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Aim

The aim of this paper is to present a set of recommended procedures for client record documentation in community health for discussion by the sector. 

Background
Appropriate client record documentation is integral to quality practice as it provides a record of professional practice and is the basis for communication between health professionals. The VHA Clinical Governance in Community Health project aims to strengthen client record documentation practice through the following recommended documentation practices and processes. 

Definition
Client record documentation includes:

‘all forms of documentation recorded by a service provider in a professional capacity in relation to the provision of client care’
 Modified from WHO, 2007

This documentation may include written and electronic health records, audio and video tapes, emails, facsimiles, images (photographs and diagrams), observation charts, check lists, communication books, shift/management reports, incident reports and clinical anecdotal notes or personal reflections (held by the clinicians personally) or any other type or form of documentation pertaining to the care provided.
Legislation
Victorian Health Records Act 2001

Victorian Health Service Act 1988

Victorian Information Privacy Act 2000
The Rationale

A uniform approach to client record documentation needs to be developed in the sector to address the following:

· A review of complaint and insurance cases highlight the need to improve documentation. More than 80% of claims against healthcare professional are difficult to defend because records are inadequate, missing or ambiguous (Guildwatch). Inadequate records imply inadequate care. Failure to record examinations, test results and treatment can be interpreted that these processes where not completed.
· File audit results from community health services indicate there is room for improvement in client record documentation
· Facilitate effective communication between professionals to enhance client centred interdisciplinary care
Clear and accurate client record documentation is required:

· To provide a permanent record on the interaction between client and practitioner

· To inform or communicate with others

· To request information and services for a client
· To fulfil legal and professional practice requirements
· For quality improvement review purposes/clinical audit
· For research
Minimum Requirements for Documentation Procedure
A) General Documentation Principles
The following points outline the general principles to be followed for all client record documentation:

1. Contemporaneous – A record must be made at the time of the appointment or as soon as is practical after the appointment. An entry should be made for each consultation.
2. Chronological order – notes must be placed in chronological order with most recent entry last.  Where progress notes are kept separate from the main client file for the purposes of off site visit or follow up the paper notes must be incorporated into the client file as soon as is practical or in the case of electronic client file must be transcribed into the electronic system.
3. Date. The date the entry is made is required to be recorded. If the date of the client contact differs from the date of entry then the date of the visit needs to be included in the body of the text. The time of entry is required only when time may be an issue in demonstrating contemporaneous records e.g. for services with consecutive shifts.
4. Objective – based on professional observation and assessment that does not have any basis in unfounded conclusions or personal judgements.
5. Clear accurate, concise and complete

6. Legible

7. Corrections must not remove original information e.g. a single line through the information to be corrected with the initials of the person making the correction.
8. Identification of recorder. Note that the responsibility for accuracy cannot be delegated to another e.g. student. The name of the recorder must be legible so may be stamped or printed .
9. Signature of Recorder – for paper records to indicate the record is a true and accurate account. For electronic records a confidential password ensures that the entry is uniquely identified.
10. Colour of pen. Black or blue pen is required to ensure clarity if documents are photocopied.
11. Accepted abbreviations - Abbreviations can be an effective form of documentation if their meaning is widely understood. Obscure or poorly defined abbreviations can lead to confusion and error in patient care. A list of standard abbreviations needs to be developed by organisations (see HIMAA, 2004). The use of standard abbreviations will facilitate communication between professionals involved in the clients care.
B) Specific Documentation Principles

Client Profile

Organisation/program requirements will determine the information collected in a client profile. These may include the following:

· Registration data

· General health information

· Information privacy acknowledgement 

Assessment Forms

The following outline the principles to be followed for assessment forms. All clients need the following information recorded at initial assessment:

· The date of visit

· Time of entry

· The practitioner signature, name and designation

· The presenting issue

· Client goals (client centred)

· Relevant history

· Clinical finding and observations

· Diagnosis/assessment

· Treatment /interventions options

· Informed Consent for intervention
· Proposed Treatment/intervention Plan

· Referrals

Discipline/Program Specific Assessment Forms 

It is recommended that standardised assessment formats for each program/discipline area are developed/adopted in each organisation based on either evidence, requirements in funding guidelines (where they exist) or in accordance with standards of practice of the profession. 

Progress Notes

The following outline the possible formats for progress notes. There needs to be an agreed format for progress notes at an organisational/program level. 

· SOAP (IER) – subjective (a statement by the patient, caregiver that describes his/her perception of a problem) objective (information that can be measured) assessment, plan, implementation, evaluation, reassessment ( see appendix 1)
· PAR – Problem, Action, Response

· D(R)AP -  (Description, Response, Assessment and Plan). (See Appendix 1 and reference Baird, 2004)
Other important consideration in addition to general requirements when documenting progress notes include:
· Where progress notes are lengthy it is important to include a summary 

· Standard abbreviation must be used in progress notes to ensure clear communication between professionals

· Every contact related to client whether one on one, telephone or secondary consultation needs to documented

Referral Reports
The following outline the principles to be followed for referrals forms

· Name of client

· DOB  and address of client

· Presenting problem/ issue as described by client

· Diagnosis/description of issues

· Past history

· Assessment findings

· Any intervention/treatment

· Current services 

· Allergies/Risks

· Reason for referral

· Referral action plans/other referrals

· Signature, date and name and designation of service provider

Discharge/Transfer Summary
Discharge summaries are useful in providing health professionals who are involved in a clients care a rapid understanding of their previous experience with a service and also serve as useful communication to the referrer at the end of the episode of care. Discharge summaries are recommended particularly with complex clients.

The following outline the principles to be followed for discharge summaries

· Name of client

· DOB  and address of client

· Presenting issue /diagnosis

· Past history

· Summary of Assessment findings

· Summary of Intervention/treatment

· Evaluation of intervention

· Discharge Plan

· Signature, date and name and designation of service provider

Care Plans

The following outline the items to be included in documentation related to Care Plans 

· Client stated/agreed issues/problems

· Client stated/agreed objectives/goals, 

· Client stated/agreed strategies/action 

· Review date of care plan

· Timeframe for attainment of objectives/goals 

· Responsibilities for implementing strategies/action

· Participants in development of care plan

· Consumer Acknowledgement (signed or verbal acknowledgement recorded)

· Date care plan developed

· Goals Met/Partially Met/Not met

Electronic Records

The principles of client record documentation apply to client records whether documented electronically or on paper.

The following points regarding electronic records may be useful:

· Where possible all correspondence be scanned and included in the electronic record. The Victorian Public Record Office advises that the original needs to be retained (see reference). This may change in the future with amendments to the Evidence Act 2008. 
· Organisations should aim for no separate paper client records being kept 

· As electronic records will store documents according to their date of entry then if this varies from the date of visit this needs to be clearly documented.
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Appendix One
1. SOAP NOTES 

The standard SOAP format is described below:

S - SUBJECTIVE DATA 
Includes information from the client, such as the client's description of pain or the acknowledgment of fear. Including subjective input from the client aids in his participation in the plan of care. 

O - OBJECTIVE DATA 
Objective data is data that can be measured. Physical examinations, laboratory data, observations, and results of x-ray examinations are sources of objective information. 

A - ASSESSMENT 
The assessment is an interpretation of the client's condition or level of progress. The conclusions made in the assessment are more than a restatement of the original problem. The assessment determines whether the problem has been resolved or if further care is required. 

P - PLAN 
Plans may include specific orders designed to manage the client's problem, collection of additional data about the problem, individual or family education, and goals of care. The plan in each SOAP note is compared with the plan in previous notes. A decision is made to revise, modify, or continue previously proposed interventions.

I – INTERVENTION
This section of the SOAP note is optional and can be used as a continuation of the original SOAP note. It may include the client's response to the intervention.

E – EVALUATION
This section is commonly used to conclude the SOAP note. It includes a brief summary of the plan. Evaluates if the plan was effective or needs revision. If the plan needs to be revised, it will be stated in the evaluation section and a new SOAP note will then be written.

R – REASSESSMENT

This section can be used to record subjective and objective reassessment finding after the intervention

Variations to the standard SOAP format exist in the form of:

	Subjective

Objective

Impression 

Treatment 

Plan


	or
	Subjective

Objective

Assessment (action /treatment/intervention)

Plan




2. D(R)AP NOTES
Description: record of information provided by the client. It could be a description of an issue of personal importance discussed by the client and how they experienced the event.  

Response is what the clinician does in response to the client’s issues.  This may be an interpretation offered, a clarification, information given, formal problem solving around the event, empathetic/supportive behaviour on your part, functional analysis of a situation, a normalizing comment, or whatever is appropriate from the therapeutic conceptualization you are using.  May be woven into description
Assessment is the service providers analysis of the descriptive information.  Assessment may record the observations about the client’s physical or emotional state and such factors as severity of symptoms, at risk behaviour,
.

Plan is the plan for future intervention.  
Appendix 2:  Draft Client Record Documentation Checklist

	Criteria
	1
	2
	3
	4
	5
	6
	Total

	General

	1. Are identifying details of the client recorded on every document? 


	
	
	
	
	
	
	

	2. Does the client record include a current medical history/previous relevant history?
	
	
	
	
	
	
	

	3. Are any abbreviations used standard? 
	
	
	
	
	
	
	

	4. Is the language used objective and unemotional?
	
	
	
	
	
	
	

	5. Are the entries legible and can a third party (particularly another practitioner) understand the information recorded?       
	
	
	
	
	
	
	

	6. Have corrections been made without excising the original information? [i.e. strikeout the incorrect words with single line and rewrite and initial] 
	
	
	
	
	
	
	

	7. No correction fluid used
	
	
	
	
	
	
	

	8. Correspondence is included
	
	
	
	
	
	
	

	9. Each page of the client record contains name, Date of birth and/or client record number
	
	
	
	
	
	
	

	10. Student entries are countersigned
	
	
	
	
	
	
	

	11. Every entry is signed , dated and name printed
	
	
	
	
	
	
	

	12. Are the entries in chronological order? 
	
	
	
	
	
	
	

	13. Each record indicates that client was informed about privacy laws (eg a label at the beginning of the file)
	
	
	
	
	
	
	

	14. Informed consent has been obtained for recording client information
	
	
	
	
	
	
	

	15. Test results documented within 2 week from date of order
	
	
	
	
	
	
	

	16. General health assessment where applicable
	
	
	
	
	
	
	

	Registration details
	
	
	
	
	
	
	

	17. Name 
	
	
	
	
	
	
	

	18. Date of birth 
	
	
	
	
	
	
	

	19. Client record number 
	
	
	
	
	
	
	

	20. Contact details 
	
	
	
	
	
	
	

	21. Source of referral and copy of referral on file
	
	
	
	
	
	
	

	22. Ethnicity/language spoken at home
	
	
	
	
	
	
	

	23. Need for an interpreter?
	
	
	
	
	
	
	

	24. Relevant cultural issues noted ( e.g. need for same sex worker)
	
	
	
	
	
	
	

	25. Occupation 
	
	
	
	
	
	
	

	26. Allergies – all allergies should be marked in RED
	
	
	
	
	
	
	

	27. Medicare or Health Care Card number
	
	
	
	
	
	
	

	Assessment
	
	
	
	
	
	
	

	28. There is a presenting problem documented
	
	
	
	
	
	
	

	29. Other service provider involved externally
	
	
	
	
	
	
	

	30. Other service provider involved from within organisation
	
	
	
	
	
	
	

	31. Is the proposed treatment plan (including estimated costs, estimated time required to carry it out) clearly documented?
	
	
	
	
	
	
	

	32. There is evidence that the outcome of the assessment was feedback to the referrer
	
	
	
	
	
	
	

	33. Is assessment made on program specific assessment form
	
	
	
	
	
	
	

	Care Planning
	
	
	
	
	
	
	

	34. Name of case manager ( if relevant)
	
	
	
	
	
	
	

	35. Is there a current care plan agreed by consumer?
	
	
	
	
	
	
	

	36. There is evidence of linking problems to the care treatment plan
	
	
	
	
	
	
	

	37. Are the circumstances of the client’s informed consent recorded? [e.g. alternatives, side effects, risks and/or complications, longevity, maintenance, cost estimates & time estimates etc]
	
	
	
	
	
	
	

	38. The care plan has Client stated/agreed objectives/goals, 
	
	
	
	
	
	
	

	39. The care plan has Client stated/agreed strategies/action 
	
	
	
	
	
	
	

	40. The care plan has Review date of care plan
	
	
	
	
	
	
	

	41. The care plan has Timeframe for attainment of objectives/goals 
	
	
	
	
	
	
	

	42. The care plan has Responsibilities for implementing strategies/action
	
	
	
	
	
	
	

	43. The care plan has Participants in development of care plan
	
	
	
	
	
	
	

	44. The care plan has Consumer Acknowledgement (signed or verbal acknowledgement recorded)
	
	
	
	
	
	
	

	45. The care plan has Date care plan developed
	
	
	
	
	
	
	

	46. The care plan has an evaluation of whether goals have been met, partially met or not met
	
	
	
	
	
	
	

	47. Referrals made recorded?
	
	
	
	
	
	
	

	Progress notes
	
	
	
	
	
	
	

	48. Time of the entry (only relevant for services with consecutive shifts)
	
	
	
	
	
	
	

	49. Date of each visit to this service
	
	
	
	
	
	
	

	50. Are diagnostic tests and their results recorded? 
	
	
	
	
	
	
	

	51. Have the details of the treatment/intervention carried out been recorded for each visit?


	
	
	
	
	
	
	

	52. Does the record include instrument-tracking information (batch control identification), where relevant?
	
	
	
	
	
	
	

	53. Does the client record include any complications or unusual sequelae to treatment?
	
	
	
	
	
	
	

	54. Each entry is documented directly following the previous entry
	
	
	
	
	
	
	

	Referrals
	
	
	
	
	
	
	

	55. Are any referrals to and from other practitioner’s part of the client’s record?      (QICSA file audit)
	
	
	
	
	
	
	

	56. there is evidence that external referrals are acknowledged within x days
	
	
	
	
	
	
	

	Discharge summary
	
	
	
	
	
	
	

	57. A discharge summary is present
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