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DIAGNOSTICS

Better Notes, Better Care
Improving Documentation in the Children’s Assessment Unit 

BACKGROUND

Incomplete patient records are a common issue in the 
Children’s Assessment Unit. Important information 
such as diagnosis, treatment plan, and follow-up may 
be missing or documented late. This leads to 
communication gaps between doctors, nurses, and 
ward clerks, causing delays during re-admissions and 
interruptions in care. The issue is more noticeable 
during busy shifts. It can also carry medico-legal risk.
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Incomplete patient records in 
the Children’s Assessment 
Unit can delay patient care 

and increase the risk of 
errors. They also cause 

frustration and confusion for 
families when there is no 

clear discharge summary or 
documented plan.
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Aim
Improve completed documentation on Children’s Assessment Unit from 2 out of 10 to 6 out of 10 by 
March 2026.

Chosen measure
Scoring system was used to assess completion of documentation.
- 0 = no documentation in the patient record
- 1 = partial completion of documentation
- 2 = all required sections of the record completed

Inclusions 
All patients who have already been discharged from the Children’s Assessment Unit.
Exclusions
Patients who are still admitted to the Children’s Assessment Unit and receiving ongoing management.
Sampling method and frequency 
Weekly review of patient records for completion of documentation

• Use a brief clerking completeness checklist.

• Email reminders for doctors who haven’t completed the documentation.

• Encourage “document as you go.”

• Keep one computer as a dedicated documentation station.

• Have a short SHO–Reg review huddle.

• Use a small communication board to reduce interruptions.

• Complete and print discharge summaries before the patient leaves.

• Allow brief protected time for documentation at the end of the shift.

• Auto-populated clerking fields.

• “Documentation Due” list on the CAU board.

• Standard time aim for completing clerking.

• Brief “no interruption” period for notes with “signs”.

• Rotational flow coordinator to monitor documentation.

• Colour sticker for patients awaiting discharge documentation.

• Short training refreshers on documentation.
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