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PURPOSE STATEMENT: 
This policy will assure that        Health Department staff will provide accurate and legal documentation of Public Health activities.

POLICY:
Documentation (charting) on clients will be done in the appropriate format and in a timely manner by public health nurses as assigned.  

PERSONS AFFECTED: 
All public health nursing staff.

REFERENCES:

LEGAL AUTHORITY:

PUBLIC HEALTH ESSENTIAL SERVICE:   
Monitor health status.







Inform, educate, and empower.







Link people to services.







Assure a competent workforce.







Evaluate services.







Research solutions.
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Nursing Documentation Policy


PURPOSE STATEMENT:
This procedure will outline the method for public health documentation.  

WHO PERFORMS ACTIVITIES:  All public health nursing staff.

PROCEDURE:
1.  Contents of Public Health record must meet all regulatory, accrediting, and professional organization standards.  Common requirements specific to Public Health documentation include, but are not limited to: client assessment and care provided; informed consent for all/any procedures; teaching provided either to the client directly and to his/her family; and response and reaction to teaching.   

2. The following points should be followed throughout the documentation process using the modified SOAP method of documentation: 

A. Use black permanent ink for all entries.

B. Date and sign all entries.

C. Use first initial, last name and title for signature.

D. Time of activity should be entered if the sequencing and time of activity is of critical nature.

E. Entries are to be legible with no blank spaces left on line or in any area of the documentation.  

F. 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.  

G. Entries are to be factual, complete and accurate, contain observations, clinical signs and symptoms, client quotes when applicable, interventions, and client reactions.  

H. Use correct grammar, spelling, and punctuations.  Use only abbreviations approved by the Division of Public Health.  

I. Client’s name or identifying information must be present on each record page.

J. Always record client’s noncooperative/noncompliant behavior.

K. Never document for someone else or sign another staff member’s name in any portion of the Public Health record.

L. Documentation should occur as soon after the care as possible.  Maximum length between care and documentation should be no greater than three working days.

M. When leaving messages for a client, Public Health Nurse is encouraged to document time, name, and title of person taking the message or time message left on answering machine.

N. Chart an omission as a late entry.  Do not backdate or add to previously written lines.  

O. Record only your own observations/actions.  If you receive information from another caregiver, state the source of the information.

P. Record the sate and content of all telephone client-related communication.

3. Public Health Program supervisors will conduct random chart reviews that assure that documentation is up-to-date.

4. Public Health records are confidential in nature.  Public Health staff members must be familiar with record retention and security standards, confidentiality policy, agency release of information protocols, and HIPAA requirements.  Questions regarding release of information should be brought to the attention of the Department Head.
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