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OALCF Cover Sheet – Practitioner Copy

Learner Name: __________________________________________   
Date Started: ___________________________________________
Date Completed: _________________________________________


	Goal Path:
	Employment
	Apprenticeship

	Secondary School





	Post Secondary
	Independence


Successful Completion:  Yes  	     No   

Task Description: The learner will review documentation requirements followed by Personal Support Workers in Ontario.

Main Competency/Task Group/Level Indicator: 
· Find and Use Information/Read continuous text/A1.2


Materials Required:
· Pen/pencil and paper and/or digital device


Learner Information
As regulated health professionals, Personal Support Workers (PSWs) must document their activities with patients.  
Read “Documentation: Standards for Personal Support Workers”.
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Work Sheet
Task 1: List four things that are communicated through PSW documentation.
Answer:


______________________________________________________
Task 2: Who is responsible for providing the systems needed for PSWs to meet their Standards of Practice?
Answer: 


______________________________________________________
Task 3: How are the principles of documentation standards applied differently in organizations that use electronic patient records?
Answer: 


______________________________________________________
Task 4:  What is the risk in a court of law if documentation has not been done correctly?
Answer:  


_____________________________________________________________
Task 5: When does a PSW complete a safety event report? 
Answer: 


______________________________________________________




Answers
Task 1: List four things that are communicated through PSW documentation.
Answer:
· Communicate to other health care providers the client’s condition
· Communicate the plan of care
· Communicate interventions that are carried out by the PSW
· Communicate the outcomes of those interventions

Task 2: Who is responsible for providing the systems needed for PSWs to meet their Standards of Practice?
Answer: Employers.

Task 3: How are the principles of documentation standards applied differently in organizations that use electronic patient records?
Answer: The same documentation principles apply, although there will be different strategies to record data, and to ensure privacy, security, and confidentiality.

Task 4:  What is the risk in a court of law if documentation has not been done correctly?
Answer:  If care is not documented, it may be concluded that care was not given in an accurate, complete and timely manner.

Task 5: When does a PSW complete a safety event report? 
Answer: PSWs complete a safety report (sometimes called an incident report) after a fall or something similar.

Performance Descriptors
	Levels
	Performance Descriptors
	Needs Work
	Completes task with support from practitioner
	Completes task independently

	A1.2
	scans text to locate information
	
	
	

	
	locates multiple pieces of information in simple texts
	
	
	

	
	makes low-level inferences
	
	
	

	
	makes connections between sentences and between paragraphs in a single text
	
	
	

	
	reads more complex texts to locate a single piece of information
	
	
	

	
	follows the main events of descriptive, narrative and informational texts
	
	
	

	
	obtains information from detailed reading
	
	
	

	
	begins to identify sources and evaluate information
	
	
	





This task: Was successfully completed        Needs to be tried again  

Learner Comments:






Instructor (print):						Learner (print):
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P ndicatetheir accountabilty and resporsibiity by igning with  unique identifier (such as
3 wittn sgnature or an electronicaly-generated identifer) and their i, in aclar and legible
manner o esch entry they make i the lient/resident/patient record.

P carry out more comprehensive n-depth and frequent documentation when
lientresident/patient’ ar acutely l, high is,or have complex health problems.

When PSWs provide services .3 group of clientresident/patent’ they use service records (or
‘equivalent) o document the senvice provided and overall observations pertaining to the group-
When PSWs document information about indiidual clientresident/patents within the group,
hey record it inthe ndividua client/resdent/patients record.

P complete a safey event report sometimes caled an incdent repord ollowing an event
Such 5.3 al.The safety event report s not art ofthe dien/esident/patient record. PSWs.
record facts bout any safey event affecing the clientresident/patient n the
Clientresident/patient record.

PSWs who are selfemployed or have responsibilty for cient/resident/paient racords adhere o
relevant legisation.

‘Applying the prnciples

Familsize yourself withorganizationl policie, procedures, f restricions on documentation
‘and follow them, ncuding poiiies on documenting verbal and telephone orders and complting
safety event reports.

1#your organization uses an electronic clent/residentpatient record, understand tht the same
‘documentation princples 3ppy, lthough there will b diferent strategies to record data, and o
‘ensure privacy, security,and confidentily.

Information provided by a hid party that s relevant tothe dient/resident/patient’s
circumstances may be recorde in the clientresident/patient’ record. I should include the
name ofthe person providing the information and ther eltionship t the
Clientrsidentpasient and be clarly marked i the nformation was provided “in confdence”

Document oy the are you provide, do ot llow others to document for you and do not
document care that anyone ese provides. Exceptions nclude:

* Inan emergency,such as when you are designated 2 recorder, document the care provided
by other heaith professionals.

* InCases where organzational policis,procedures, o resrictions do not allow certain
indiniduals to document n the clentesiden/patent record, record what
lentresident/patient information was reported to you and by whor.
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+ When you are coverng for another PSW, be sure to document any relevant information that
arises when cring for a lient/resdent/patient.

 Decision-making processes used in providing PSW care should be sufficently documented to
provide an accurate, clear and comprehensive icture of thestatus of the client/resident/patient
‘and thir neads,the interventions of the PSW, the clentresident/patent outcomes, a plan of
Gare, information r2ported to other heslth care providers and the providers response, advocacy.
aken on behalf o the dlentesident/patent and any other relevant information, ncluding
informed consent whe requied.

+ Recogrize that, ina court of faw, accurate, complete, and timely documentation may ead to the
conclusion that accurate, comlet, and timely care was given tothe cient/resident/patient.The
reverse s also true. I care is not documented, tmay lead o the conclusion thatt was ot done.
Al rcods should bs cler and egibl. Various charting stems ars acceptable i they enabe
PSWs to meet this pracice standard.

+ Avoidlabeling client/resident/patients/resident’/patient’ or drawing sublective conclusions.

+ Detays n documentation may affec the continuiy of care and the PSW's abilty to remember
el about events and may increase the possiily o eror.

+ 1youmake a documentaton error, follow organizatonal polcy procedures or restricions to
comectit but never mordy or delete information that i recorded n ths clentresident/patent
record.

+ Understand thatsaety event reports areforquality improvement purposes. Folow your
organization’s documentaton policies, procedures,or Fetricions when reporting safey events.

+ PSWs have a role n safeguarding the privacy,security and confidentaity of
Clientrsidentpatien records. PSWs assst clent/resident/patientsesident’spatents with
the process of accassinginformation o thei lent/resident/patient record, in accordanc with
relevant legislation and organizatin policies,procedures, o restrictons.

Footnotes

“Cllents/Residents/Pasents" incude indiiduals, famiies, groups, populations o entire commurites
receiing nursing care o sericesfrom 3 Prsonal Support Worker (PSW).

"Modelled after the it Columbia Cllege of Nurses & Midwives Documentation Practice Standords
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DOCUMENTATION: STANDARDS FOR PERSONAL SUPPORT WORKERS
Purposes of Documentation:

+ Communication: Through documentation, Personal Support Worker's(PSWs) commuricate to
other halth cae providersof  client/resdent/patiant's /resident/patient’ condiion,the plan
of care, interventions thatare caried out b the PSW, and the outcomes o those interventions.

 Safe and approprate nursing care: When PSWs document the care they provide,other
members of the hslth care team are ble o eview the documentation and plan their own
contributions o safe and appropriate care. Documentation also provides data or research and
‘workioad management,both of which have the potential 1o improve health outcomes

 Professionsl and lega standards: Documentation i 3 comprehensive record of care provided to
 cent/resident/patientesident/pasent It demorsirates how 2 PSW hs applied their
Knowledse, skills, nd judgment according t the standards of practice. Documentation s also

generally acceptad as evidence inlegal proceedings. It estabishes the facs and ciraumstances.
related tothe care given and asists PSWs to recalldetal about a pecificsituation.

Employers should provide the organizatonsl supports and systems necessaryfor PSWs to meet the
Standards of Pracice.

principles

L. PSWs are responsible and accountabl for documentinginthe client /resident/patient'srecord
the care they personally rovide to the client/resident/patien. Care provided by others should
ordinariy be documented by those ndiiduals, uness there are exceptional ciraumstances such
2 an emergency

2. PSWs document a decsion-making process e g planning, mplementation, and evaluatio] to
show the care they provided.

3PS document nformation or concerns reported to another health cre provider and that
provider’s esponse.

P document ina clea, concise, actual, bjectve, timely, and lgible maner.

5. PSWs document all relevant information about lent residentspatients in chronologiea oder
inthe client/resdent/patient’s record.

5. PSWs document at the time they provide care or as soon a5 posible aterward. PSWs dearly
mark any ate enries,recording both the date and ime of the lats entry and of the actual event.

7. PSWs correct any documentation erors in 3 timely, honest,and frthright manner.

8. PSWs do not document b giving care.




