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Learning Objectives

Upon completing this course, you will be able to:

e Explain the purpose and importance of accurate documentation in behavioral health care

o Identify what must be documented and what should never be documented

e Write objective, factual, and professional care notes

e Understand HIPAA basics and client privacy requirements

e Recognize mandatory reporting obligations and how to fulfill them

Section 1: Why Documentation Matters

In behavioral health care, documentation is not just paperwork — it is the legal record of what

happened, when it happened, and what was done. Accurate documentation protects clients,

protects caregivers, ensures continuity of care, and fulfills legal and regulatory requirements.

The Four Purposes of Documentation

1. Communication: Keeps the care team informed about client status and changes
2. Legal Record: Provides evidence of care provided if questioned
3. Continuity: Ensures care is consistent across shifts and caregivers
4. Compliance: Meets regulatory, insurance, and agency requirements

Section 2: What to Document

Good documentation captures what was observed, what was done, and what the client said —

using objective, factual language. It does not include personal opinions, diagnoses, or

speculative interpretations.

v DO X DON'T

Document observable behaviors: "Client
appeared tearful and did not speak during
the visit"

Write opinions: "Client was being difficult
today"

Record exact quotes from clients when
relevant: "Client stated: | don't want to eat."

Use diagnostic labels you are not qualified to
assign

Note changes from the client's baseline
behavior

Document care you did not actually provide

Document refusals of care and the reason
given if provided

Leave documentation blank or incomplete

Record all incidents, falls, or safety concerns
immediately

Use vague language: "Client was not doing
well"
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Section 3: Writing Objective Care Notes

Objective documentation describes what you see, hear, and observe — not what you think or
feel about it. The SOAP or DAP note structure helps organize observations clearly.

The DAP Note Format

D — Data: What you observed (objective facts, client statements)
A — Assessment: What the data suggests (brief, factual — not diagnostic)
P — Plan: What was done or will be done next

Example:

D: Client appeared tearful and refused breakfast. Stated: "l just do not feel like it."
A: Client showing signs of low mood and appetite decrease.

P: Notified supervisor. Will monitor and document at next visit.

SCENARIO
During a home visit, your client becomes agitated and throws a cup. He has never done this
before. You calm him down and he apologizes.

Response: Document exactly what you observed: "At approximately 10:15 AM, client became
agitated and threw a plastic cup across the room. No injuries occurred. Client calmed within 5
minutes and stated: | am sorry, | do not know why | did that." Notify your supervisor per agency
protocol.

Section 4: HIPAA and Client Privacy

The Health Insurance Portability and Accountability Act (HIPAA) protects the privacy of client
health information. As a home care worker, you handle protected health information (PHI) every
day — and you are legally required to protect it.

e Never share client information with anyone not involved in their care

e Do not discuss client details in public spaces, hallways, or social media

e Secure paper records — do not leave them in vehicles or unsecured areas
e Never photograph clients or their homes without explicit written consent
e Report any suspected privacy breach to your supervisor immediately

HIPAA Violations — Real Consequences
HIPAA violations can result in:

- Termination of employment

- Civil fines up to $50,000 per violation

- Criminal penalties including imprisonment
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- Permanent damage to your professional reputation

When in doubt: do not share client information.

Section 5: Mandatory Reporting Obligations

Home care workers are mandatory reporters in most states. This means you are legally required
to report suspected abuse, neglect, or exploitation of vulnerable adults to the appropriate
authorities.

When You Must Report
Mandatory reporting is required when you have reasonable suspicion of:
- Physical abuse (hitting, restraining, rough handling)
- Emotional or verbal abuse (threats, humiliation, isolation)
- Sexual abuse
- Financial exploitation (theft, unauthorized use of funds)
- Neglect (failure to provide food, medication, basic care)
- Self-neglect (client endangering themselves)

Report to your supervisor immediately. You may also contact Adult Protective Services directly.

e You do not need proof — reasonable suspicion is enough to report

e Reporting in good faith protects you from retaliation

e Failure to report is a legal offense in most states

e Document your observations carefully before reporting

e Do notinvestigate — report and let the appropriate agency investigate

Quick Reference Summary

DAP Note Format D=Data (observed), A=Assessment (factual),
P=Plan (action taken)

HIPAA Protects client health information — never
share without authorization

Mandatory Reporting Report reasonable suspicion of abuse/neglect
to supervisor or APS

Documentation Rule If it is not documented, it did not happen

APS Contact Ask supervisor for your local Adult Protective
Services number
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