
Appendix A 
Codebook 
 

Category Code Name Brief 
Description Full Definition Example 

Organization 

Location of 
Information Complex Where information within the note is 

written with respect to the page 
Medication written in the column dedicated to 
date/time. 

Order Complex 

Temporal sequencing—how a series of 
events is documented throughout time, 
such as in sequential order or another 
decipherable pattern. 

A Physician writes a note in chronological 
order and anchors it around an acute event (i.e. 
problems that existed before the event took 
place and problems that resulted from the 
event).  

Accessibility Complex 

The ease of which one can find 
information within a note.  

By quickly glancing at the note, the reader can 
easily identify key information such as the 
location of the patient’s history, problem list, 
and care plan. 

Legal Aspects 

Title Simple 

Nominal Categories: 
0 – ICU Physician 
1 – Ward Physician 
2 – Other Provider 
99 – Unknown  

“ICU progress note” 
 
“Neuro” 

Date Simple 

Day, month, and year are all written next 
to the note. At least two components are 
needed to satisfy requirements. 
 

02/24/2016 

Identification Simple 

Note included the physicians: name (last), 
number (pager), and signature, typically at 
the end of the note. At least two 
components are needed to satisfy 
requirements. 

John Smith 
01234 
Signature 

Time Stamped Simple Time of day is written next to the note. 
 
03:56 
 

Readability Legibility Simple 
If there are three or more words in a note 
that are indecipherable, this is defined as 
one illegible instance. 

	
	
	
	
	



Readability 
Continued… 

Writing Style Complex 

Evaluating the appearance and 
accessibility of written text (i.e. paragraph 
or point based) and if writing is done with 
care. 

The note is written in paragraph form with 
cursive handwriting.   

Comprehension Complex 
If the note can be understood and 
reiterated back; variation in understanding 
between investigators. 

The use of numerous abbreviations hinders the 
reader’s ability to ascertain details 

Abbreviation  Simple Medical abbreviations without 
accompanying description. 

“BSO”, “CVA”, “DDX”. 

Focus 

Summary Complex 
The note provides a synopsis of patient 
history and problems and contains no new 
information. 

The note is an account of events that took place 
the day before. 

Impression Complex 
Whether the physician has indicated 
his/her own perspective. 

“I think/feel…” 
“My impression is…” 
 

Number of Lines Simple 

How many lines is the total note. How 
many lines comprise of the “history” of 
the patient, how many lines comprise of 
the “action/plan” for the patient. 

Total note: 37 
History: 3 
Action/Plan: 10 

Content Simple 

Identifying if the note includes 
communication or meetings with other 
providers, family, or the patient.  
0 – Provider-Provider Communication 
1 – Provider-Family Communication 
2 – Provider-Patient Communication 
3 – No Communication 

“Spoke with patient’s mother about onset of 
pneumonia…” 
This instance would be classified as ‘provider-
family’ communication. 

Structure 

Style Complex 

Whether the note is succinct and concise 
(i.e. the need to know information) and/or 
inclusive of a more comprehensive 
assessment (i.e. overview of all problems, 
including previous and existing 
comorbidities). 

The note contains information on all patient 
problems, but does not provide context. (e.g. 
cirrhosis with no mention of cause and). 

 
 
 

Design 
 
 
 

 

Complex 

 
 
 
How the note is oriented or framed (i.e. 
problem based or follows a specific 
format). 
 
 

 
 
 
The note contains a formal structure 
throughout, following the SOAP format or a 
similar format. 



Structure 
Continued…	

Type of Note Simple 

Nominal: 
0 – Progress Note 
1 – Addendum 
2 – Admission 
3 – Transfer 
4 – Discharge 
5 – Follow Up 

	
	
	
	
	
	
	

Mode of Note Simple 
Nominal: 
0 – Written  
1 – Typed/Dictated 

“Dictation XXXX” 
Would be considered a 1 – typed/dictated note.  

Decision Making 

Treatment 

Complex 
Is the decision process explicitly 
documented or is there no mention of how 
decisions were made? 

Clearly documented why treatments were 
started or stopped. 

Transfer 

ICU physician explains why patient is being 
transferred to a specific ward.  

Following/Sign off 

Ward physician explains why they no longer 
need to follow this patient.  

Context 

Medication Complex 

Determining if medication is described in 
the note (e.g. type, dose, and duration) and 
any sign of rationale/justification for 
continuation or termination of home 
medication, medication at transfer, and/or 
medication at discharge. 

	
	
	
	
	
	
	

 
 
 

Problem List 
 
 
 
 
 

 

Complex 

 
 
Determining how many problems the 
patient has and the implications the 
problems have for patient care. Identifying 
if there is any variation in the problem list 
or focus between notes, if so is there any 
justification as to why. 
 

 
 
After patient transfer from the ICU to 
accepting ward (i.e. Neurosurgery), 
documentation of problem list is largely limited 
to or focused on one problem (i.e. head trauma) 
and disregards other previously documented 
problems. 



 
Context 

continued… 

 
Patient Story  

 
Complex 

 
Determining whether a patient’s status, 
relevant history, important events and 
patterns and future oriented goals of care 
are documented at the point of transfer, 
the extent to which this accurately reflects 
the content of previous notes, and 
whether/how these elements are referred 
to in subsequent plans and decision 
making.  

 
Patient discharge note documents patterns of 
cognitive dysfunction and agitation which have 
resulted in the patient falling out of bed. 
Accepting ward team adds a movement sensor 
to patient’s mattress as preventative measure. 

 


