of the event objectively in the medical record.

* Incident reports support quality improvement, not punishment.

» Complete the report as soon as possible after the event, while details are fresh.

The reason the medical record never references the incident report is that the incident report is an internal
quality document, often protected from discovery, whereas the medical record is a patient-care document.
Cross-referencing the two can jeopardize the protected status of the incident report and blur the line between
clinical care and quality analysis.

13. INS 2024 Standards and Regulatory References

Key Terms

» Documentation : the objective, timely record of assessments, interventions, and patient responses in the
medical record.

* Objective Charting : recording observable facts and measurements rather than opinions or assumptions.

» Electronic Health Record : the digital chart, corrected only through the amendment function and never by
deletion.

« Incident Report : a variance record kept separate from the medical record and never cross-referenced
within it.

* Site Assessment : the charted evaluation of a VAD site every shift or every 8 hours, documenting normal
and abnormal findings.

» Amendment : the formal method for correcting an EHR entry while preserving the original record.

» HIPAA : the federal standard protecting the confidentiality of patient health information.

* Blood Return : confirmation of intravascular catheter placement, documented at insertion and during site
assessment.
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Concepts Tested on the Post-Test

Each item is a topic the post-test probes. Exact wording may differ; the underlying concept is what you must be
able to reason through. If any feels unfamiliar, revisit that section above.

. What is the fundamental legal principle of healthcare documentation?

. Which of the following is NOT a core principle of documentation?

. Per INS 2024 Standards, how often must VAD sites be assessed and documented in inpatient settings?
. When documenting a complication, which approach is MOST appropriate?

. What should be included when documenting provider notification about a complication?

. How should a documentation error be corrected in a paper record?

. Which law protects patient health information documented in medical records?

. What must be documented when a peripheral IV catheter is removed?

© 00 N o o0~ W N P

. What is 'charting in advance'?

10. Which CMS Condition of Participation governs medical record documentation?

11. When documenting an IV insertion, which anatomical description is MOST appropriate?
12. What should a nurse do with unused space on a paper documentation form?

13. Anincident report is filed after a patient's IV infiltrates. What should the nurse document in the medical
record about the incident...

14. Who is responsible for documenting the care provided to a patient?

15. What does 'objective documentation' mean?

16. Which of the following is an example of objective documentation?

17. What is the primary purpose of incident/variance reports?

18. In electronic health records, how are documentation errors corrected?

19. HIPAA requires that access to patient records be limited to:

20. Which of the following must be documented at the time of 1V insertion per INS 2024 Standards?
21. What is the INS 2024 Standard number that specifically addresses documentation?

22. A nurse realizes she forgot to document an IV insertion from two hours ago. What should she do?
23. Which of the following describes 'falsification of medical records'?

24. When a patient makes a complaint about their IV site, how should it be documented?

25. What must always be included at the end of any documentation entry?

© Vascular Access & Consulting (VAC). For continuing-education use only. Not a substitute for clinical judgement or institutional
policy.
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