
Improving eMR Documentation 
of Nursing Plan of Care to improve SWSLHD’s 

After-Hours Palliative Care Service
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Target State: SMART Goal

Increase the percentage of patients with a 
suggested plan of care that has:

1. been documented in the Nursing 

Plan of Care folder of eMR

2. the PROMSNAME elements 

3. a follow-up management plan

from 20% to 40% by July 30 2021.
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Key Drivers
Key areas of focus from fishbone:
• Standardisation of documentation requirements for 

community palliative care patients
• Education for nursing staff



Baseline

Average of 9 patient calls per week
Baseline average of correct documentation was 20% for these patients
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Internal communication: CHN Nursing Executive, 
PC Specialist Community Nurses, PCU staff

Presentation at SWSLHD 
Pall Care monthly 

education sessions and 
email out to PC Nurses, 

CNEs and NUMs and 
specialist community 
nurses at all five site  
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% of patients with a suggested plan of care documented in the Nursing Plan of Care 
folder and containing the PROMSNAME elements with a follow up management plan

Secondary Measure Primary Measure Process Mean Target

What were we looking for?

1. Location: Plan of care is located in Nursing Plan of Care Folder
2. PROMSNAME: Evidence of PROMSNAME assessment
3. Management plan: Evidence of personalised plan for each patient



Interventions

EMR folder 
location guide

EMR 
Documentation

guideline



Results

8 11 13 5 8 8 10 7 8 5 11 5 4 9 15 10 5 9 8 12 15 6

Communication to 
key stakeholders

Education 
campaign

Documentation guidelines 
launched
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Additional Results
Development of new Guidelines:

1. Community Nursing EMR 
Documentation Location Guideline

2. Palliative Care and Community Health 
Nursing Documentation Guideline

3. PCU Nurse After Hours Phone Call 
Documentation Guideline

4. PEACH RN Documentation Guideline



Institutional Impact
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Total referrals FY 2020/2021: 

3, 455

Improvement for all community Palliative Care patients 



Sustainability

Interventions to sustain Owner Sustain method and frequency Report to

EMR Documentation Guide
Senior 

palliative care 
nurse 

Senior palliative care nurse will review documentation 
guide results and share them with nursing team in huddle 

once a month
Nursing 

executive

Embedding documentation 
guide into practice

Senior 
palliative care 

nurse 

Introduce new staff to documentation guide at orientation 
and also provide ongoing education

CNE & 
NUM

“Snapshot” auditing
Senior 

palliative care 
nurse 

Audit of notes during palliative care primary and 
community health multidisciplinary case reviews

NUM & 
nursing 

executive



• Improving documentation at the transfer of care Reviewing 
documentation in the acute setting 

• Reviewing documentation by specialist palliative care acute settings

• Expanding education/awareness into other departments (e.g. ED)

12

Key learning points
• Small changes can result in BIG improvements

• Health professionals from across services will get behind QI 
initiatives if they can see its value and impact

• A better understanding of why previous QI projects have not 
been successful

Next steps:


