The Progress Note:

Documentation

Basics

[image: image1.png]


[image: image2.jpg]Washington Health Care Association




An in-service designed for boarding home staff
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Learning Objectives:

By the completion of this course, the attendee should be able to:

1. Identify three reasons for prompt documentation.

2. List the basics of a progress note.

3. Identify common mistakes in progress notes.

4. Demonstrate the appropriate use of abbreviations.

5. Successfully and succinctly write a progress note, including relevant and objective information.
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Why Document?

Residents change. They move in, they get sick, they fall, they move out, they die. While some of these things seem typical and routine, other items warrant a progress note.

Progress notes:

· Tell other team members what is going on with a resident
· Identify changes from a resident’s baseline
· Monitor a resident’s condition for decline/improvement
· Show staff response to resident changes
We only document in a resident’s progress notes when a resident has changed from baseline. This is called documenting by exception

and this is our standard.

When to Document:

Documentation needs to occur shortly after you notice that there has been a change. Also, residents on “alert” must have documentation as listed in our alert charting policy. It is expected that your progress notes are done during your shift.

You are busy. Sometimes you can’t get to your progress note writing until near the end of your shift. This is ok! Ensure that you allow time to get all of the progress notes done before the end of your shift.

Who Documents?

Unlicensed staff and licensed nurses document in the progress notes. If a staff person shares information with you that may warrant a progress note, collect needed information from a caregiver, the resident, and other involved people in order to

	write a clear progress note on the topic.
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Abbreviations

Abbreviations lead to errors and misunderstandings. For these reasons, do not use abbreviations in progress notes. It will take longer to write your note, but it will be clear!

Ink

All progress notes will be written in blue or black ink. Ensure that you use a ballpoint pen—this type of ink will remain intact should a spill occur on a progress note.

Time

Write the time that you are writing a progress note. This is the actual time that you are writing the progress note, not the time of the occurrence, etc. Be sure to include AM or PM.

Date

Write the date that you are writing the progress note. This is the actual date you are writing the progress note, not the date of the occurrence, etc. Be sure to include the month, day, and year.

Legibility

Make sure your handwriting is clear and readable. If you must print, then please do so.

Signature

	Sign your name, using your first initial, last name, and title.
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Extra Space

Do not leave extra space at the end of a progress note. Draw a line to the end of your progress note. Do not skip lines between one person’s progress note and the start of your note.

Identifiers

Ensure that the resident’s name, the physician’s name, and the resident’s apartment number is on the bottom of each page of progress note.

Errors in writing

If you make an error, simply cross out the entry with one line and write the word “error” and your initials near the entry. Continue with your progress note.

	DATE
	TIME
	TITLE
	PROGRESS NOTE
	Error VLM

	
	
	
	
	

	11/7/07
	4 PM
	MT
	Jane has a fever of 99.8.
	Gave her two Tylenol at 2 PM
	Gave her two

	
	
	
	
	

	
	
	
	Ibuprofen (200 mg. each) at 2 PM. Fever down to 97.7 at this time. Jane

	
	
	
	
	

	
	
	
	says that she is not in pain. Put on alert. ————————- V. Mann MT

	
	
	
	
	
	


Late Entry

Sometimes you forget to write a progress note on the day/time that you should have. When this occurs, write your progress note at the next available time you are at the facility. DO NOT have a team member write your progress note for you!

	DATE
	TIME
	TITLE
	PROGRESS NOTE

	
	
	
	

	11/8/07
	6 PM
	MT
	Jane is off alert for fever; no further concerns.—J. Johnson, MT

	
	
	
	

	11/8/07
	8 pm
	MT
	Late Entry from 11/7/07 at 4:30 PM—I contacted the nurse and she

	
	
	
	

	
	
	
	wanted us to check Jane’s temperature every two hours.—V Mann, MT
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Moving From One Page to the Next

Sometimes your progress note will begin near the bottom of one page and will need to move to the next page. There is a specific way to handle this issue, in order to ensure that your note continues without a break in the flow.

Bottom of page:

	11/8/07
	5 PM
	MT
	Bob went out to lunch with his wife and returned with a headache. He

	
	
	
	

	
	
	
	requested two Ibuprofen per doctor’s as-needed (continue on next page)

	
	
	
	


Top of next page:

	DATE
	TIME
	TITLE
	PROGRESS NOTE

	
	
	
	

	
	
	
	(continued from previous page) orders. This did not work, and he

	
	
	
	

	
	
	
	was complaining that his head hurt even more. His wife took him to the

	
	
	
	

	
	
	
	emergency room. Nurse notified, Bob still at hospital.—M. Moses, MT
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What to Document:

We have an alert charting policy that advises on what to write about. Review this policy as you are preparing to write a progress note, to make sure that you include all of the information that is needed to paint a picture of what is going on with that resident.

It is important that you address three issues EVERY TIME you write a progress note.

1. DESCRIPTION—describe what is going on. This is the reason you are writing the progress note in the first place. Describe the resident’s condition. Include what you see, hear, smell, feel, etc. Use the resident’s own words, in quotation marks, if need be.

2. ACTION—describe what you have done in response to what is going on with the resident. This could include giving a medication, watching for a resident’s safety, etc.

3. RESPONSE—describe how the resident has responded to your actions. This demonstrates that the resident is either doing well with your actions, or your actions are not working and you need to try something else.
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Documentation Example:

	
	
	
	Description
	

	
	
	
	
	

	DATE
	TIME
	TITLE
	PROGRESS NOTE
	

	
	
	
	
	

	11/7/07
	8 PM
	MT
	Mildred complaining of stinging with urination. Has been
	

	
	
	
	
	

	
	
	
	incontinent of urine twice during this shift, which is not normal
	

	
	
	
	
	Action

	
	
	
	for her.  Urine has strong odor.  Temp 98.3. Gave antibiotic
	

	
	
	
	
	

	
	
	
	per order and as-needed Tylenol for pain. Encouraged more
	

	
	
	
	
	

	
	
	
	water, which she drank.  Helped her to lay down and rest
	

	
	
	
	
	

	
	
	
	after dinner.  Notified nurse of increased incontinence.
	

	
	
	
	
	

	
	
	
	Mildred resting quietly without complaint of pain.  - J. Smith, MT
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Response

Documentation Example:

Description
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	DATE
	TIME
	TITLE
	PROGRESS NOTE
	

	
	
	
	
	

	11/7/07
	1 PM
	MT
	D—Sam’s skin tear is red around the edges and looks
	

	
	
	
	
	

	
	
	
	swollen. Sam says it hurts. A—cleaned the skin tear
	

	
	
	
	
	

	
	
	
	and put a Band-Aid on it per nurse’s directions. Gave
	Action

	
	
	
	
	

	
	
	
	Sam two Tylenol and told nurse about the changes in
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	the skin tear. R—Sam says the Tylenol didn’t help.
	

	
	
	
	
	

	
	
	
	He put a hot pack on it, and then he said “that feels
	

	
	
	
	
	

	
	
	
	better.” ————————————————— J. Jones, MT
	

	
	
	
	
	

	
	
	
	Response
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Things to Avoid...

PAINT A PICTURE...DON’T JUMP TO CONCLUSIONS

We are not doctors and cannot diagnose resident conditions. Don’t assume, for example, that a resident’s recent behavioral change is caused by a urinary tract infection. DESCRIBE!

Example:

	DATE
	TIME
	TITLE
	PROGRESS NOTE

	
	
	
	

	11/7/07
	4 PM
	MT
	Bertha is yelling at caregivers and swatting at flies that are not there.

	
	
	
	

	
	
	
	She has a fever of 100.2. I faxed the doctor requesting a UA for a

	
	
	
	

	
	
	
	possible UTI. ———————————————— B. Bother, MT

	
	
	
	


Better Example:

	DATE
	TIME
	TITLE
	PROGRESS NOTE

	
	
	
	

	11/7/07
	4 PM
	MT
	Bertha yelled at the caregiver to “get me more coffee” after the caregiver

	
	
	
	

	
	
	
	explained calmly that the coffee was brewing. Bertha paced in the

	
	
	
	

	
	
	
	hallway and swatted at the air while the coffee was brewing. When

	
	
	
	

	
	
	
	asked what she was swatting at, Bertha replied, “where did all these

	
	
	
	

	
	
	
	flies come from?” Temperature at 1 PM was 100.2, blood pressure was

	
	
	
	

	
	
	
	146/84, Breathing 20, pulse 100. Denies pain. Filled out a change in

	
	
	
	

	
	
	
	condition form and called the nurse. Gave Bertha 650 mg Tylenol and

	
	
	
	

	
	
	
	put her on alert. Temperature now 99.3; Bertha playing cards; no

	
	
	
	

	
	
	
	more seeing flies or pacing at this time. ——————— B. Bother, MT
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Other Things to Avoid…

It is important to ensure you don’t use judgmental terms, red flag terms, and other words or phrases that may not ‘paint the picture’ of what is going on. And as always, do not use abbreviations.

Examples of judgmental terms:

Combative
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Inappropriate
Other ideas?

Noncompliant

Cranky

Grumpy

	Red flag terms:

	Abuse
	Other ideas?

	Neglect
	

	
	

	Exploitation
	

	Abandoned
	

	Eloped
	

	Medication error
	

	Incident
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Other concerns:

“Will continue to monitor”

Blaming other shift/staff person for an issue “See incident report”
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Other ideas?
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Painting the Picture…
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Jim, a resident in the facility where you work, has come to you because he has a painful area on his thumb. He tells you that he first noticed it yesterday morning. Please write a progress note based on the picture and the information you have.

	DATE
	TIME
	TITLE
	PROGRESS NOTE
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