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			                                           Home Care Documentation

In this Education Packet, you will find a range of information including the medical record and legal aspects of documentation.  Additional information follows specific to Home Care such as contents of the Home Chart, guidelines for client education, and an introduction to the Case Coordinators.

Please read through the packet, complete the worksheet, and return the worksheet only to the Main Office.  All papers returned are placed in your Education File.

As always, your input is valuable in continuing to build and develop our Education Department. Please list any ideas, questions, and/or suggestions you may have on the reverse of the worksheet.  In the future, feel free to contact me at the Main Office ~ I’d be glad to help in any way I can!

Thanks so much!

Laura Miscioscia BS

Director of Education and Joint Commission




The IMPORTANCE of the MEDICAL RECORD

The importance of documentation in the medical record relates to the fact that it is . . .
. . . the only written source for reference and communication among members of the Health Care Team.
. . . the only evidence of the basis on which care and service decisions are made.
. . . the primary tool used in evaluating the need for nursing education.
. . . the basis for assessing the need for educating the client/primary caregiver.
. . . the crucial element in preventing/minimizing malpractice litigation; ultimately serves as the basis for defense of malpractice claims and lawsuits.
. . . the objective source for facility licensing, accreditation, state surveyor review, and the Joint Commission certification process, where applicable.
. . . the only text that supports or negates the need for health insurance coverage.
PROPER DOCUMENTATION

Documentation in a client’s Medical Record reveals details about the nursing care given to a client.  Keeping the mnemonic “OLFACTORY” in mind makes it very simple:

O	Original
[image: medical]L	Legible
F	Factual
A	Accurate
C	Complete
T	Timely
O	Objective
R	Rationale
Y	Yours

Original ~ NEVER photocopy Progress Notes!  Mail the white original to the Main Office; Place the yellow copy in the Home Chart; The pink copy is for personal records. 

[image: Image Preview]Legible ~ Documentation must be legible!  Write in black or dark blue permanent ink only - - No multi-colored ink or felt-tipped pens.

Factual ~ Be specific!  Documentation need not be wordy but must state the facts.  Use the client’s name and document only the care YOU delivered {not what you intended to do or what others did on your behalf}.  If including quotes, use names and document exact words in quotation marks.

Accurate ~ Spelling counts!  Always document in chronological order without skipped lines/gaps.  See the last page for how-to’s on documenting a late entry.

Complete ~ Be sure that your documentation addresses all physician orders as stated on the Plan of Care {POC}.  See “Progress Notes” section for details.

Timely ~ Always complete your note at the time you are working - - NEVER wait and chart at a later date/time as accuracy is drastically reduced.  

Objective ~ Describe care and interventions provided including the child’s actual response to the care.  Do NOT include personal opinions or case “blame” on someone or something.  Avoid using words such as “appears” or “apparently” when describing observations ~ they portray a sense of uncertainty.

Rationale ~ Record the client/family’s response to education or any other care provided.  Always chart a child’s refusal of a treatment or taking a medication.  Also, notify the Case Coordinator {CC} ASAP if a family refuses treatment.
Yours ~ At the close of EACH entry, sign your first name or initial, your last name, and professional credits {RN, LPN, etc.}.  NEVER allow anyone to document on your behalf! 
FPS HOME CHARTS

All FPS home care clients have a Home Chart that is kept in the client’s home.  Aside from traveling to medical appointments or ER Visits/Hospitalizations, there will never be another reason for taking the Home Chart out of the client’s home.  Typically the Home Chart contents are as described on the following pages.  Some clients may have additional paperwork which the CC can answer questions about.  If the stock of paperwork in a client’s home is running low, please call the office for replacements.

> The Plan of Care {POC}
This is probably the most important component of the Home Chart and Medical Record.  The POC contains all information about the client’s current status including orders, nursing care plan, and medication regime.  Each POC is written by the CC for a Certification Period, also referred to as “Cert Period,” which is sixty days in length.  Most clients’ information does not fit on the POC and is carried over to a “Plan of Care Addendum” which is kept with the POC at all times.  Once a POC is written, it is then faxed to the physician for his/her review and signature.  Once a signature is obtained, a signed copy is sent to the client’s home.  If a parent gives you a signed copy they’ve received in the mail, please place it in the Home Chart and discard the unsigned copy.  If a signed copy is hard to read due to multiple faxes, keep both versions so there is at least one readable copy in the chart.

The POC and all new Physician Orders received since the start of the Cert Period MUST be reviewed by each nurse at the start of EVERY shift worked!  This will ensure that new orders will be seen and carried out.  

All completed Progress Notes must reflect all orders as stated on the POC {see Progress Notes section on Page 6}.  If you find a discrepancy between the POC and the actual care being given to a client, please contact the CC ASAP.  It is imperative that the POC is accurate and up-to-date.

> Nursing Care Plans
Nursing Care Plans are incorporated into the POC’s as written by the CC’s.  In the Physician Orders Section of the POC {Section #21}, the information is organized into systems.  The first statement within each system is the Nursing Diagnosis.  All orders within that system support the Care Plan.  ALL nurses are responsible for understanding the contents of each child’s Nursing Care Plan prior to delivering care, services, and/or treatment.  If you determine that a change should be made to the Nursing Care Plan, discuss it with the CC.  He/she reviews all requests as well as current Nursing Diagnoses at least every sixty days when rewriting the POC.  Always check the box at the bottom of the Progress Notes to indicate you have reviewed the Nursing Care Plans during your shift worked.

> Consents
Upon admission, all clients/families/primary caregivers are required to read and sign various consents including “Consent for Care and Services” and “Consent to Photograph or Record” forms prior to the start of care.  Never remove these from the Home Chart as they are required by the State of Pennsylvania and Joint Commission.
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> Health Care Advance Directives
The right to be informed of and involved in decisions affecting health care including formulating Advance Directives and/or designating a Durable Power of Attorney for Health Care is a basic right.  This form is reviewed with families upon admission by the CC.  Two signed copies are obtained {one placed in the Home Chart; the second placed in the Medical Record in the Main Office}.  As part of the Orientation Series of SEED Packets, #5 ~ “End of Life Care” addresses Advance Directives and DNR Orders.  Additional information is also available for families upon request {notify the CC}.

> Client and Family Rights and Responsibilities
Rights and responsibilities are reviewed with the client and family by the CC during admission.  All nurses must be aware of the content of this form to be able to uphold a patient’s rights, as well as hold a client/family accountable for their responsibilities.  Please notify the CC if a client/family is not meeting their responsibilities.

> Physician Orders
Physician Orders are clearly defined in Section #21 of the POC.  As new orders are received, they are added to each subsequent POC.  During Home Visits, orders are thinned by the CC.  All nurses are responsible for writing verbal orders to maintain compliance with changes ordered by the physician. 

If a family has been to a medical appointment {and did not return with written Physician Orders}, changes CANNOT be made without written orders ~ this means the nurse MUST call the physician and obtain the verbal order.  
Example:  During an appointment, a med dosage was increased.  If the physician is unable to be reached at that time, the nurse is unable to give the new dose.  However, if a parent is adamant about the child receiving the new dose, he/she may give it themselves, and the nurse must document in the Progress Note that the old dose was held because the parent gave a new increased dose.





Obtaining Verbal Orders

Aside from actually speaking to a physician to obtain a verbal order, there are two alternatives ~ It is legal to transcribe orders onto a Physician Order form by taking information from either:
· A newly written prescription {on a signed, legal script pad},  OR
· The label of a recently-filled prescription.

If one of these is not available, the physician must be contacted to obtain the appropriate verbal order.  The process for obtaining verbal orders is as follows:
· Complete the top information as required on an FPS “Physician Order” form, writing only on lines inside the box.  Include complete and accurate info regarding the physician ~ stating “Dr. Smith from CHOP” is not good enough ~ It is nearly impossible to track down a signature with such vague information.
· Record the order exactly as he/she states.  Immediately read the order back to the prescriber to verify accuracy.  Spell out all numbers to avoid errors in sound-alikes such as fifteen and fifty, seventeen and seventy, etc.
· Be specific ~ the order must include . . . the full name of the med {no abbreviations}, strength of the med, dosage to be given, frequency of administration, and route of administration.  PRN med orders must state parameters under which the med can be given.  Short-term antibiotic therapy must state a length of treatment {ie 10-days, 21-days, etc.}
· Notify the CC of the new med order ASAP {leave a voice mail if after office hours}.
· Only approved abbreviations can be used when writing med orders as required by the Joint Commission in a nationwide effort to improve patient safety and reduce sentinel events.  Each health care facility has its’ own protocol which must be followed.  FPS has both approved and banned lists of abbreviations, acronyms, and symbols which are to be followed at all times.  The lists are located in the Education Section of each Home Chart.

To process a new order, all nurses are responsible for the following:
· Signed Physician Orders ~ If parents hand you orders they received during a medical appointment, carry out the med orders, and place the yellow copy in the Home Chart, returning the white original to the Main Office ASAP.  The CC reviews all incoming physician orders, adds them to the Medical Record, and revises the POC, Nursing Care Plan, etc. as needed.
· Unsigned Verbal Orders ~ Place the yellow copy in the Home Chart and return the white original to the Main Office ASAP.  The CC will review the order and fax it to the prescriber for a signature.  When the signed order is received, it is placed in the Medical Record, and a copy is forwarded to the client’s home.  It is the responsibility of all nurses to locate the unsigned order in the Home Chart and replace it with the signed order {throw out the unsigned copy as long as the signed copy is legible}.


> Progress Notes and Narrative Notes
Orientation to these forms will be completed during hands-on Client Orientations.  However, general points are mentioned below.

All nursing care is documented in an FPS Progress Note {duplicate form}.  Be very clear when completing the top section as it is payroll information.  Record the exact starting and ending times of the shift worked in military time.  Also, a Verifying Signature is required {a family member, client age eighteen or over, or a nurse who is relieving you are all acceptable}.  
NOTE:  If there is NO Verifying Signature, the Progress Note will be returned to you and will not be processed for payroll until it is returned with the appropriate signature.

Every Progress Note must reflect ALL orders for the client as stated in Section #21 of the POC.  According to the State of Pennsylvania, if something is ordered, and not documented, it is equivalent to NOT being done at all!  Therefore, ALL orders that are scheduled to occur during the shift worked MUST be addressed, whether or not they were carried out.
Example:  If an order reads Chest PT  TID  only when awake and the shift worked was 1500 to 2300, details of the chest PT must be documented {such as how tolerated, differences in client before and after treatment, required suctioning or not, etc.}.  If any chest PT treatments were not completed during the shift, documentation must be in the Progress Note/Narrative Note stating why it was not done {i.e. child asleep when treatment was due, etc.}.

If complete documentation can be done on the Progress Note alone, a Narrative Note is not necessary.  However, if there are any unusual events that need details recorded, a Narrative Note should be used {Avoid writing in the margin of the Progress Note}.
Example:  A child has a fever which required the administration of a PRN med.  All PRN meds must be documented on a Narrative Note at the time of administration.  A follow-up note must also be entered regarding how effective the PRN med was at relieving the original condition it was given for.

At the end of each shift, the yellow copies of the Progress Note and Narrative Note are to be placed in the Home Chart.  The white originals must be returned to the Main Office within forty-eight hours.  The pink copy of the Progress Note is for the employee’s personal records.


> Medication Kardex
A pre-printed Medication Kardex system is in place.  New Kardexes are sent to homes at the end of each month.  In an effort to unify our documentation of med administration, follow these guidelines at all times:
· [image: Small girl taking medicine]Use only Military Time ~ This is a key tool in reducing med errors as found by the National Coordinating Council for Medication Error Reporting and Prevention in Rockvale, MD.
· When transcribing a new order onto the Med Kardex, the times are listed in progressive order starting with 0001 {one minute after midnight} through 2400 {midnight}.  This means the 2400 dose is the last dose of the day, not the first.
· When the pre-printed Med Kardex arrives in the home at the end of the month, it has already been checked once for accuracy.  The first nurse to receive the Kardex must verify it with the old Kardex and all current orders ~ document on the Kardex “Verified xx-xx-2010  initials” prior to using each month.
· The full signature, professional title, and identifying initials of all nurses using the Med Kardex must be documented in the space provided on the last page.  If a parent has given meds during your shift, just leave the Kardex blank and document in a Narrative Note why you did not give the med {“given by parent as per his/her preference” is an acceptable explanation}.
· Maintenance of DME equipment, general maintenance and/or housekeeping tasks, and treatments should not appear on the Med Kardex ~ it is for meds only.

> Medication Resource Guides {“MRG’s”}
Med errors can occur in a fraction of a second and yet go undetected for hours or even days.  While there are many causes of med errors, the two main ones reported to the US Pharmacopeia, a voluntary med error reporting system, were “performance deficit” and “failure to follow a procedure or protocol.”  There are several steps that can be taken to reduce the risk of med errors such as:
· Never hesitate to obtain up-to-date info about the meds you’re expected to administer
· Keep sources of med info at hand and consult often {MRG’s}
· Never hesitate to question an order that “looks” incorrect
· Listen to clients/families who question a med; statements like “I usually only give one of these at a time” should never be ignored

MRG’s are unique to FPS and were designed for nurses as well as home care clients  and families to utilize when seeking info about meds.  An MRG should be present in the Home Chart for each med the client is receiving.  This does not include meds that have been ordered for less than fourteen days such as short-term antibiotics or over-the-counter items given only by the family.  If an MRG requires updating or a new MRG is needed, contact the CC.

At any time, if a med error is made or discovered, or a child experiences an actual or suspected adverse reaction, report the situation immediately to the CC.  He/she will assist in completing a “Medication Report” for the individual employee’s safety welfare, overall safety improvement, and risk management purposes.

> Equipment Checklists and Miscellaneous Reports
Many clients utilize an Equipment Checklist when their DME equipment requires regularly scheduled maintenance.  These were designed to improve care through complete communication amongst the nursing staff.  These items should never appear on the Med Kardex.

Some clients may require additional documentation such as Head Circumference [image: charting]Record, Seizure Log, Stool Record, Weight Record, etc.  Consult the CC for further information.  New forms should be started at the beginning of each Cert Period.

> Education
This section contains various items regarding educational information for the client, family, and/or nursing staff including safety, immunizations, emergency preparedness, approved and banned abbreviations, and standard precautions.  There may also be information regarding the client’s disease process.  

At FPS, we encourage education in order to more fully meet the needs of our clients, families, and staff.  The Client and Family Education Tool is initiated by the CC upon admission.  It contains information regarding educational topics presented to the client/family.  Staff nurses do not document on the front of this form.  On the reverse, the On-Going Education Record begins.  Additional pages with the On-Going Education Record on both sides are to be utilized once the first sheet is full.  Codes for Outcomes and Recommendations are provided for more convenient documentation.  

Please document any teaching or reinforcement of care and information provided.  The more education documented, the more evidence indicating FPS is providing the care and services our clients need, thereby showing our efforts toward facilitating each child’s rehabilitation.

You’re unsure of what to teach?  Here are a few examples . . .
1. You observe Dad suction his child using great technique. The only problem you assess is that he never cleared the suction catheter with water after use. You point out the proper procedure which includes clearing the catheter with water post-suctioning to maintain patency.
2. A Mom asks you what to do to keep the skin around the base of her son’s g-tube clean. She says she has seen different nurses clean it different ways and is a little confused. You review the Physician Orders from the POC with her, followed by step-by-step instructions on how to clean the area.


Then document as follows:

	DATE
	TOPIC
	EDUCATION
	OUTCOME
	RECOMMEND
	INITIALS

	01-01-‘09
	Suctioning
	Reinforced clearing sx catheter w/ water after use
	2
	1
	sdn

	01-03-‘09
	MD Orders
	Reviewed where to find MD orders on POC for exact instructions
	1
	1
	sdn

	01-03-‘09
	G-tube care
	Reviewed g-tube care as per POC orders
	1
	1
	sdn




> Primary Nursing and Client Orientations
The back pocket of the Home Chart holds Primary Nursing and Client Orientation forms including the “Primary Nurse Checklist,” the “Primary Nurse Monthly Summary,” and “Client Orientation Checklist” forms.  Once complete, it is the responsibility of the orientee to forward his/her Orientation Checklist to the Main Office in order to be processed for payroll.  Primary Nurses must submit their paperwork by deadlines stated on the form each month to be eligible for reimbursement.



GENERAL  DOCUMENTATION “NO-NO’s”

· Whiting out, erasing, or scribbling out entries
· Leaving blank spaces or gaps
· Stating a range instead of an exact time {no “0700-1500 entries}
· Altering a Medical Record > a criminal offense!
· Shorthand or unapproved abbreviations
· Imprecise measurements {“large amount” or “for a while”}
· Charting ahead of time
· Delayed charting;  If a late entry is absolutely necessary, follow these guidelines:

	01-03-2009 @ 1520
	Report given to Mom.  No changes since last assessment.  Left 

	
	Junior in her care.  {continue documenting pertinent info as 

	
	needed}.--------------------------------------------------- {Nurse’s Signature}

	Late Entry 01-03-2009 
	Desaturated to 87%.  Suctioned trach for moderate amount 

	   @ 1330
	thick white secretions.  Sats increased to 95%.  Tolerated well.  

	
	Entered on 01-04-2009 @ 0800. -------------------- {Nurse’s Signature}








Above all, please remember . . .


Proper documentation creates 
a lasting impression of a job well done!






[image: F:\FPS 08~06\Home Care\Card Shop\Logos and Letterheads\FPS Logo.PNG]                      The FUNCTION of FPS’s CASE COORDINATORS

FPS’s Case Coordinators {CC} fully manage the care and services delivered to our clients.  This, however, is not possible without the assistance of the entire nursing staff.  Upon admission, all clients are assigned to a CC who makes at least bi-monthly visits to their home, in addition to weekly phone contacts with the family and/or nursing staff.  Nursing input comes in the form of weekly phone calls and monthly written summaries from the Primary Nurse.  Additionally, all nurses have further responsibilities as follows:
· Maintain complete, thorough, and legal documentation, providing requested addendums as needed {see below};
· Update the CC on changes that have occurred while you were/are caring for a client; This includes any med or treatment changes {even dosage adjustments}, updates after a medical appointment, new Physician Orders, new equipment/procedures, etc.;
· Contact the CC with any questions or concerns you have regarding any client and/or their family

As part of getting a clearer picture of their clients’ on-going status, the CC read the Progress Notes for their own clients.  They evaluate documentation for clarity, legality, and thoroughness.  If any problems are found, the CC notifies the individual nurse or group of nurses and may suggest anything from making changes in the style of future documentation to writing an addendum in order to enhance current documentation for a complete representation of care delivered.  At NO time will anyone be asked to alter a client’s Medical Record ~ that is illegal and is not a practice at FPS!  If you are asked to write an addendum, the form will be mailed to you.  Please complete the info and return it ASAP in order to maintain complete Medical Records in the Main Office.

Currently, FPS is proud to have a team of experienced Case Coordinators managing our clients:
			Debra Erney, RN		Heather Horutz, RN
			Sue Jurewicz, RN		

Again, please feel free to contact one of the Case Coordinators with questions or concerns regarding clients or the agency.  They’re happy to help you in any way!

Welcome . . . from FPS’s Case Coordinators!
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				                                         Nursing Documentation


Name: 							  Date:		~	~	

Circle “TRUE” or “FALSE” for each statement:
	TRUE
	FALSE
	1. If including quotes, use names and document exact words in quotation marks.         

	TRUE
	FALSE
	2. It is acceptable to include personal opinions or state reasons for something having occurred.

	TRUE
	FALSE
	3. The POC must be reviewed by each nurse at the start of every Cert Period. 

	TRUE
	FALSE
	4. Nursing Care Plans are incorporated into the POC; Nurses must review them at the start of each Cert Pd.

	TRUE
	FALSE
	5. Record verbal orders exactly as stated; Then immediately read back to prescriber to verify accuracy.

	TRUE
	FALSE
	6. Only approved abbreviations can be used when writing med orders as required by Joint Commission.

	TRUE
	FALSE
	7. All orders scheduled to occur during a shift worked must be addressed, whether carried out or not.

	TRUE
	FALSE
	8. Meds to be given on a 6-12-6-12 schedule should be entered in the Kardex as 0600-1200-1800-2400.

	TRUE
	FALSE
	9. If a parent states he/she has given a med, the nurse may chart a “P” on the Med Kardex.

	TRUE
	FALSE
	10. Two main causes of med errors are performance deficit and failure to follow procedure or protocol.

	TRUE
	FALSE
	11. Client education should not be documented unless there is a lot that has been taught.

	TRUE
	FALSE
	12. Stating imprecise measurements such as “for a while” is acceptable.
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