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Summary 

A staff educational quality improvement initiative aimed at enhancing the 

knowledge and accuracy of acute care nurses and patient care technicians (PCTs) in vital 

sign documentation was the focus of the doctoral project. Gaps in vital sign obtainment 

and electronic health record (EHR) documentation were identified through organizational 

serious safety event reviews, highlighting risks to patient safety and clinical decision-

making. The project addressed the question of whether, in the inpatient hospital setting, a 

staff educational training program for acute and critical care nurses improves their 

knowledge of accurate vital sign documentation in the EHR. 

I analyzed pre- and posttest assessments and program evaluations using 

descriptive statistics and comparative review to measure participants’ knowledge gains, 

confidence, and potential documentation improvements. Findings demonstrated enhanced 

knowledge which could improve clinical judgment, consistency, and confidence in vital 

sign documentation, while identifying barriers, such as workload and equipment 

limitations. Major products included structured educational sessions; supporting 

materials; and recommendations for refresher training, expansion to all units, and EHR 

workflow optimization. The project reinforces evidence-based nursing practice; promotes 

safe and standardized care; and supports positive social change by ensuring equitable, 

high-quality care across patient populations. 
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Background 

Serious safety events at a Level 2 trauma center in Central Texas are reported 

through the organization’s event reporting system. In a review of 121 serious safety 

events for Fiscal Year 2025 (July 1, 2024 – June 30, 2025), 39 events mentioned gaps in 

vital sign documentation and/or reassessment of vital signs. In one example, a patient 

experienced hypotension, and a rapid response was initiated. During a review of the 

patient’s EHR, no respiratory rate (RR) was documented or were vital signs obtained 

during the rapid response documented in the appropriate section of the EHR. A patient 

experiencing leg weakness had orders for vital signs and neurovascular checks every 4 

hours.  

Clinical cues, such as blood pressure, heart rate, RR, and temperature, are used by 

healthcare providers to assist in identifying patients with deteriorating conditions (Burdeu 

et al., 2021). Nurses require the knowledge of how to interpret, synthesize, and escalate 

patient care based on assessing their patients’ vital signs (Considine et al., 2024). Nurse 

education was needed to reinforce the importance of following provider orders and unit 

policy for vital sign assessment and documentation, along with documenting vital signs 

obtained during a rapid response or Code Blue in the appropriate section of the EHR.  

Project Question and Purpose 

 This staff educational project addressed the following question: In the inpatient 

hospital setting, does a staff educational training program for acute and critical care 

nurses improve their knowledge about the accuracy of vital sign documentation in the 

EHR? Accurate documentation of vital signs is essential for timely clinical decision-

making, early identification of patient deterioration, and effective communication among 
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the interdisciplinary care team. Despite its importance, variations in practice and 

knowledge gaps may result in incomplete or inaccurate EHR documentation, placing 

patient safety at risk. In the staff educational project, I proposed the implementation of a 

structured staff education program focused on obtaining vital signs per provider order or 

unit routine and accurately documenting a complete set of vital signs in the EHR. The 

effectiveness of the education was evaluated using pre- and posttest knowledge 

assessments to measure changes in nurses’ knowledge and guide recommendations for 

sustaining accurate vital sign documentation practices within the inpatient setting. 

Supporting Evidence 

 I conducted an evidence-based practice review to evaluate whether a staff 

educational training program improved acute and critical care nurses’ knowledge of 

accurate vital sign documentation in the EHR. A search of the databases in the Walden 

University Library yielded 188 relevant articles, of which 24 met inclusion criteria. I 

appraised these articles using the Johns Hopkins Evidence-Based Practice Model for 

nursing and healthcare professional’s appraisal tools (see Dang et al., 2021). Eighteen 

studies were rated as high quality and six as good quality. The evidence levels included 

14 Level V studies, seven Level III studies, two Level II studies, and one Level IV study. 

Overall, the body of evidence demonstrates moderate to strong strength, supported by 

systematic and scoping reviews, quality improvement initiatives, quasi-experimental 

studies, and observational analyses, with consistent findings across clinical settings. 

 Strong evidence from systematic reviews and large observational studies indicates 

that incomplete or inconsistent vital sign documentation, particularly respiratory rate and 

oxygen saturation, limits early recognition of patient deterioration. While heart rate, 
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blood pressure, and temperature are most frequently documented, respiratory rate is often 

omitted despite being one of the strongest predictors of mortality and adverse events 

(Burdeu et al., 2020; Considine et al., 2023; Schnock et al., 2021). Retrospective analyses 

demonstrated that increased respiratory rate documentation and contextual nursing 

comments are associated with inpatient mortality, suggesting that accurate and complete 

documentation reflects clinical concern (Schnock et al., 2021). The body of evidence is 

rated strong, supporting focused education on accurate and complete vital sign 

documentation. 

 Moderate-quality evidence demonstrates that targeted EHR education improves 

nurses’ documentation knowledge, proficiency, and compliance. A quasi-experimental 

study by Ju and Jeong (2025) showed that practice-oriented EHR education significantly 

enhanced new nurses’ documentation skills, with authors recommending refresher 

training to sustain gains. Multiple quality improvement and audit-based studies further 

support this finding, showing that standardized templates, targeted education, and audit-

feedback mechanisms reduce documentation burden while improving accuracy and 

compliance (Brima et al., 2021; Bunting & de Klerk, 2022; Jedwab et al., 2022; Phillips 

& Baur, 2021). Collectively, the findings provide moderate-to-strong evidence that 

structured staff education positively influences nurses’ documentation knowledge and 

practices. 

 Scoping reviews and case studies provide moderate evidence that documentation 

burden and manual data entry contribute to omissions in vital sign documentation, while 

workflow-aligned policies and EHR optimization improve efficiency and accuracy 

(Gonzalez et al., 2025; Lowry et al., 2022; Panganiban et al., 2025). Evidence from 
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expert opinion and program evaluations supports the use of adult learning principles, 

experiential learning, multimodal delivery, microlearning, just-in-time education, and 

gamification to enhance knowledge retention and engagement among nurses (Dacanay et 

al., 2021; Harper, 2025; Higgins, 2024; Jang, 2022; Joseph et al., 2023). Although largely 

nonexperimental, these findings are consistent and contextually relevant, contributing 

supportive evidence for educational design. 

Staff Education Project Development 

The staff education project involved nurses and PCTs from six acute care and 

critical care units within the project site hospital. Participants included all registered 

nurses and PCTs working on these units who were responsible for obtaining and 

documenting vital signs in the EHR. To meet organizational requirements, participants 

were provided with information regarding voluntary participation in a project conducted 

at the institution (see Appendix A).  

The project procedures began with coordination with nurse managers to introduce 

the educational initiative and schedule time on preexisting unit staff meetings to deliver 

the education project. During the unit staff meetings, nurses and PCTs viewed a 

PowerPoint presentation (see Appendix B) accompanied by a supplemental educational 

flyer (see Appendix C) that highlighted best practices for accurate vital sign 

documentation. Prior to the education, participants completed an electronic pretest via 

Google Forms to assess their baseline knowledge (see Appendix D). It was important that 

demographic information was collected from the participants because identifying the 

units in which respondents worked helped contextualize the findings and determine 

whether unit-based factors influenced vital sign documentation practices. Following 
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completion of the educational sessions, participants completed an electronic posttest that 

included the same items reflected in the pretest to evaluate their knowledge acquisition. 

At the end of the posttest items to assess the program’s effectiveness were incorporated. 

Results 

I conducted three staff education sessions during scheduled unit staff meetings for 

three acute care units. A total of 68 associates, including registered nurses and PCTs, 

attended the education sessions. Attendance varied by unit, with 30 associates attending 

the 3rd floor staff meeting, 20 associates attending the 4th floor staff meeting, and 18 

associates attending the 5th floor staff meeting. The critical care unit staff meeting was 

cancelled on the day of the scheduled session; therefore, they did not receive the 

education during the implementation period. 

Twenty-five acute care nurses and PCTs from the 3rd, 4th, and 5th floor 

completed the pretest questionnaire, and 25 nurses and PCTs completed the posttest 

questionnaire and program evaluation. Overall, the results demonstrated strong baseline 

knowledge with measurable improvements in knowledge, about the accuracy of vital 

signs documentation, which could lead to participant consistency, confidence, and 

documentation improvement following the educational intervention (see Table 1). 

Regarding knowledge of required vital signs, 100% of respondents (N = 25) 

correctly identified heart rate, respiratory rate, blood pressure, temperature, and oxygen 

saturation as required per organizational policy on both the pre- and posttest assessments 

(see Table 1). The finding indicates that foundational knowledge of required vital sign 



7 

components was maintained throughout the intervention period comprised of delivering 

the staff educational program. 

On the pretest, 88% (n = 22) correctly identified the minimum frequency for 

routine vital sign monitoring in stable acute care patients as every 4 hours, with some 

respondents appropriately indicating that monitoring may also occur per provider order. 

Posttest responses demonstrated improved consistency, 96% (n = 24) selecting every 4 

hours and/or per provider order (see Table 1). 

Participants demonstrated strong recognition of policy-driven clinical scenarios 

requiring prompt vital sign assessment. More than 90% of respondents (n = 23) correctly 

identified that vital signs should be obtained and documented immediately upon arrival 

following patient transfer from another care area, new-onset chest pain, and return to the 

unit after surgery (see Table 1). For blood transfusion monitoring, 92% of participants (n 

= 23) correctly identified required assessment intervals, including pretransfusion, 15 

minutes after initiation, and immediately posttransfusion. 

Knowledge related to documentation location for vital signs obtained during a 

critical response or Code Blue improved following the intervention. Pretest responses 

demonstrated variability in identifying appropriate EHR documentation pathways. 

Posttest results showed improved alignment, with 88% of participants (n = 22) correctly 

identifying appropriate documentation locations, such as Compass Interactive View or 

the Resuscitation Record (see Table 1). 

Regarding recognition of clinical deterioration, 84% of respondents (n = 21) 

correctly identified respiratory rate, heart rate, blood pressure, and oxygen saturation as 

the most sensitive indicators of patient decline (see Table 1). Additionally, when 
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automated respiratory rate monitoring was unavailable, 92% of participants (n = 23) 

correctly identified manual counting and documentation as the appropriate action. 

Self-reported confidence improved following the educational intervention. On the 

pretest, approximately 56% of participants (n = 14) reported being very confident in 

recognizing when additional vital signs were needed outside of routine monitoring. 

Posttest results demonstrated a notable increase in confidence, with approximately 84% 

of participants (n = 21) reporting being very confident. (see Table 1). 
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Table 1 

Pre- and Posttest Outcomes: Vital Sign (VS) Documentation Education 

Outcome measure Pretest results Posttest results Change/interpretation 

Correct identification of required 

VS (HR, RR, BP, Temp, SpO₂) 

100% (25/25) 100% (25/25) High baseline 

knowledge maintained 

Correct routine VS frequency for 

stable acute care patients (every 4 

hours/per provider order) 

88% (22/25) 96% (24/25) Improved consistency 

and policy alignment 

VS obtained immediately after 

transfer, chest pain, or post-op 

arrival 

92% (23/25) 100% (25/25) Reinforced situational 

policy knowledge 

Correct blood transfusion VS 

timing (pre, 15 min, post) 

92% (23/25) 96% (24/25) Improved accuracy and 

confidence 

Correct documentation location for 

CRT/Code Blue VS 

68% (17/25) 88% (22/25) Notable improvement 

in EHR navigation 

knowledge 

Correct action when RR not 

captured electronically (manual 

count) 

92% (23/25) 96% (24/25) Reinforced best 

practice 

Recognition of most sensitive 

indicators of deterioration (RR, 

HR, BP, SpO₂) 

84% (21/25) 92% (23/25) Improved clinical 

judgment 

Self-reported “Very Confident” in 

recognizing need for additional VS 

56% (14/25) 84% (21/25) Meaningful increase in 

confidence 

Note. VS = vital signs; HR = heart rate; RR = respiratory rate; BP = blood pressure; 

Temp = temperature; SpO₂ = oxygen saturation; CRT = critical response team; EHR = 

electronic health record; post-op = postoperative; min = minutes. 
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Program Evaluation 

Post program evaluation findings further supported the effectiveness of the 

intervention. Participants rated the education highly across all evaluation domains on a 5-

point Likert scale, with mean scores ranging from 4.5 to 4.8 for presenter effectiveness, 

relevance to clinical practice, understanding of when and how often to obtain vital signs, 

knowledge of documentation location following a Code Blue or rapid response, and 

awareness of accurate and timely vital sign documentation (see Table 2). 

Table 2 

Post staff Education Program Evaluation Scores (5-Point Likert Scale) 

Evaluation item Mean score 

Presenter effectiveness and engagement 4.6–4.8 

Relevance to clinical practice 4.6–4.8 

Understanding of when/how often to obtain vital signs 4.5–4.8 

Knowledge of where to document vital signs after CRT/Code Blue 4.5–4.8 

Awareness of accurate and timely vital sign documentation 4.6–4.8 

Note. CRT = critical response team 

Barriers 

Despite overall positive outcomes, participants identified persistent barriers to 

obtaining and documenting vital signs as required. The most frequently reported barriers 

included time constraints and workload, identified by approximately 70%–75% of 

respondents (n ≈ 18–19), and equipment availability or functionality, identified by 

approximately 50%–60% (n ≈ 13–15). Fewer than 15% of participants (n ≈ 3–4) 

identified unclear policies as a barrier (see Table 3). 



11 

Table 3 

Key Barriers Identified 

Barrier Approximate frequency 

Time constraints/workload 70%–75% 

Equipment availability/functionality 50%–60% 

Unclear policies < 15% 

 

Organizational Impact 

The staff education program enhanced knowledge, and perceived confidence, and 

consistency among acute care nurses and PCTs in obtaining and documenting vital signs. 

Post staff education program results demonstrated improved clinical judgment, adherence 

to policy-driven practices, and correct EHR documentation, supporting safer patient care 

and timely recognition of clinical deterioration. Participants rated the sessions highly, 

indicating strong engagement and applicability to practice. Persistent barriers, such as 

time constraints, workload, and equipment availability, were identified, providing 

leadership with actionable insights for workflow optimization and future interventions. 

Limitations 

The findings of the staff education project are limited by a small sample size and 

variable attendance, with some units not participating, which may affect generalizability. 

Data relied on self-reported measures, introducing potential response bias, and 

assessments were conducted only immediately post staff education program, limiting 

insight into long-term knowledge retention. I did not evaluate direct patient outcomes in 

the project and did not control external factors, such as workload and equipment 

availability, which may have influenced results. Additionally, the project was conducted 
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in a single organization, limiting applicability of the findings to other settings or 

populations. 

Continued Project Importance 

Improving vital sign obtainment and documentation is important beyond the local 

site because accurate vital sign monitoring is critical to patient safety in all acute care 

settings. The staff educational program provides a replicable model for unit-based staff 

education that improves knowledge, confidence, and documentation practices. The 

findings also highlight common barriers, such as workload and equipment availability, 

which affect policy adherence across healthcare organizations. Additionally, the project 

reinforces evidence-based practice and supports nursing professional development, 

contributing to safer, more consistent care nationwide. 

Conclusions 

 The Doctor of Nursing Practice staff education project yielded a positive 

organizational impact by improving nurses’ and PCTs’ knowledge, and perceived 

confidence, and consistency in vital sign obtainment and EHR documentation, thereby 

supporting patient safety, timely clinical decision-making, and adherence to 

organizational policy. In addition, I identified system-level barriers, including workload 

demands and equipment availability, providing leadership with evidence to inform 

workflow optimization, resource allocation, and future quality improvement initiatives. 

My recommendations include expanding the intervention to all inpatient units, integrating 

the content into orientation and annual competency validation, implementing refresher 

education to promote sustainability, and exploring EHR optimization and audit-feedback 

mechanisms. Implications for nursing practice include strengthened clinical judgment, 
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professional accountability, and evidence-based documentation practices that enhance 

interdisciplinary communication and early recognition of patient deterioration. 

Standardized documentation practices support diversity, equity, and inclusion by 

reducing variability in care delivery; promoting consistent monitoring across patient 

populations and care settings; and fostering an inclusive learning environment that 

support professional development and equitable, high-quality nursing care, which have 

the potential to positively impact social change. 
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Appendix A 

Participant’s Consent Information 

Staff Education Project: Improving Vital Sign Documentation and Assessment in 

the Electronic Health Record 

 

You are invited to take part in a quality improvement project led by Natalie Brock, MSN, 

RN, Doctor of Nursing Practice (DNP) student at Walden University. 

● You are being asked to participate because you work as a nurse at the project site 

on an acute care or critical care unit. 

● Though taking part in the project is voluntary, the outcome of the analysis will 

have no bearing on your employment status and performance evaluation. 

● The purpose of this project is to improve the accuracy and consistency of vital 

sign documentation and assessment in the electronic health record (EHR). 

 

What Will Happen in this Clinical Practice Project? 

● If you decide to take part, you will first complete a brief pre-test about your 

current knowledge of vital sign documentation requirements. 

● Next, you will either receive an informational flyer to review or participate in an 

in-person presentation. 

● After, you will be asked to complete a second short post-test. 

● The entire process will take about five minutes. 

 

Will I Be Paid for Taking Part in This Clinical Practice Project? 

There is no payment or additional compensation for participating in this quality 

improvement project. 

 

Confidentiality 

● Your survey responses will not be linked to you personally. 

● All information will be reported in aggregate form only. 

● Your answers will not affect your employment, role, or patient care in any way. 

● To protect your privacy, no personal identifying information will be collected 

during this study. Instead, you will be assigned a unique identifier. This identifier 

will allow us to link your responses from the pre-test to the post-test while 

ensuring that your identity remains confidential. 

 

What if I have questions or concerns? 

If you have questions about this quality improvement project, feel free to contact Natalie 

Brock at XXXXXXX.  
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If you have questions about your rights as a clinical practice project participant or want to 

report any problems or complaints, you can contact the project site IRB at XXXXXXX. 

 

How do I agree to be in the clinical practice project? 

Completion of the pre-/post-test will serve as your consent to participate.  

 

Thank you for taking time to consider taking part in this quality improvement project. 
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Appendix B: PowerPoint Presentation 
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Appendix D: Supplemental Flyer 
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Appendix D 

Pre-/Post-Test Questionnaire 

Improving Vital Sign Documentation and Assessment 

Introduction: Thank you for participating in this staff education program. Prior to 

and after providing education on improving vital sign documentation and assessment in 

the electronic health record (EHR), the pre-test/post-test will assess staff nurses’ 

knowledge both before and after the intervention in the following areas: 

• Vital sign documentation requirements. 

● Unit policies and standards on the frequency of obtaining vital signs; and, 

● Recognition of vital signs that may indicate patient deterioration. 

After the educational session(s), the post-test will be redistributed to the staff 

nurses/program participants to determine whether knowledge has improved. For 

confidentiality, your name is not required on this document. A unique identifier (ID) will 

be provided to ensure your pre-test is aligned with your post-test. The pre-test/post-test is 

comprised of 12 multiple choice questions.   

Demographic Information 

1. Unique ID:  

2. Unit: 

a. Acute Care (3rd, 4th, 5th, 6S) 

b. Critical Care (MICU, STICU) 

Vital Sign Documentation and Assessment in the Electronic Health Record 

Knowledge of Policies and Standards 
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3. According to policy, when obtaining vital signs, which vital signs are required to 

be documented? (Select all that apply) 

a. Heart Rate (HR) *Correct Answer 

b. Respiratory Rate (RR) *Correct Answer 

c. Blood Pressure (BP) *Correct Answer 

d. Temperature *Correct Answer 

e. Oxygen Saturation (SpO2) *Correct Answer 

f. Unsure 

4. What is your unit’s policy on the minimum frequency of obtaining routine vital 

signs for a stable patient? (Acute Care) 

a. Every 4 hours *Correct Answer 

b. Every 8 hours 

c. Once per shift 

d. Per provider order *Correct Answer 

e. Unsure 

5. According to unit policy, when should vital signs be documented after a patent is 

transferred from one care area to another? (Acute Care) 

a. Immediately on arrival 

b. Within 30 minutes 

c. Within 1 hour *Correct Answer 

d. Unsure 
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6. What is your unit’s policy on the minimum frequency of obtaining routine vital 

signs for a stable patient? (Critical Care) 

a. Every hour *Correct Answer 

b. Every 2 hours 

c. Every 4 hours 

d. Per provider order *Correct Answer 

e. Unsure 

Clinical Scenarios 

7. A patient develops new-onset chest pain. How soon should vital signs be 

assessed? 

a. Immediately *Correct Answer 

b. Within 30 minutes 

c. At the next scheduled check 

d. Unsure 
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8. A patient has returned to the unit after having surgery. Per policy, upon arrival to 

the unit, vital signs will be taken and documented a minimum of…? (Select all 

that apply) 

a. Every 30 minutes x 2 times, then every hour x 2 hours, then every 4 hours 

x 24 hours *Correct Answer 

b. Temperature should be taken upon admission to the unit, one hour later, 

and then performed every 4 hours *Correct Answer 

c. Per provider orders, nursing judgment, or patient’s condition *Correct 

Answer 

d. Unsure 

9. A patient is receiving a blood transfusion. Per policy, vital signs should be taken 

and documented…? (Select all that apply) 

a. Pre-transfusion *Correct Answer 

b. 15 minutes after beginning the transfusion *Correct Answer 

c. Immediately post-transfusion *Correct Answer 

d. Unsure 

10. Where do you document vital signs obtained during a Critical Response (CRT) or 

Code Blue? 

a. Resuscitation Record (i.e., Code Blue Documentation Sheet) 

b. COMPASS 🡪 AdHoc 🡪 Clinical Event 🡪 Medical Status Change 

c. COMPASS 🡪 AdHoc 🡪 Clinical Event 🡪 Critical Results 

d. COMPASS 🡪 Interactive View and I&O 🡪 Vital Signs *Correct Answer 
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Recognition of Patient Deterioration 

11. If a patient’s respiratory rate is not captured by an automated monitor, what is the 

correct action? 

a. Leave it blank in the EHR 

b. Document as “not assessed” 

c. Manually count and document respiratory rate *Correct Answer 

d. Unsure 

12. Which vital sign(s), when abnormal, are considered the most accurate signs of 

critical illness and the most sensitive precursors to in-hospital adverse events? 

(Select all that apply).  

a. Heart Rate (HR) 

b. Respiratory Rate (RR) *Correct Answer 

c. Blood Pressure (BP) 

d. Temperature  

e. Oxygen Saturation (SpO2) *Correct Answer 

f. Unsure 

Confidence and Barriers 

13. How confident do you feel in recognizing when additional vital signs should be 

obtained outside of routine checks? (pre-test questionnaire only) 

a. Very confident 

b. Somewhat confident 

c. Not confident 
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14. What barriers, if any, make it difficult to obtain or document vital signs as 

required? (Select all that apply) (pre-test questionnaire only) 

a. Time constraints/workload 

b. Equipment availability 

c. Unclear policies 

d. Other (please specify) 

Program Evaluation (Post-test questionnaire only) 

Likert Scale: 1 – Strongly Disagree to 5 – Strongly Agree 

15. The presenter was effective in delivering the content and engaging participants. 

16. The content was relevant to my clinical practice. 

17. I have a better understanding of when and how often to obtain vital signs. 

18. I know where to document vital signs after a rapid response or Code Blue. 

19. The training has improved my awareness of accurate and timely vital sign 

documentation. 
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