Instructor’s Guide ~ Documentation



There is no Online Content for this module

Outcomes of the Live Session:

At the end of this module, the learner will be able to:

1. List six purposes of documentation.

2. List and define the basic rules of documentation.
3. Identify Objective versus Subjective documentation.

4. Be aware of agency-specific forms and documentation processes.

5. Describe the relationship between a person’s plan and daily documentation.

6. Describe the DSP’s role in the PCP process.

Sample Topics for Discussion

There are several purposes that documentation accomplishes:

1. It provides a comprehensive history of the services a person has received.
2. It indicates that services approved for funding were actually delivered.

3. It is required by State and Federal licensing and certification regulations.

4. It is a legal document.

5. It provides a basis for evaluating a person’s services or plan.

6. It provides the day-to-day communication that staff need in order to do their jobs.
Review Documentation Guide handout and offer additional examples

Handouts:

· Documentation Guide (below)
Suggested Activities:
· Exercise 1 (below)

· Exercise 2 (below)
Documentation Guide
Documentation refers to keeping a written record of information needed to evaluate the effectiveness of a person’s overall program of services. Some agencies will refer to this collection of information as the file, clinical file, record, or chart. It does not matter what it is called. The important thing is the information in the file. There are many types of documentation systems in use. The agency you work for will orient you to their system.
There are different types of documentation in the file. There are narratives, like progress notes, psychosocial history and consultant notes. There are specific program data collection sheets and records. There are laboratory reports and medication sheets. As a DSP, you will participate in documentation. You may be asked to write narrative notes, collect data or chart the administration of medications (if you give them). Therefore, you need to understand the reasons and the method for documentation.
Documentation: General Rules

· Make sure that the record is safe from loss or damage.

· Make sure that the individual’s privacy is assured.

· Keep separate records for each person. Never mention the name of one person receiving services in the file of another

· The originals of all documents should be in the file.

· Photocopies and fax copies may be placed in the file if the original is not available.

· Use only black or dark blue ink (some programs use green and red ink to denote evening and night shifts) – no pencil, markers, colored pens, crayons, etc.

· Do not use liquid paper, erasable ink or correction tape.

· If you make an error, cross it out with a single line and initial over the line.

· Never make an entry for someone else or sign an entry for something that you did not perform or witness.

· If initials are used for any purpose, there must be a key or code in the record identifying those initials.

· Use only abbreviations approved by your agency. The instructor will give you a copy of them.

· Write the complete date (month, day and year) for all entries.

· Include the time (including AM or PM) that the entry is made.

· Make entries only after the fact – i.e., after the treatment, task, or activity has been completed or after an observation has been made.

· Make sure entries are legible.

· Sign using your full name and title.
Specific Requirements for Narrative Notes

The following guidelines apply specifically to narrative entries you make in daily charting such as progress notes, health notes, etc.

A complete chronological history of any situation is documented. You should always write so that someone who does not know the person and who was not present will easily understand. Your information will be complete if you answer the following questions:

Who?
What?
When?
Where?
How?
Why?
· Do not leave blank lines or spaces when writing progress note entries. Use the full line in progress notes – draw a line from the end of your entry to the right margin if you need less than the full line for writing.

· Keep entries in chronological order.

· Sign all entries with your first name or initial, your full last name, and your title.

Make entries comprehensive and complete. Include all important information so that someone with no knowledge of you or the person can understand the situation without having to ask for clarification.
The DSP role in Person-Centered Planning
You play a critical role in making sure that the Person Centered Plan is carried out in the person’s daily life and that the plan is actually in line with the person’s needs and desires. Whether you participate in planning meetings or not, your documentation helps managers decide if the person’s plan is working or needs to be changed. Your daily notes may suggest needs and interests that should be included in the Person-Centered Plan.
Daily notes should describe what has happened during the time you spent with the person. It is especially important that daily notes show how you are carrying out the Person-Centered Plan (PCP). Activities that are not related to the PCP may not be funded.

Objective vs. Subjective Reporting

It is very important to provide complete and factual information in the client file. Personal opinions, hunches and ideas do not belong here. You should think of yourself as a camera. You should record what you see or experience – much like a photograph or video clip. You spend more time with the person than anyone else. Your observations are very helpful to the rest of the team when planning to help the person live an optimal quality of life.

Subjective reporting includes your personal feelings, opinions, judgments, or interpretation.

Examples of subjective documentation:

· “Real pouty today because I wouldn’t let him get away with his usual tricks.”

· “Very aggressive.”

· “Table manners were awful.”

· “He was really good this morning.”

· “I had a real problem with her attitude this morning but by lunch she was easier to be with.”

Objective reporting includes only observable facts

Examples of objective documentation:

· “Mary threw her spoon, swore at everyone in the room, poured a gallon of milk on the floor, and kicked a chair across the room.”

· “Right after coming home from work at 3:00 pm, John went to his room and lay down on his bed. When I asked him how he was doing, he said, “Sick – threw up on bus.” I took his temperature and it was 102 degrees orally. I called the nurse at 3:15 pm.

Whenever possible put your subjective observations into objective terms. For example:

· ”Cathy was happy.” (subjective) becomes “Cathy had a smile on her face.” (objective)

· ”David was angry.” (subjective) becomes “David said, “I am mad at mom.” (objective)

Data Collection

In addition to the narrative day-to-day entries you make in progress notes, you will also need to record data for programs. This allows the team to make decisions about whether plans are achieving the desired effect and whether they need to be discontinued, revised or left as is. This assures that the person has a plan that is relevant and effective in assisting them to become more independent and get the most out of their lives.
Every formal plan requires some form of data collection.  Your role as DSP will not only be to support the person you work with on a day-to-day basis, but to keep accurate and thorough documentation that can be used to evaluate a plan and to contribute to future planning.
Agency Procedures and Forms:

Your instructor will go over the forms and procedures for your agency. You are required to use the forms and procedures specified by your agency.

Documentation Exercise 1: 
Purpose: To practice using documentation guidelines.

Directions: Using your notes, correct all documentation errors in the entries below.

1.
7/25/01 10am John slapped his roommate, Sam, across the mouth for yelling. Staff told John to let Sam alone. Mark P.

2. 
8:30 Johnnie is sleeping now. He looks so cute in his new “jammies.” Kate Lyons, DSW----------------------------------------
3. 
7/30 I think John’s new medicine is good. He likes it. xx M.K.
4.
8/2/01 9 John left for camp with Jack and Susan. He will be back next week. He took his drugs with him. Mary K. DSP
Documentation Exercise 2: 
Purpose: To practice writing objective documentation.

Directions: There are (10) observations listed below. Read each statement and decide whether it is objective or subjective. If it is subjective, reword the statement so that it becomes objective.

Ex. 
Flora was so mad she spilled her milk on purpose. (subjective) 

Flora spilled the milk. (objective)

1. Mark is 6 foot 2 inches tall and weighs 173 pounds.

2. John threw his ice cream bowl across the room and screamed at me.

3. Mary is depressed and only eating chocolate.

4. Ben got agitated at the job site.
5. Sue had tears in her eyes and sobbed when her Dad dropped her off.
6. Sam was masturbating in the living room. He was told to do that in his room.
7. Lisa has the flu. She threw up twice and feels like she has a fever. Called the doc.
8. Kenny took the poker from the fireplace and poked his housemate.
9. Bob was real mad and slugged John.
10. Carter was so offended at Smitty, he threw the book at him.

Class Session: Documentation (1 hr. 15 min.)
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