Healthy Aging
Chapter 4: Communication through Documentation

Learning Objectives
At the end of the chapter, you should be able to:
> Specify data transfers from one facility to another.
> Explain the reasons why documentation is critical to patient care.

Documentation

Communication through documentation is one of the most important issues in the present health care system.
The economic survival of an agency, hospital, or health provider complex is directly dependent on the clarity
and accuracy of documentation.

Samples of Documentation

Progress Notes

Incident Reports

Food Logs

Vital Signs Monitoring Forms
Weight Monitoring Forms
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Progress Notes
SOAP/SOAPIE(R)CHARTING

SOAP/SOAPIER charting is a problem-oriented approach to documentation whereby the caregiver identifies
and lists client problems; documentation then follows according to the identified problems. Documentation is
generally organized according to the following headings:

S = subjective data (e.g., how does the client feel?)

O = objective data (e.g., results of the physical exam, relevant vital signs)

A = assessment (e.g., what is the client’s status?)

P = plan (e.g., does the plan stay the same? is a change needed?)

| = intervention (e.g., what occurred? what did the caregiver do?)

E = evaluation (e.g., what is the client outcome following the intervention?)
R = revision (e.g., what changes are needed to the care plan?)
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Incident Report
Sample Incident Report Form

Date and Time:
Location (i.e., department or area of the library):
Initial staff person:

Other staff involved:
Patron name (if known):
Patron description:

Issue (i.e., stress point):

Resolution:

Notes: (e.g., what the Adult Family Home might do to affect this stress point; what the staff person might do
differently next time; request for follow-up by staff member):

Emergency Room Transfers
One of the most troublesome transfers of information is between the home or nursing home setting and the
emergency room. Crises and quick decisions often result in inadequate or no information accompanying the
elder to the emergency room.

As soon as possible following a transfer, caregivers involved in the transfer should make
a concerted effort to call and provide information about the elder’s prior status and needs.

The home care provider should discuss with the family, particularly regarding conditions that may flare up and
tend to require periodic hospitalizations. The family should be aware of trigger events that indicate the need for
hospitalization. These should be written and given to the family or elder.

@ It is neglectful not to communicate this information.

Rights of Patients
Patient’s rights in institutions of all types are mandated by federal and state laws and the Constitution, as are
the rights of the general population. Legal rights vary according to the setting and individual competency.

Rights in institutions ate to be posted in a place visible to all and are to be reviewed with the individual soon
after admission to a facility. In some settings, because of the difficulty of enforcement, rights are often not
respected or protected.

Caregiver responsibilities are:
1. To ensure that the patient has seen, read, and/or understands the rights;
2. to document explicitly when and why any rights may be temporarily suspended;
3. 3.To observe and record observations attesting to the individual’s ability or inability to manage daily affairs;
4. 4.To be sure the patient’s status is reviewed at appropriate time intervals (these vary from one state to another)
and that he or she obtains legal assistance in presenting his or her defense.

The rights of patients are enforced largely because of the integrity of nurses and caregivers and the willingness
to act as patient advocates.
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Score:

Name:

Date:

Circle the correct answer: (10 pts.)

1. What is Documentation?
a. s a written fact of all the patient’s lifestyle and care.
b. Is a written or electronically produced material specifying patient’s status, assessment, and

plans of care.
c. Is the economic survival of the hospital or nursing home.

2. Give 5 examples of documentation:

3. Why is documentation critical to client care? (4 pts)




