The Importance of

OBSERVATION and

DOCUMENTATION

AAAAAAA



The Importance of

OBSERVATION and
DOCUMENTATION

Contributor

Jetta Fuzy, RN, MS

Director of Education & Trainin g
Health Education, Inc.

Fort Lauderdale, Florida

The publisher gratefully acknowledges the contributions of the
following individuals who reviewed this material:

Sharon Edwards, RN, MSN, CS
Clinical Nurse Specialist
Superior Home Health Care
Kingsport, Tennessee

Catherine A. Whaley, RN, CRNI

Director of Education

Woodbine Rehabilitation & Healthcare Center
Alexandria, Virginia

HARTMAN PUBLISHING INC.

Albuquerque, NM



NOTICE TO THE READER

Though the guidelines contained in this text are based on
consultations with health care professionals, they should not be
considered absolute recommendations. The instructor and readers
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procedures of her or his health care facility/agency.

The publisher, author, editors, and reviewers cannot accept any
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product information contained herein.

CREDITS

Contributor: Jetta Fuzy, RN, MS
Development Editor: Celia Mcintire
Composition: Tech Reps, inc.
Design: John W. Davis

lllustration: Celia Mcintire

ISBN 1-888343-13-3

©1998 Hartman Publishgy Inc. All
rights reserved. Limitedermission to
photocqy the labeled handouts in this
text isgranted to direcpurchasers of this
book from thepublisher.Copies can
only be made for employees or
students at ONE LOCATION of a
multi-site employer or school.No other
part of this book mybe rgroduced, in
any form or by ary means, without
permission in writig from thepublisher.



Table of Contents

FYI

Introduction and Assessment
Handout Intro-1 Assessment Ag(B)
Handout Intro-2 Assessment A AnswenKgg. 10)
Handout Intro-3 Note-TakmWorksheet (g. 12)
Handout Intro-4 Kg Terms (. 16)

Learnin g Objective 1: Define documentation and identif v its importance
Handout 1-1 What is Documentation®.(f9)
Transpareng 1-1 What is Documentation?dp20)
Transpareng 1-2 Sources of Documentatiorg(j21)

Learnin g Objective 2: Describe four forms commonl y used in documentation
Handout 2-1 CommowlUsed Documentation Formsg®24)
Transpareng 2-1 Four Forms (@ 29)

Learnin g Objective 3: Describe le gal aspects of documentation
Handout 3-1 Lgal Aspects (p. 31)
Transpareng 3-1 Legal Aspects (p. 33)

Learnin g Objective 4: List ei ght reasons for careful documentation
Handout 4-1 Ejht Reasons for Careful Documentatiog.(p5)
Transpareng4-1 Eght Reasons for Careful Documentatiog.(p6)
Transpareng4-2 Continuiy of Care (9. 37)

Transpareng 4-3 Documentation is Communicatiorg([38)

Learnin g Objective 5: Define ob jective and sub jective information and
observation

Handout 5-1 Ojective vs. Sujective (g. 41)

Transpareng 5-1 Obective Observations p42)

Transpareng 5-2 Sulpective Information (g. 43)

Handout 5-2 Qjns or §mptoms (jg. 44)

Handout 5-3 jns or §mptoms Answer Kg (pg. 45)

Learnin g Objective 6: Describe basic observations essential to dail y
documentation

Transpareng 6-1 Basic Observations for Documentatiog. (7)

Handout 6-1 Basic Observations for Documentatian 48)

Learnin g Objective 7: List nine guidelines for documentation
Handout 7-1 Nine Guidelines for Documentatiog. (p3)
Transpareng 7-1 Nine Guidelines for Documentatiorg(b4)

5

17

22

30

34

39

46

51



Learnin g Objective 8: Identify commonly misspelled words and guidelines to
avoid spellin g and grammar errors 55
Handout 8-1 Spellig Test (. 56)
Transpareng 8-1 Spellirg Test Answer Ke (pg. 57)
Handout 8-2 Four Guidelines to Avoid Errorg.(p8)
Transpareng 8-2 Four Guidelines to Avoid Errorsgpb9)

Learnin g Objective 9: List the most common abbreviations used in healthcare 60
Handout 9-1 Abbreviations Testg61)
Transpareng 9-1 Abbreviations Test Answer IK€pg. 62)

Learnin g Objective 10: Describe incident reportin g and recordin g 63
Handout 10-1 Incidents ¢p65)
Transpareng 10-1 Sample Incident Formdp66)

Closin g and Assessment 67
Handout Closig-1 Assessment B (p 68)
Handout Closig-2 Assessment B Answer iKépg. 70)

In-Service Evaluation Form 71
Certificate of Completion 72
Record Keepin g Form 73

For More Information 74



FYI

he qualifications for a health care
giver include matury, gentleness,
kindness, sensitiwt and a
willin gness to answer human needs. Health
caregivers must possess intgince and
observation skills, be pisically able to
perform the tasks required, and work well
under professional supervision. As if that
isn't enogh, they must be able to document
accurate} as well!

Documentation is becongra vey vital
function of nursig assistants and home
health aides. Because aides and assistants
spend more time with a resident or client
than aly other member of the health care
team, thg have more opportunities to relate
to that person and his or her fayilt is
important that aides communicate their
observations to the other members of the
health care team. THi€an best do this
through accurate documentation.

Documentation of services can help ensure
that the care provided is appropriate and
continuous. Documentation is also the basis
of the reimbursemenystem. Because of

these reasons, aides and assistants must keep

their chartirg skills accurate. This in-service
is a review of previougltawght
documentatiomguidelines and information.

It is important thayour ageng/'s or facility's
paperwork be vgrfamiliar toyour
employees. For this reasoyou will want to
include a review of specific compan
policies and paperwork as a part of this in-
service prgram.

Evely agenqg/ and faciliy has different
policies about documentation. Some are
simple check-off lists and others have space
for writing in sentences. No matter what

policies and foyms ageng uses, all
rules argliidelines in this prgram will

appy.

Other areas of documentation thatlmea
new content include incident repodijriegal
aspects of documentation, observation and
recoggdend a section on abbreviations
and commyanisspelled words.

The industy is relying more and more on
the skills of the assistant as a vital aspect of
the total care for clients. To validate this
care and to best utilize the time and talent of
nuysassistants, proper wrigrskills are
as important agjiearg skills.

Throwghout this in-serviceyou should
emphasize the respoggibifL L health
gavers to carefulf and accuratgl
document patient care, patient response, and
charges in status.

This in-service can be divided into five
sections for tegpphiposes:

Definition of Documentation:

loe@ipectives 1, 2

Reasons for Documentation:
LearmgrObectives 3, 4

How to Observe Accuratgl
Learnig Ohjectives 5, 6

How to Document Accyratel
Learnirg Objectives 7, 8, 9, 10

Practice Documentm
LeayQbjectives 2, 7, 10
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Introduction and Assessment

Estimated Time: 10-15 minutes

Tools: Handout Intro-1 Assessment A
Handout Intro-2 Assessment A AnswenKe
Handout Intro-3 Note-TakmWorksheet
Handout Intro-4 Kg¢ Terms

Learning Activity: Assessment

Distribute Allow participants enogh time to finish the assessment. This goad
:?ggsos“r;r;[c;l way for them to find out how much thelread know. Advise them
that this is not a pass or fail test, but a tool to help them evaluate their
knowledje. You mg choose either tgo over the answers as a lead-in
to discussion or repeat the same test at the end of the in-service.
However, Handout Clostnl Assessment B ¢p 68) can be used as a
post-test in place of this one at the end of the in-service.

Distribute Encourge participants to take notes duyithe in-service to help them

Handout Intro-3 . . .
Note-Taking organize and remember the information.

Worksheet

Distribute Review the kg terms as necesgar
Handout Intro-4

Key Terms

Lesson Plan - Introduction and Assessment —



Name:
Date:

Mark each statement either T (True) or F (False).

10.

11.

12.

13.

14.

15.

16.

The medical record is gaédocument.

You can document caigen by a friend if that person is trustwoyth
Documentation is a communication tool.

The oml source of information that can be documented is whiatobserve.
Documentation is not actual proof of sometkaen or heard.

Leavig out information from the medical record is as much of a problem in
documentation as writginaccurate information.

“Reimbursement” is paent to the health cargency or facility for the cost
of carirg for a client or resident.

You should carra dictionay or keep one haryd

$mptoms are glective information, or whatou can observe about a person
in your care.

Agood example of agn is vomitirg.

Day documentation should reflect the client's or resident's Activities oy Dail
Living and mental state.

When documengmmobility and functionyou do not have to include the use
of assistive devices, such as walkers and canes.

Nutrition level is not an important part of observation.
Incidents are accidents.
Incidents are documented on the medical record.

Words such agdod" or "normal” are excellent words to use when
documentig.

n Handout Intro-1



17. Ifyou are unable to reach the supervisor, there is no need to dogument

attempts.
18. ANTEBIOTIC is a correct spelgn
19. COMMODE is a correct spetiin

Which of the following are correct (T) abbreviations and which are incorrect (F) abbreviations?

20. CHF stands for Cardiac Heart Failure.

21. BRP stands for Bath Room Prigéds.

22. FBS stands for FagjiBlood Swar.

23. ADL stands for Activities the Doctor Likes.
24. O stands for @gen.

25. SOB stands for Sometimes Out of Bed.

Handout Intro-1 n



Assessment A Answer Key

1. True A medical record mabe used in court. (LearmgrOljective 3, 4)

2. False Health cargiver should on} document care provided Iself. (Learniigy
Objective 3)

3. True (Learnirg Objective 1, 4)

4. False Other sources of documentation include wjwat do and what information
the client/resident or fanyilmembergive. (Learnirg Objective 1)

5. False Documentation is proof or support of somethseen, heard, or done.
(Learnirg Obective 1, 3)

6. True For example, failig to note potential for self-jary. (Learnirg Oljective 3)
7. True (Learnirg Objective 3)
8. True (Learnirg Objective 8)

9. False Symptoms are sybctive information, or what the client/resident tghs!.
(Learnirg Obective 5)

10. True (Learnirg Objective 5)
11. True (Learnirg Objective 6)

12. False You must include aninformation that relates to ambulation and wadkin
including the use of walkers, canes, wheelchairs, etc. (Legfipective 6)

13. False Nutrition is one of the thirteen basic observations. (Legr@hective 6)
14. True (Learnirg Objective 10)

15. False Incidents are ogldocumented on incident forms. (Leampi@hective 10)
16. False Avoid such nonspecific words. (Leargi®iective 7)

17. False All attempts to reach supervisors must be cangfidicumented. Ifou cannot
reach the supervisoypu should leave a meggaand document thgou did
s0. (Learnig Olyective 7)

18. False ANTIBIOTIC is correct. (Learnig Oljective 8)

“ Handout Intro-2



