Wood County Health Department

Policy and Procedure

Title: Nursing/Client Visitation Documentation
Purpose: Policy:
Documentation on client visits will be done in the appropriate format and in a timely manner by Public Health nurses as assigned. 
Healthiest Wisconsin 2010 Health/System Priority:
· Access to primary and preventative health services.

· Adequate and appropriate nutrition.

· Alcohol and other substance abuse addiction. 

· Mental health and mental disorders. 

· Social and economic factors that influence health. 

· Tobacco use and exposure. 

Goal: 
This policy assures that Wood County Health Department nursing staff will provide accurate and legal documentation of Public Health activities, specifically individual focused office, telephone, and home visitation visits.  Documentation will follow HIPAA and Medical Assistance guidelines and the mandates of specific case management programs.
Objectives:

· Individual Public Health clients receiving telephone, office-based or home visits that are not conducted in a clinic style setting will be documented in individual family folders. 
· Individual visits in a clinic style setting will have the Public Health nursing activities documented on an agency flow sheet and filed by clinic date. 

· Charting will be completed in a timely fashion with SOAP formatting in a bulleted, client/family strength-based format. 
Target Population:
Public Health nursing staff doing individual interventions for Wood County residents. 

Resources:
· Centers for Disease Control, HIPAA Privacy Rule and Public Health.  Guidance from CDC and the US Department of Health and Human Services.  MMWR, April 11, 2003/Vol.52.  Department of Health and Human Services. 
· Centers for Disease Control, Does the Federal Health Privacy Rule Permit a Covered Entity to Disclose Health Information without Patient Authorization for Public Health Purposes?  Website: http://www.cdc.gov/nchs/data/phdsc/cechart.pdf
Legal Authority: 
· WI State Statue, Board of Nursing, Nurse Practice Act Chapter 441-441.01 (4) (a). 
· Board of Nursing, Rules of Conduct Chapter N7-N7.04 (60).
· Board of Nursing, Rules of Conduct Chapter 7.03 (1) (c).
· Required Services of Local Health Departments HFS 140, 140.04 (5), 140.04 (6) (d).
· Required Services of Local Health Department HFS 139, 139.08 (HIPAA).
· Center for Disease Control http://www.cdc.gov/nchs/data/phdsc/cechart.pdf.
· CDC HIPAA Privacy Rule and Public Health MMWR, April 11, 2003/Vol.52.
· Division of Public Health, Bureau of Communicable Disease.  HIPAA Privacy Rule and Public Health. Guidance from CDC and the U.S. Department of Health and Human Services. Wisconsin EPI Express.  June 12, 2003. Wisconsin Department of Health and Family Services: Madison, WI. 
· Office of Civil Rights.  HIPAA Privacy.  Disclosures for Public Health Activities. December 3, 2002. U.S. Department of Health and Human Services. 
Records/Forms: 
Individual and family folders and clinic flow sheets are maintained for 7 years and then destroyed per agency protocol. 
PROCEDURE:

1.
Contents of Public Health records must meet all regulatory, accrediting, and professional organizational standards.  Common requirements specific to Public Health documentation include, but are not limited to:
· Client assessment and care provided.
· Informed consent for all procedures.
· Signed receipt of health record confidentiality policy (HIPAA)

· Teaching provided either to the client directly and to his/her family.
· Response and reaction to nursing instruction/health education. 

· Nursing assessment.
· Plan of future care.
2.
Documentation may be hand written on nurse’s notes or departmental program flow sheets.  Use of Word documents and printable fields on SPHERE are acceptable forms of written documentation.  These forms of electronic documentation will be printed, signed by the nurse and dated before adding them to the permanent individual or family folder. 

3.
The following points should be followed throughout the documentation process. 
· Use black permanent ink for all entries.
· All electronic entries will be printed; all entries will be signed and dated. 
· Use of first initial, last name and title is acceptable for signature.
· Time and place of activity will be entered. 
· Family member being addressed in the activity will be noted in family interventions. 

· Entries that are handwritten are to be legible with no blank spaces left on the line or in any of documentation. Bulleted style of notation should have a line at the end of the bullet to fill in blank space remaining.  Use of Word documentation use of bulleted format does not need space filled in. 
· If an error is made, draw a line through the error, write “error” and initial.  Do not attempt to erase, obliterate, or “white-out” the error.
· Entries are to be factual, complete and accurate, contain observations, clinical signs and symptoms, client quotes when applicable, interventions, and client reactions. 
· Use correct grammar, spelling, and punctuation.  Use only abbreviations approved by the Wood County Health Department. 
· Client’s name and identifying information must be present on each record page.

· Always record client’s non-cooperative/noncompliant behavior. 
· Never document for someone else or sign another staff member’s name in any portion of the Public Health Record. 
· Documentation should occur as soon after the care as possible.  Maximum length between care and documentation should be no greater than 5 working days.  
·  When leaving messages for a client, Public Health Nurse is encouraged to document the time, name and title of the person taking the message or time left on answering machine. 
· Chart an omission as a late entry.  Do not backdate or add to the previously written notes. 
· Record only your own observations/actions.  If you receive information from another caregiver, state the source of the information.
· Record the time, date and content of all telephone client-related communication. 

· Family folders will contain nurse’s notes on the right side in chronological order with the most current documentation on top. 

4.
Modified SOAP Charting using brief bulleted statements shall be used for Public Health Nursing documentation. 
Strengths of SOAP charting include:

· Addressing specific problems

· The structure gives guidance, in an organized manner

· The structure guides nurse’s documentation to include client thoughts, nursing observations and data about the problem, assessment, planning of care, evaluation and plan for future care.  

· The structure allows family centered strength-based interaction.

· The structure is organized in style from author to author. 

Using a bulleted summary format is beneficial:

· Lists are easy to alert others about problems being addressed. 

· Ensures all problems are addressed

· Facilitates data retrieval of a problem

· Documents continuity of care

· Documents evaluation and resolution of identified problems.

· Is easy to coordinate with agency documentation flow sheets. 

S:
Subjective patient reported data. 

Document what the client says that is pertinent to the visit.
Direct quotes are not usually necessary but may be bulleted in quotes.  

Examples to include in this summary:

a. Patient’s chief complaint

b. History of the present situation

c. Past history that impacts the current situation

d. Comments that indicate client understanding of previous nursing interventions.

O:
Objective factual information: data which can be confirmed/verified by others. 
     Bullet style notes will document nursing interventions, teaching, and referrals. The format should be client/family strength-based. It should identify the family member being addressed.  Examples include:
a. Direct nursing observations. 

b. Health teaching.

c. Resources and referrals provided.
Suggested bullets may include but are not limited to: 
a.
Family/client strengths.
b.
Home environment for adequacy/safety.

c.
Identified family needs/goals/barriers to care and resources.

d.
Resources discussed and referrals completed.
e.
Health education done and client response. 
f.
Written materials provided.
A:
Assessment.  Place for nursing interjection of their opinions of the family and interaction. 
     Assessments should include the nurse’s evaluation of the “S” and “O”. Bullets may include but are not limited to:
a.
Ability of the client to follow nursing instructions.

b.
Client motivation for compliance.
c.
Anticipated problems/compliance.
d.
Nursing judgment on problems/concerns client did not self-identify or refuses to address. 

P:
Plan. This is the nursing plan of care or schedule/timeline for follow-up.  Address plan of care for problems listed in “O” including nursing recommendations, referrals, and goals. 
5.
Public Health Program supervisors will conduct random chart reviews that assure documentation is up-to-date. 

6.
Public Health individual and family folders and clinic flow sheets are maintained 7 years and destroyed per agency protocol. 

7. Public Health records are confidential in nature.  Public Health staff members must be familiar with record retention and security standards, confidentiality policies, agency release of information protocols, and HIPAA requirements (see separate HIPAA agency protocols).  Questions regarding release of information should be brought to the attention of the Parent/Child and Chronic Disease Supervisor.  Reference the Wood County Health Department HIPPA Policy. 
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