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Improving Nursing Documentation and Reducing Risk
Orientation to Home Care Nursing is a comprehensive reference text that covers all
aspects of home health nursing. This text can be used as a primary text for home
care and community nursing courses. Or it can be used concurrently with the
agency's own materials to apply learned material to daily practice or with students
who are learning about home care. This companion text to the Manual of Home
Care Nursing Orientation, by the same authors, provides the nurse with an in-hand
reference for orientation and beyond.

Nursing Know-how
Part of the Springhouse Incredibly Easy! Series(TM), this Second Edition provides
current information about charting in a comprehensible, clear, fun and concise
manner. Three sections cover Charting Basics, Charting in Contemporary Health
Care, and Special Topics. New features include expanded coverage of
computerized documentation and charting specific patient care procedures, plus
current JCAHO standards both in the text and appendix, chapter summaries, and a
new section with case study questions and answers. Amusing graphics and cartoon
characters call special attention to important information. Entertaining logos
throughout the text alert the reader to critical information, Thought Pillows identify
key features of documentation forms, and the glossary defines difficult or oftenmisunderstood terms.

Documenting Medical Necessity
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Comprehensive Education for Home Health Aides

Handbook of Home Health Standards
An essential reference for every home care nurse, this book provides
comprehensive, practical information on standards of patient care, quality
requirements, and documentation criteria for reimbursement. Important patient
care goals and skilled interventions for other home care team members (home
health aides, medical social service workers, occupational therapists, physical
therapists, speech-language therapists, dietitians, pharmacists). Provides a
detailed overview of home care, and hundreds of patient care entries on various
disorders and treatments.

Code of Ethics for Nurses with Interpretive Statements
Home Health Assessment Criteria: 75 Checklists for Skilled Nursing Documentation
Barbara Acello, MS, RN and Lynn Riddle Brown, RN, BSN, CRNI, COS-C Initial
assessments can be tricky--without proper documentation, home health providers
could lose earned income or experience payment delays, and publicly reported
quality outcomes affected by poor assessment documentation could negatively
impact an agency's reputation. Ensure that no condition or symptom is overlooked
and documentation is as accurate as possible with Home Health Assessment
Criteria: 75 Checklists for Skilled Nursing Documentation. This indispensable
resource provides the ultimate blueprint for accurately assessing patients'
symptoms and conditions to ensure regulatory compliance and proper payment. It
will help agencies deliver more accurate assessments and thorough
documentation, create better care plans and improve patient outcomes, prepare
for surveys, and ensure accurate OASIS reporting. All of the book's 75-plus
checklists are also available electronically with purchase, facilitating agency-wide
use and letting home health clinicians and field staff easily access content no
matter where they are. This book will help homecare professionals: Easily refer to
checklists, organized by condition, to properly assess a new patient Download and
integrate checklists for use in any agency's system Obtain helpful guidance on
assessment documentation as it relates to regulatory compliance Appropriately
collect data for coding and establish assessment skill proficiency TABLE OF
CONTENTS Section 1: Assessment Documentation Guidelines 1.1. Medicare
Conditions of Participation 1.2. Determination of Coverage Guidelines 1.3.
Summary of Assessment Documentation Requirements 1.4. Assessment
Documentation for Admission to Agency 1.5. Case Management and Assessment
Documentation 1.6. Assessment Documentation for Discharge Due to Safety or
Noncompliance 1.7. Start of Care Documentation Guidelines 1.8. Routine Visit
Documentation Guidelines 1.9. Significant Change in Condition Documentation
Guidelines 1.10. Transfer Documentation Guidelines 1.11. Resumption of Care
Documentation Guidelines 1.12. Recertification Documentation Guidelines 1.13.
Discharge Documentation Guidelines Section 2: General Assessment
Documentation 2.1. Vital Sign Assessment Documentation 2.2. Pain Assessment
Documentation 2.3. Pain Etiology Assessment Documentation 2.4. Change in
Condition Assessment Documentation 2.5. Sepsis Assessment Documentation 2.6.
Palliative Care Assessment Documentation 2.7. Death of a Patient Assessment
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Documentation 2.8. Cancer Patient Assessment Documentation Section 3:
Neurological Assessment Documentation 3.1. Neurological Assessment
Documentation 3.2. Alzheimer's Disease/Dementia Assessment Documentation
3.3. Cerebrovascular Accident (CVA) Assessment Documentation 3.4. Paralysis
Assessment Documentation 3.5. Seizure Assessment Documentation 3.6. Transient
Ischemic Attack (TIA) Assessment Documentation Section 4: Respiratory
Assessment Documentation 4.1. Respiratory Assessment Documentation 4.2.
Chronic Obstructive Pulmonary Disease (COPD) Assessment Documentation 4.3.
Pneumonia/Respiratory Infection Assessment Documentation Section 5:
Cardiovascular Assessment Documentation 5.1. Cardiovascular Assessment
Documentation 5.2. Angina Pectoris Assessment Documentation 5.3. Congestive
Heart Failure (CHF) Assessment Documentation 5.4. Coronary Artery Bypass Graft
Surgery (CABG) Assessment Documentation 5.5. Coronary Artery Disease (CAD)
Assessment Documentation 5.6. Hypertension Assessment Documentation 5.7.
Myocardial Infarction Assessment Documentation 5.8. Orthostatic Hypotension
Assessment Documentation 5.9. Pacemaker and Defibrillator Assessment
Documentation Section 6: Gastrointestinal Assessment Documentation 6.1.
Gastrointestinal Assessment Documentation 6.2. Cirrhosis Assessment
Documentation 6.3. Crohn's Disease Assessment Documentation 6.4. Hepatitis
Assessment Documentation 6.5. Peritonitis, Suspected Assessment Documentation
6.6. Pseudomembranous Colitis Assessment Documentation 6.7. Ulcerative Colitis
Assessment Documentation Section 7: Genitourinary Assessment Documentation
7.1. Genitourinary Assessment Documentation 7.2. Acute Renal Failure
Assessment Documentation 7.3. Chronic Renal Failure Assessment Documentation
7.4. Urinary Tract Infection (UTI) Assessment Documentation Section 8:
Integumentary Assessment Documentation 8.1. Integumentary Assessment
Documentation 8.2. Skin Tear Assessment Documentation 8.3. Herpes Zoster
Assessment Documentation 8.4. Leg Ulcer Assessment Documentation 8.5.
Necrotizing Fasciitis (Streptococcus A) Assessment Documentation 8.6. Pressure
Ulcer Assessment Documentation Section 9: Musculoskeletal Assessment
Documentation 9.1. Musculoskeletal Assessment Documentation 9.2. Arthritis
Assessment Documentation 9.3. Compartment Syndrome Assessment
Documentation 9.4. Fall Assessment Documentation 9.5. Fracture Assessment
Documentation Section 10: Endocrine Assessment Documentation 10.1. Endocrine
Assessment Documentation 10.2. Diabetes Assessment Documentation Section 11:
Eyes, Ears, Nose, Throat Assessment Documentation 11.1. Eyes, Ears, Nose, Throat
Assessment Documentation 11.2. Dysphagia Assessment Documentation Section
12: Hematologic Assessment Documentation 12.1. Hematologic Assessment
Documentation 12.2. Anticoagulant Drug Therapy Assessment Documentation
12.3. Deep Vein Thrombosis (DVT) Assessment Documentation 12.4. HIV Disease
and AIDS Assessment Documentation Section 13: Nutritional Assessment
Documentation 13.1. Nutritional Assessment Documentation 13.2. Dehydration
Assessment Documentation 13.3. Electrolyte Imbalances Assessment
Documentation 13.4. Weight Loss, Cachexia, and Malnutrition Assessment
Documentation Section 14: Psychosocial Assessment Documentation 14.1.
Psychosocial Assessment Documentation 14.2. Delirium Assessment
Documentation 14.3. Psychotic Disorder Assessment Documentation 14.4.
Restraint Assessment Documentation Section 15: Infusion Assessment
Documentation 15.1. Implanted Infusion Pump Assessment Documentation 15.2.
Infusion Therapy Assessment Documentation 15.3. Vascular Access Device (VAD)
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Assessment Documentation

Handbook of Home Health Standards and Documentation
Guidelines for Reimbursement
Home health care is an important aspect of community health anda growing area
of healthcare services. Clinical Case Studies inHome Health Care uses a casebased approach to provide homehealthcare professionals, educators, and students
with a usefultool for thoughtful, holistic care. The book begins with a thorough and
accessible introduction to theprinciples of home health care, including a discussion
ofsupporting theoretical frameworks and information on managingcomplexities,
transitioning patients to home care, and preparationfor the home visit. Subsequent
sections are comprisedentirely of case studies organized by body system. Though
cases arediverse in content, each is presented in a consistent
manner,incorporating relevant data about the patient and caregivers andthe
approach to patient care and promoting a logical approach topatient presentation.
Cases also include helpful tipsabout reimbursement practices, cultural
competence, communityresources, and rehabilitation needs.

Handbook of Home Health Standards & Documentation
Guidelines for Reimbursement
Patient-centered, high-quality health care relies on the well-being, health, and
safety of health care clinicians. However, alarmingly high rates of clinician burnout
in the United States are detrimental to the quality of care being provided, harmful
to individuals in the workforce, and costly. It is important to take a systemic
approach to address burnout that focuses on the structure, organization, and
culture of health care. Taking Action Against Clinician Burnout: A Systems
Approach to Professional Well-Being builds upon two groundbreaking reports from
the past twenty years, To Err Is Human: Building a Safer Health System and
Crossing the Quality Chasm: A New Health System for the 21st Century, which both
called attention to the issues around patient safety and quality of care. This report
explores the extent, consequences, and contributing factors of clinician burnout
and provides a framework for a systems approach to clinician burnout and
professional well-being, a research agenda to advance clinician well-being, and
recommendations for the field.

Orientation to Home Care Nursing
Nurses are now commonly cited or implicated in medical malpractice cases.

Nursing Documentation
Includes information on Mary Beard, black nurses, blacks, Boston (Massachusetts),
Charleston (South Carolina), homecare, Ladies Benevolent Society, race, nursing
salaries, tuberculosis, visiting nurse associations, etc.

Home Health Nursing
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Home care clinicians everywhere depend on "the little red book" for essential,
everyday information: detailed standards and documentation guidelines including
ICD-9-CM diagnostic codes, current NANDA-I and OASIS information, factors
justifying homebound status, interdisciplinary goals and outcomes, reimbursement
considerations, and evidence-based resources for practice and education.
COmpletely revised and updated, this indispensable handbook now includes the
most recently revised Federal Register Final Rule and up-to-date coding guidelines.

Charting Made Incredibly Easy!
The Future of Nursing explores how nurses' roles, responsibilities, and education
should change significantly to meet the increased demand for care that will be
created by health care reform and to advance improvements in America's
increasingly complex health system. At more than 3 million in number, nurses
make up the single largest segment of the health care work force. They also spend
the greatest amount of time in delivering patient care as a profession. Nurses
therefore have valuable insights and unique abilities to contribute as partners with
other health care professionals in improving the quality and safety of care as
envisioned in the Affordable Care Act (ACA) enacted this year. Nurses should be
fully engaged with other health professionals and assume leadership roles in
redesigning care in the United States. To ensure its members are well-prepared,
the profession should institute residency training for nurses, increase the
percentage of nurses who attain a bachelor's degree to 80 percent by 2020, and
double the number who pursue doctorates. Furthermore, regulatory and
institutional obstacles -- including limits on nurses' scope of practice -- should be
removed so that the health system can reap the full benefit of nurses' training,
skills, and knowledge in patient care. In this book, the Institute of Medicine makes
recommendations for an action-oriented blueprint for the future of nursing.

Sparks & Taylor's Nursing Diagnosis Reference Manual
Publisher's Note: Products purchased from 3rd Party sellers are not guaranteed by
the Publisher for quality, authenticity, or access to any online entitlements
included with the product. Feeling unsure about the ins and outs of charting? Grasp
the essential basics, with the irreplaceable Nursing Documentation Made Incredibly
Easy!®, 5th Edition. Packed with colorful images and clear-as-day guidance, this
friendly reference guides you through meeting documentation requirements,
working with electronic medical records systems, complying with legal
requirements, following care planning guidelines, and more. Whether you are a
nursing student or a new or experienced nurse, this on-the-spot study and clinical
guide is your ticket to ensuring your charting is timely, accurate, and watertight.
Let the experts walk you through up-to-date best practices for nursing
documentation, with: NEW and updated, fully illustrated content in quick-read,
bulleted format NEWdiscussion of the necessary documentation process outside of
charting—informed consent, advanced directives, medication reconciliation Easy-toretain guidance on using the electronic medical records / electronic health records
(EMR/EHR) documentation systems, and required charting and documentation
practices Easy-to-read, easy-to-remember content that provides helpful charting
examples demonstrating what to document in different patient situations, while
addressing the different styles of charting Outlines the Do's and Don’ts of charting
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– a common sense approach that addresses a wide range of topics, including:
Documentation and the nursing process—assessment, nursing diagnosis, planning
care/outcomes, implementation, evaluation Documenting the patient’s health
history and physical examination The Joint Commission standards for assessment
Patient rights and safety Care plan guidelines Enhancing documentation Avoiding
legal problems Documenting procedures Documentation practices in a variety of
settings—acute care, home healthcare, and long-term care Documenting special
situations—release of patient information after death, nonreleasable information,
searching for contraband, documenting inappropriate behavior Special features
include: Just the facts – a quick summary of each chapter’s content Advice from
the experts – seasoned input on vital charting skills, such as interviewing the
patient, writing outcome standards, creating top-notch care plans “Nurse Joy” and
“Jake” – expert insights on the nursing process and problem-solving That’s a wrap!
– a review of the topics covered in that chapter About the Clinical Editor Kate
Stout, RN, MSN, is a Post Anesthesia Care Staff Nurse at Dosher Memorial Hospital
in Southport, North Carolina.

Handbook of Home Health Care Administration
Hospice & Palliative Care Handbook, Third Edition, offers concise, focused coverage
of all aspects of hospice and palliative care for clinicians, managers, and other
team members who provide important care while meeting difficult multilevel
regulations. Author Tina M. Marrelli, Director of the first U.S. hospice program to
attain Joint Commission accreditation for hospice services, helps caregivers meet
quality, coverage, and reimbursement requirements in daily practice and
documentation. Filled with key topics such as professional standards and
guidelines, bereavement services considerations, outcomes, and goals, and quality
control, this comprehensible book provides the tools hospice caregivers need for
success. 2nd Place 2018 AJN Book of the Year

Pocket Guide to Home Care Standards
Documenting Medical Necessity: A Practical Guide for Home Health Heather
Calhoun, RN, BSN, HCS-D, COS-C Initial patient assessment in home health can be
tricky. If documentation does not adequately provide a reason for skilled nursing
care in the home, you might not get reimbursed at all. In Documenting Medical
Necessity: A Practical Guide for Home Health, author Heather Calhoun, RN, BSN,
HCS-D, COS-C, provides down-to-earth, conversational documentation tips with
dozens of example scenarios to help nurses understand medical necessity and
document in a manner that encourages proper and complete reimbursement. In
addition to initial assessments for skilled services, continued skilled care must also
be properly documented. This resource will help nurses provide skilled services
based on critical thinking throughout the continuum of care. This book has: A
grounded, conversational style that speaks directly to nurses who are responsible
for the documentation Dozens of hypothetical examples that provide concrete
learning opportunities Scenarios that are available electronically to provide
handouts for ongoing and on-the-go learning Content that serves as a great
resource for orientation and annual training TABLE OF CONTENTS Background of
Medical Necessity Criteria Changes of 1997 Present-Day Payment Criteria
Fundamentals of Medical Necessity Focus of Care - Mistakes that lead to
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rehospitalization Delivery of Care - Start of care narrative Frequency of Care
Mutually Agreed-Upon Goals Documentation: Paint the Picture Observation and
Assessment Teaching and Training Direct Skilled Care Management and Evaluation
Psychiatric Nursing Therapy Initial Assessment Standardized Tools 30-Day
Reevaluation Therapy Indications - Gait training - Range of motion - Use of
modalities - Wound care - Occupational therapy - Speech therapy - Maintenance
therapy

Foundations and Adult Health Nursing - E-Book
Elizabeth I. Gonzalez, RN, BSN Are you looking for training assistance to help your
homecare staff enhance their patient assessment documentation skills? Look no
further than "Clinical Documentation Strategies for Home Health. " This go-to
resource features home health clinical documentation strategies to help agencies
provide quality patient care and easily achieve regulatory compliance by:
Efficiently and effectively training staff to perform proper patient assessment
documentation Helping nurses and clinicians understand the importance of
accurate documentation to motivate improvement efforts Reducing reimbursement
issues and liability risks to address financial and legal concerns This
comprehensive resource covers everything homecare providers need to know
regarding documentation best practices, including education for staff training,
guidance for implementing accurate patient assessment documentation, tips to
minimize legal risks, steps to develop foolproof auditing and documentation
systems, and assistance with quality assurance and performance improvement
(QAPI) management. "Clinical Documentation Strategies for Home Health"
provides: Forms that break down the functions and documentation requirements of
the clinical record by "Conditions of Participation," Medicare, and PI activities Tips
for coding OASIS Examples of legal issues such as negligence Case studies and
advice for managing documentation risk (includes a checklist) Comprehensive
documentation and auditing tools that can be downloaded and customized Table of
Contents: Key aspects of documentation Defensive documentation: Reduce risk
and culpability Contemporary nursing practice Clinical documentation Nursing
negligence: Understanding your risks and culpability Improving your
documentation Developing a foolproof documentation system Auditing your
documentation system Telehealth and EHR in homecare Motivating yourself and
others to document completely and accurately

Notes on Nursing
This unique, spiral-bound handbook is compact, portable, and written with busy
home health nurses in mind! Organized by body system, it offers instant advice on
assessment and care planning for the disorders home health nurses are likely to
encounter. Providing assessment guides for all body systems, the home
environment, and the client's psychological status, it includes full care plans for
over 50 illnesses and conditions most commonly encountered in the home. Each
plan lists nursing diagnoses, short- and long-term expected outcomes, nursing
interventions, and client caregiver interventions. Care plans are organized by body
systems to allow for quick retrieval of information. Both short-term and long-term
outcomes are included in the care plans to aid evaluation of the care provided.
Detailed assessment guidelines are provided for all body systems to facilitate
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complete and comprehensive client examinations. Guidelines for environmental
and safety assessments aid in the appraisal and improvement of clients' living
conditions. Client and caregiver interventions are outlined in the care plans to
promote active client participation in self-care. The convenient pocket size makes
transportation and use convenient to home health nurses. Appendices on
documentation guidelines, laboratory values, medication administration, home
care resources, and standard precautions provide quick access to useful home care
information. Related OASIS items are identified in the assessment section, and
ICD-9 diagnostic codes in the care plans section assist with proper home care
documentation. Visit frequency and duration schedules are suggested within each
care plan to assist nurses in evaluating and planning care. NANDA nursing
diagnoses are consistent with the latest 2001-2002 nomenclature. An increase in
suggested therapy referrals within the care plans and in a new appendix helps
nurses identify indicators for specialized services. A fully updated Resources
Appendix includes websites for easy access to home health service information.

Keeping Patients Safe
Part of the popular LPN Threads series, this comprehensive text prepares you for
safe and effective nursing practice in today’s fast-paced healthcare environment.
Covering maternal and neonatal, pediatric, geriatric, mental health, and
community nursing, Foundations of Nursing, 6th Edition, includes all of the
essential LPN/LVN content you need. Companion CD includes animations and audio
clips depicting physiologic processes, physical assessment video clips, an
English/Spanish glossary with definitions and audio pronunciations, an anatomy
coloring book, and a fluid and electrolytes tutorial. The consistent, logical
framework of the nursing process connects specific disorders to patient care. A
mathematics review chapter provides a complete review of basic arithmetic skills
and practice in drug dosage calculation to ensure safe medication administration.
Safety Alert boxes help you implement The Joint Commission’s safety guidelines in
all settings, with considerations for special populations. Nursing Diagnosis boxes,
screened and highlighted in the text, include nursing diagnoses for specific
disorders paired with the appropriate nursing interventions. More than 100 skills in
a step-by-step format with full-color illustrations present clearly defined nursing
actions with rationales for the skills and techniques you’ll use in practice.
Medication tables are meticulously detailed and provide quick access to action,
dosage, precautions, and nursing considerations for commonly used drugs. Nursing
Care Plans, presented in a case-study format, emphasize patient goals and
outcomes and end with Critical Thinking Questions to develop your clinical decisionmaking skills. Coordinated Care boxes emphasize parameters for prioritizing tasks,
as well as assigning tasks to and supervising unlicensed assistive personnel.
Patient Teaching boxes and Family Teaching boxes include post-hospital discharge
guidelines and disease prevention instructions with a strong focus on three-way
communication among the nurse, patient, and family members. Life Span
Considerations for Older Adults boxes provide age-specific information for the care
of the aging population, which is often the primary focus of the LPN/LVN nurse.
Home Care Considerations boxes discuss the issues facing patients and caregivers
in the home health care setting. Health Promotion boxes provide key information
on staying healthy and preventing disease, with tips on wellness from Healthy
People 2010. Cultural Considerations boxes discuss how to address the health
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needs of a culturally diverse patient population when planning care. Enhanced
focus on the NCLEX® Examination offers end-of-chapter Get Ready for the NCLEX
Examination! sections with key points for self-guided study and remediation and an
extensive set of review questions for thorough self-assessment. Additional review
questions on Evolve provide instant feedback with correct answer and rationale for
even more test-taking practice. Evidence-Based Practice boxes summarize the
latest research findings and highlight how they apply to LPN/LVN practice.
Updated, vibrant full-color design highlights key information and enhances your
understanding of important concepts.

Long-term Care Pocket Guide to Nursing Documentation
Important Notice: The digital edition of this book is missing some of the images or
content found in the physical edition. Handbook of Home Health Care, Fifth Edition
has been completely revised and updated to provide up-to-date, specific,
authoritative guidance for the successful administration and management of home
health care agencies. An excellent, comprehensive text, this Handbook addresses
detailed legal and legislative issues, case management processes, and state-of-theart technology.

Pocket Guide to Home Health Care
Part of the popular LPN Threads series, this comprehensive text includes in-depth
discussions of fundamental concepts and skills, plus medical-surgical content to
help you provide safe and effective care in the fast-paced healthcare environment.
Easy-to-read content, an enhanced focus on preparing for the NCLEX®
Examination, and a wealth of tips and study tools make Foundations and Adult
Health Nursing, 6th Edition, your must-have text!

The Future of Nursing
Pamphlet is a succinct statement of the ethical obligations and duties of individuals
who enter the nursing profession, the profession's nonnegotiable ethical standard,
and an expression of nursing's own understanding of its commitment to society.
Provides a framework for nurses to use in ethical analysis and decision-making.

Guilty Or Innocent?: Protecting Your License Through Proper
Nursing Documentation
In addition, with the updated HCFA home health agency manual coverage as well
as coverage and documentation guidelines, forms may be completed with
knowledge of the latest Medicare rules. Best of all, the OASIS-B form, which is hot
off the press, is included in its entirety!

Nursing Care Plans for Home Health Care
This clearly written, easy-to-use reference manual delivers the evidence-based
information nursing students and practicing nurses need to make confident
diagnoses and construct care plans that meet patients’ healthcare needs. The
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perfect reference for any clinical, classroom or simulation setting, this updated
edition integrates the nursing process throughout and makes it easier than ever to
access the latest NANDA-I nursing diagnoses. UPDATED! 2018-2020 NANDA-I
diagnosis and standards, Nursing Interventions Classification (NIC) and Nursing
Outcomes Classification (NOC) labels incorporated throughout reinforce clinical
confidence and quality of care. NEW! 17 new diagnoses keep students on the
cutting edge of nursing practice. UPDATED! QSENcompetency icons throughout
reinforce important considerations for safe care. UPDATED! Alphabetical
organization helps students find diagnosis information quickly and easily. Selected
Nursing Diagnoses by Medical Diagnosis (Appendix I) delivers clearly written,
authoritative care plans for every stage in the life cycle. Related Factors sections
strengthen students’ diagnostic capabilities. Quick Reference tables list diagnoses
by life stages for access at a glance.

Taking Action Against Clinician Burnout
Ever wonder what to put in a nursing note? This pocket sized guide provides you
with over a hundred templates for written and verbal comminication in nursing to
help you.

Home Care Nursing Practice
2015 Third Edition. The ninety-five Home Health nursing care plans and plan of
care forms in this book cover every nursing diagnosis and care plan problem that
may be generated from the OASIS-C form for the nursing plan of care. Also
includes Pain Care manual.Terminology is based on OASIS-C language and nursing
diagnosis definitions and classifications as outlined by the North American Nursing
Diagnosis Association (NANDA). The home health nursing care plan format follows
the care plan standards from the American Nurses Association. The first section of
the book covers regulations and standards for nursing care plans, Home Health
Nursing care plan components, and Quality Measures and Outcome Measures.
Because the terminology of the home health nursing care plan is based on OASIS-C
language, it is very easy to see which care plans and plan of care forms are
triggered by the OASIS-C entries. The home health nursing care plans can be used
to supplement the nursing plan of care, and are also extremely useful for teaching
patients and caregivers. All of the home health nursing care plans and nursing plan
of care forms in the book are also on the CD. When the CD is placed in a computer,
the care plans can be opened in a word processor. Entries can be added or deleted
to individualize home health nursing care plans.

Nursing Documentation Handbook
Nursing

Foundations of Nursing - E-Book
Home Health Nurse Notebook Patient Visit Notes
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Focuses on the communicatiion skills that are the key to good documentation.

No Place Like Home
With all the training and education nurses receive, there is little true explanation
about the importance of documentation. Even in today's litigious culture and the
backlash of services no longer reimbursable -- it is crucial we as nurses understand
the rationale for our documentation practices. By creating specific systems to
ensure license protection, we in turn provide more effective hand- off
communication. Every nurse knows it's the law and that you don't want to lose
your license, but do we really know why the methods of documentation are so vital
to our livelihood? Has the electronic medical record made this approach
additionally arduous? Do the questions on the EMR provide an accurate picture of
the actual care provided? Often times, these reports are not clear or complete.
Through fictional and non-fictional stories, Rosale Lobo reveals proper nursing
documentation techniques providing clarity and important best practice concepts
that can be applied immediately. Extraneous situations will arise in nursing,
making it imperative to develop intentional methods of documentation. By putting
together an effective system you will decrease your chances of being sued. For the
future of nursing documentation, the EMR is not the answer, a personal system of
accountability is.

Handbook of Home Health Care Administration
An all-inclusive guide to fundamentals and medical-surgical nursing for the
LPN/LVN, Foundations and Adult Health Nursing, 7th Edition covers the skills you
need for clinical practice, from anatomy and physiology to nursing interventions
and maternity, neonatal, pediatric, geriatric, mental health, and community health
care. Guidelines for patient care are presented within the framework of the fivestep nursing process; Nursing Care Plans are described within a case-study format
to help you develop skills in clinical decision-making. Written by Kim Cooper and
Kelly Gosnell, this text includes all of the content from their Foundations of Nursing
and Adult Health Nursing books, including review questions to help you prepare for
the NCLEX-PN® examination! Full-color, step-by-step instructions for over 100
skills show nursing techniques and procedures along with rationales for each. The
5-step Nursing Process connects specific disorders to patient care - with a
summary at the end of each chapter. Nursing Care Plans emphasize patient goals
and outcomes within a case-study format, and promotes clinical decision-making
with critical thinking questions at the end of each care plan. Clear coverage of
essential A&P is provided by an Introduction to Anatomy and Physiology chapter
along with an overview of A&P in all body systems chapters. Student-friendly
features enhance the learning of nursing skills with summary boxes for Patient
Teaching, Health Promotion Considerations, Complementary and Alternative
Therapy, Cultural Considerations, Older Adult Considerations, Home Care
Considerations, Safety Alert, and Prioritization, Assignment, and Supervision.
UNIQUE! Mathematics review in Dosage Calculation and Medication Administration
chapter covers basic arithmetic skills prior to the discussion of medication
administration. A focus on preparing for the NCLEX examination includes review
questions and Get Ready for the NCLEX Examination! sections with key points
organized by NCLEX Client Needs Categories. Evidence-Based Practice boxes
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provide synopses of nursing research articles and other scientific articles
applicable to nursing, along with nursing implications for the LPN/LVN. Nursing
Diagnosis boxes summarize nursing diagnoses for specific disorders along with the
appropriate nursing interventions. UNIQUE! Delegation Considerations boxes
provide parameters for delegation to nurse assistants, patient care technicians,
and unlicensed assistive personnel. Medication Therapy tables provide quick
access to actions, dosages, precautions, and nursing considerations for commonly
used drugs. NEW! Reorganized chapters make it easier to follow and understand
the material. NEW! Icons in page margins indicate videos, audios, and animations
on the Evolve companion website that may be accessed for enhanced learning.
UDATED illustrations include photographs of common nursing skills.

Nursing Notes the Easy Way
In the United States, health care devices, technologies, and practices are rapidly
moving into the home. The factors driving this migration include the costs of health
care, the growing numbers of older adults, the increasing prevalence of chronic
conditions and diseases and improved survival rates for people with those
conditions and diseases, and a wide range of technological innovations. The health
care that results varies considerably in its safety, effectiveness, and efficiency, as
well as in its quality and cost. Health Care Comes Home reviews the state of
current knowledge and practice about many aspects of health care in residential
settings and explores the short- and long-term effects of emerging trends and
technologies. By evaluating existing systems, the book identifies design problems
and imbalances between technological system demands and the capabilities of
users. Health Care Comes Home recommends critical steps to improve health care
in the home. The book's recommendations cover the regulation of health care
technologies, proper training and preparation for people who provide in-home care,
and how existing housing can be modified and new accessible housing can be
better designed for residential health care. The book also identifies knowledge
gaps in the field and how these can be addressed through research and
development initiatives. Health Care Comes Home lays the foundation for the
integration of human health factors with the design and implementation of home
health care devices, technologies, and practices. The book describes ways in which
the Agency for Healthcare Research and Quality (AHRQ), the U.S. Food and Drug
Administration (FDA), and federal housing agencies can collaborate to improve the
quality of health care at home. It is also a valuable resource for residential health
care providers and caregivers.

Home Health Assessment Criteria
"This text covers conceptual information, leadership skills and current issues and
trends. It provides clear and concise information about the best practices and
quality improvement for the most common clinical conditions seen in home care."
--Cover.

Clinical Documentation Strategies for Home Health
Everything the home care nurse needs to provide quality care and effectively
Page 12/16

Download Ebook Home Health Care Nursing Documentation
document care based on accepted professional standards is found in this
handbook. Offers detailed standards and documentation guidelines for each of
more than 60 clinical problems, including ICD-9 (diagnostic) codes, service skills
(including the skills of the multidisciplinary health care team), factors justifying
homebound status, and more.

Clinical Case Studies in Home Health Care
"Nurses play a vital role in improving the safety and quality of patient car -- not
only in the hospital or ambulatory treatment facility, but also of community-based
care and the care performed by family members. Nurses need know what proven
techniques and interventions they can use to enhance patient outcomes. To
address this need, the Agency for Healthcare Research and Quality (AHRQ), with
additional funding from the Robert Wood Johnson Foundation, has prepared this
comprehensive, 1,400-page, handbook for nurses on patient safety and quality -Patient Safety and Quality: An Evidence-Based Handbook for Nurses. (AHRQ
Publication No. 08-0043)."--Online AHRQ blurb,
http://www.ahrq.gov/qual/nurseshdbk.

Managing Documentation Risk
Patient Safety and Quality
This pocket-size guide saves nurses precious time while ensuring that a complete
patient record is created and that legal, quality assurance, and reimbursement
requirements are met. This handbook provides specific verbiage for charting
patient progress, change or tasks accomplished for approximately 50 common
problems. The new third edition has been completely updated to include Critical
Assessment Findings, Subjective Findings for Documentation, Resources for Care
and Practice, Legal Considerations, Time Saving Tips, and new Managed Care
information. Plus, roughly 15 additional common problems and diagnoses have
been added making this practical resource more valuable than ever. Diagnoses are
in alphabetical order allowing for fast and easy access. Each patient problem or
diagnosis found in this handbook includes specific documentation guidelines for
the following aspects of nursing care: *Assessment of patient problem *Associated
nursing diagnosis *Examples of objective findings for documentation *Examples of
subjective findings for documentation *Examples of assessment of the data
*Examples of potential medical problems for this patient *Examples of the
documentation of potential nursing interventions/actions *Examples of the
evaluations of the interventions/actions *Other services that may be indicated and
their associated interventions and goals/outcomes *Nursing goals and outcomes
*Potential discharge plans for this patient *Patient, family, caregiver educational
needs *Resources for care and practice *Legal considerations for documentation,
as appropriate Introductory chapters describe documentation, the medical record
systems of nursing documentation, and current JCAHO and ANA standards related
to documentation. Specialty sections provide important and specific guidelines for
hospice care and maternal-child care. Appendices provide the latest NANDAapproved nursing diagnoses, descriptions of services provided by other disciplines,
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abbreviations, and a listing of resources (i.e., directory of resources, clinical
newsletters and journals, Internet resources, further reading). Includes Time
Saving Tips boxes to help minimize the time needed for documentation
responsibilities. Each diagnosis includes a Critical Assessment
Components/Findings section to help nurses with their critical decision making and
determine whether an assessment finding indicates immediate attention or patient
follow up. The Goals/Outcomes section of each diagnosis now appears at the
beginning so that nurses know the intended goals and outcomes up front before
beginning the assessment. All documentation guidelines now include sections on
Examples of Subjective Findings for Documentation and Resources for Care and
Practice. Includes Legal Considerations for Documentation as appropriate to
highlight important legal issues. Part One has been updated to reflect the current
managed care environment, including new information required by the National
Community of Quality Assurance [NCQA], so that nurses can incorporate and focus
on these changes as they document

Health Care Comes Home
Complete your charting at your patient's home and stay organized. EASY and
CONVENIENT to use. 6x9 Inhces with 120 pages and Matte Finish.

Foundations and Adult Health Nursing
Provides information on documentation issues, including electronic medical
records, legal and ethical implications, and documentation in acute cases, along
with a variety of charting examples.

Home Health Aide Guidelines for Care
Ideal for nurses transitioning into the home health arena, this new resource
provides practical, in-depth guidance on Medicare's Conditions of Participation
(COP), the Outcome and Assessment Information Set (OASIS), personal safety,
ethical and legal concerns, and much more. It also explores how nursing
responsibilities in home health care differ from those in acute/long term care.

Hospice & Palliative Care Handbook, Third Edition
Building on the revolutionary Institute of Medicine reports To Err is Human and
Crossing the Quality Chasm, Keeping Patients Safe lays out guidelines for
improving patient safety by changing nursesâ€™ working conditions and demands.
Licensed nurses and unlicensed nursing assistants are critical participants in our
national effort to protect patients from health care errors. The nature of the
activities nurses typically perform â€" monitoring patients, educating home
caretakers, performing treatments, and rescuing patients who are in crisis â€"
provides an indispensable resource in detecting and remedying error-producing
defects in the U.S. health care system. During the past two decades, substantial
changes have been made in the organization and delivery of health care â€" and
consequently in the job description and work environment of nurses. As patients
are increasingly cared for as outpatients, nurses in hospitals and nursing homes
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deal with greater severity of illness. Problems in management practices, employee
deployment, work and workspace design, and the basic safety culture of health
care organizations place patients at further risk. This newest edition in the
groundbreaking Institute of Medicine Quality Chasm series discusses the key
aspects of the work environment for nurses and reviews the potential
improvements in working conditions that are likely to have an impact on patient
safety.

Nursing Documentation Made Incredibly Easy
Improving Nursing Documentation and Reducing Risk Patricia A. Duclos-Miller,
MSN, RN, NE-BC In the age of electronic health records (EHR) and value-based
purchasing, accurate and complete nursing documentation is crucial. Proper
documentation affects not only quality of care, but also facilities' costs and
revenues. Redundant documentation wastes time and money, while inadequate
documentation negatively affects Joint Commission core measures and can result
in license suspensions or legal action against a healthcare facility--an expensive
and often damaging outcome. Improving Nursing Documentation and Reducing
Risk helps nurse managers create policies, processes, and ongoing auditing
practices to ensure that complete and accurate documentation is implemented by
their staff, without creating additional time burdens. Nurse managers, especially
new nurse managers, do not clearly understand their legal accountability for poor
or inadequate documentation created by nursing staff who report to them. While
each state's nurse practice act (NPA) differs, every NPA addresses nursing liability
for documentation; however, many nurse managers remain unaware of these and
other regulations that hold them accountable for the documentation crafted by
their nurses. This book helps nurse managers protect themselves and their staff by
clearly explaining to their employees the impact of documentation practices on
reimbursement, educating them on the consequences of failure to document, and
training them on how to document properly. This book will help you: Work directly
with your staff to ensure accurate documentation Train nurses during orientation
Educate your staff on the consequences of inaccurate documentation Create steps
to share with your staff that will improve documentation Ensure complete
comprehension of documentation issues through sample forms, auditing tools, and
case studies Table of Contents Chapter 1: Contemporary Nursing Practice Includes
Good Documentation Chapter 2: Contemporary Nursing Standards: Why it's
Important for Nurses to Document Well Chapter 3: Reducing Professional Risk
Through Documentation Chapter 4: Barriers to Good Nursing Documentation
Chapter5: Improving Nursing Documentation Chapter 6: Electronic Medical
Records: Advantages and Challenges to Good Nursing Documentation Chapter 7:
Ways to Engage and Motivate Staff to Document Well Chapter 8: Improving
Documentation and Outcomes
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