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The Eyes and Ears of the Team
You spend more time with the client than almost anyone, which makes you the team's eyes and ears. Noticing 
a subtle change, reporting it promptly, and documenting accurately is how problems get caught early and how 
care stays coordinated and safe.

This guide builds the skills: observing carefully, telling objective from subjective, reporting changes, and 
documenting well. Your records are legal documents and part of the client's protected rights.

Learning Objectives — by the end of this module you will be able to:

•  Distinguish objective from subjective observations

•  Recognize and report changes in a client's condition

•  Document care clearly, accurately, and on time

•  Explain why records are legal documents

•  Communicate effectively with the nurse and care team

Section 1: Observing Your Client
Good care starts with careful observation. Every visit, notice the client's appearance, mood, behavior, skin, 
eating and drinking, mobility, and any pain. The key is comparing to their normal baseline — what's different 
today? Use all your senses, including smell, which can signal infection or other problems. Observation is an 
active skill you practice continuously.

Section 2: Objective vs. Subjective Information
Objective information is what you directly observe or measure — a reddened heel, 25% of a meal eaten, a 
limp. Subjective information is what the client reports — pain, nausea, sadness. Both matter. When you 
document subjective information, attribute it ('client states...'). Keep your records factual and avoid opinions, 
labels, or guesses.

Section 3: Recognizing and Reporting Changes
Report new or worsening symptoms, falls, behavior or mood changes, skin changes, refusals, and anything that 
seems off for that client. A sudden new change in confusion can be a medical emergency and must be reported 
immediately. Report to the nurse or supervisor per agency policy — early reporting is how serious problems 
get caught in time.



When in doubt, report

You don't have to know what a change means. Report what you observed and let the nurse decide. Reporting a 
'maybe' is always better than missing something serious.

Section 4: Documenting Care
Good documentation is accurate, objective, timely, complete, legible, and signed. Record the care you 
provided and what you observed, promptly rather than from memory hours later. Document refusals and 
changes. Never document care before it happens or chart something you didn't do. Clear records keep the 
team coordinated and protect everyone.

Section 5: Records as Legal Documents
Client records are legal documents that can be reviewed by surveyors, families, the care team, and courts. 
That's why accuracy and honesty matter so much. Correct errors the proper way per agency policy — never 
hide, erase, or falsify an entry. Honest, accurate records protect the client first and everyone else too.

Section 6: Confidentiality and Privacy
Client information and records are private. Share only with those who need it for care, protect documents and 
devices, and never discuss clients in public or on social media. Confidentiality is part of the client's rights and 
your professional and legal duty.

Section 7: Communicating With the Nurse and Team
Reporting is only useful if it reaches the right person clearly. Lead with what changed, be concise and factual, 
and use the chain of communication per policy. Hand off clearly so the next caregiver can continue safely, and 
ask when you're unsure rather than guessing.

Section 8: Timeliness and Accuracy
Timing matters. Report urgent changes immediately and routine items on schedule. Be specific — what 
changed, when, how much, and how different from baseline. Document at the time of care. Careful 
observation only helps the client if it's reported and recorded in time to act on it.

Key Terms

Term What it means

Objective information What you directly observe or measure.

Subjective information What the client reports (pain, nausea, mood).

Baseline A client's normal condition, against which changes are 
noticed.

Change in condition A new or worsening sign that should be reported.

Documentation The accurate, timely record of care and observations.



Chain of communication The order in which information is reported (e.g., nurse, 
supervisor).

Check Your Understanding
1. What is the difference between objective and subjective information?

2. Why is comparing to baseline important?

3. Give three changes you should report.

4. List four qualities of good documentation.

5. Why are client records considered legal documents?

What's Next

Looking ahead

Next, CG-10: Client Rights & Person-Centered Care covers the Home Care Bill of Rights and putting the client at the 
center.


