
Documentation
CONDUCT COUNTS!

“Professionalism” or professional 

conduct is a term o�en used to 

describe the behaviours that are 

expected of individuals who hold 

a certain role in society.  A 

“professional” is typically 

someone who has obtained 

skills that are recognized as 

requiring specific, intensive 

training and who applies 

those skills in a posi�on  

impac�ng others (e.g., 

engineer, lawyer, RT, PT, 

MD, etc.).  Professionals are 

o�en held to moral, ethical 

and legal standards 

because of this 

poten�al impact.

PROFESSIONALISM

Unfortunately, the pa�ent passed away the following week. Two months later, the CRTO received 
a complaint regarding Bill.  In the complaint, it was alleged that Bill had failed to inform and receive 
consent from the family of the pa�ent, (one of whom was the Power of A�orney (POA)), prior to 
ini�a�ng invasive ven�la�on. 

As part of the mandatory follow-up done by the CRTO, an inves�ga�on was launched into the 
conduct of Bill.  Bill’s co-workers were interviewed, but they could not shed any light on what 
occurred, as they were not in the room when Bill spoke to the POA.  The pa�ent’s family members 
(including the POA) were interviewed, and they recalled that Bill briefly men�oned proceeding 
with different treatments, but no specifics were provided, nor did he ask for the POA’s consent to 
perform the procedure.  CRTO inves�gators then combed through the health records of the pa�ent, 
and to their surprise, there was no documenta�on regarding the conversa�on with the family or 
any documenta�on regarding the choice the POA made about the care of the pa�ent. Only the fact 
that the interven�on occurred was captured. 

Bill was given an opportunity to respond.  However, as the interven�on and conversa�on had 
occurred almost a half year back, and given the busy nature of the hospital, he had seen hundreds 
of pa�ents since that day.  He could not recall what occurred on that specific date. 

At the conclusion of the inves�ga�on, mul�ple family member witnesses stated that they were 
not advised of treatment op�ons. Further, there was no documenta�on in the pa�ent’s chart to 
indicate a conversa�on had occurred with the family. As such, a Panel of the Inquiries, Complaints 
Commi�ee (who are tasked with deciding the merits of a complaint), concluded that Bill did not 
meet the Standards of Prac�ce by failing to inform the family of treatment op�ons and for not 
obtaining consent from the POA.  As a result, Bill was ordered to complete a remedia�on program 
related to documenta�on, submit an essay on the importance of consent to treatment and 
communica�on with pa�ent family, and to appear before the Panel to be cau�oned about what 
had occurred. 

RESULTS

Bill is an RT at a busy hospital.  Bill loves the fast paced environment.  However, from the start 
of the Pandemic, Bill’s hospital has go�en even busier.  Bill didn’t mind, as he was proud to be 
pla        ying such a vital role in caring for his community.  He was up for the challenge!

However, as the Pandemic con�nued month a�er month, the demands on Bill were becoming 
hard to manage. One par�cular challenge for Bill was documen�ng a�er providing interven�ons 
on pa�ents. Bill felt that he was always being called to the next pa�ent and did not have �me.   
Bill a�empted to adapt by making his own rule to speed up his char�ng.  He would only document 
what he personally assessed to be important. He stopped abiding by the char�ng requirements 
of the hospital and the CRTO.  Bill figured there was no harm, as he was capturing the most 
important items. 

However, as a few more months went by, Bill’s personal assessment of what was important 
started to became more and more laxed.  On one par�cular day, Bill didn’t document a vital 
conversa�on he had with a pa�ent’s family about what the next steps would be in the care of 
the pa�ent. This conversa�on included the family consen�ng to ini�a�ng invasive ven�la�on on 
the pa�ent, who was unconscious at the �me. 

SCENARIO



Documentation

CONDUCT COUNTS!

CRTO Standards of Prac�ce

BOTTOM LINE

Consider the following standard statements from the CRTO Standards of Prac�ce:

Standard 7: Documenta�on & Informa�on Management:

 Respiratory Therapists (RTs) must maintain complete, clear, �mely, objec�ve, and accurate documenta�on to support 
 the con�nuity, quality, and safety of pa�ent/client care. 

 Performance Requirements: 
  a.) Document all pa�ent/client contacts in a �mely manner in the pa�ent/client health record in 
        the form and manner required by both the regulatory body and the employer. 

  b.) Make appropriately detailed, accurate, legible, and clear entries in the pa�ent/client health 
        record (e.g., ini�al assessments, informed consent, status, interven�ons and responses, and 
        follow-up /discharge plans). 

  c.) Include the date, �me, and their iden�fiable signature (e.g., hand-wri�en, electronic) with 
        protected professional �tle/professional designa�on on all documenta�on in the pa�ent/client 
        health record. 

  g.) Comply with legisla�ve, regulatory, and employer requirements related to record reten�on 
        and disposal. 

Always make �me for char�ng!  Not only is it best prac�ce and helps with pa�ent safety, but in this situa�on, it could have 
helped provide clarity to what exactly happened during Bill’s conversa�on with the Pa�ent’s POA and family.  Documen�ng 
as soon as possible, in the context of an inves�ga�on, is seen as being contemporises to the event.   It can be relied on to 
be a more accurate representa�on of interven�ons and conversa�ons than someone’s recollec�on of that same event a 
half year later.  A part of effec�ve communica�on with pa�ents and their families is to document the conversa�ons, especially 
when consent to specific types of treatment is given.  Remember, don’t just document interven�ons, the CRTO reminds you 
that all pa�ent contact should be document.   If you didn’t document it, as far as we know, it didn’t happen!

RESOURCES


