
  

Hospice Aide Hub 
INSERVICES FOR HOSPICE AIDES  

Documentation 

www.hospiceaidehub.com  



Hospice Aide Hub  1 

 

Module 25:  Documentation                                        ©2014 Hospice Aide Hub    www.hospiceaidehub.com 
 

HOSPICE AIDE EDUCATION SERIES                                    Module 25:  Documentation 

 

Overview & Objectives 

Documentation is mandatory for coordination of care and delivery of hospice services.  The hospice 

aide’s role in documentation is important for monitoring patient status, eligibility, functional ability, and 

decline.  This inservice includes a general overview of the legal aspects of documentation, regulatory 

requirements, documentation content in care and data gathering, the do’s and don’ts of 

documentation, continuous (crisis) care documentation, and terminology to avoid.  The importance of 

timeframes is also discussed.  The learning objectives for this module include: 

 

 Discuss the importance of hospice aide documentation 

 List the do’s and don’ts of documentation 

 Explain the rationale for continuous (crisis) care documentation 

 Identify terminology to avoid in documentation 

 Explain the importance of timeframes in documentation  

 

Contents 

 Learning Module 

 Group Exercise:  Weak vs. Strong Documentation 

 Test Questions  

 Instructor Answer Key 

 Attendance Sheet 

 Evaluation Form 

 Certificate of Attendance 

 

Module Instructions: 

 

Each module should take approximately one hour. Successful completion requires hospice aides to study 

the self-study section, complete the test, and fill out the evaluation form.  Discussion topics, case 

studies, group exercises, and module extras are used to supplement learning.  A passing grade of 70% is 

required on the test.  The completed sign-in sheet, test, evaluation form, and certificate of attendance 

should be kept on file for auditing and compliance purposes.  A copy of the completed certificate of 

attendance should be given to the aide for their own records.  

 

Copies are permitted within the physical location of each organization purchasing modules 
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Module 25:  Documentation  

Introduction

You have heard it a hundred times (at least!):  

“If it wasn’t documented, it wasn’t done.”  No 

matter how tempting it is to leave details out, 

remember that the medical record is where all 

the clinical information about a patient is kept.   

All members of the interdisciplinary team are 

responsible for making sure it is accurate and 

complete.   

Documentation by hospice aides may not be as 

technical or extensive as other disciplines, but it 

is just as important.  All aspects of care must be 

recorded:  

 For legal and regulatory purposes 

 For members of the team to be kept 

informed of the patient’s status 

 For compliance auditors to ensure that 

hospice care meets requirements 

 To protect yourself if questions come 

up about care that has been provided  

Documentation in the medical record is also 

moving away from written notes to electronic 

records.  Different hospices use a variety of 

software to for the electronic record.  You must 

be adequately trained in the computer software 

your hospice uses during your initial 

orientation. 

               

In all hospice settings – homes, long term care 

facilities, assisted living facilities, and inpatient 

care – you will be required to follow the policies 

and procedures for documentation by hospice 

aides.  Some documentation will be in clinical 

progress notes, while others need to be written 

on flow sheets.  There may be settings that are 

using all paper, a blend of electronic and paper, 

or all electronic documentation.  The hospice 

aide needs to be aware of the protocol for each 

patient setting in which they are assigned.  In 

this module a review of documentation specific 

to hospice aides will be covered. 

Who is Looking at Your Documentation? 

In short, everyone who is allowed to access the 

patient’s medical record for a specific purpose:   

 Interdisciplinary team members 

 Supervisors 

 Nurse managers 

 Compliance officers/auditors 

 Utilization review committees 

 Medicare contractors/auditors 

 Patients and designated healthcare 

surrogate or power of attorney 

All of the individuals and groups who are 

reviewing the medical record are looking for 

documentation that supports the patient’s 

terminal illness and eligibility, as well as the 

delivery of services and coordination of care.  In 

legal situations, attorneys, judges, juries, 

insurance companies, and Medicare-related 

agencies can examine the medical record.  All 

medical record documentation is potentially 

subject to review in a court of law. 
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Regulatory Requirements 

As with all services provided by hospices and 

the interdisciplinary team, documentation in 

the clinical record is required by Medicare’s 

Conditions of Participation for hospices.  

Medicare works with contractors who randomly 

audit the patient’s medical record.  Poor 

documentation can result in denial of payment 

for services.  For example, if the hospice aide is 

scheduled to see the patient three times a 

week, but visits are not properly documented, 

the hospice is out of compliance with federal 

regulations.  

Since hospice aides spend the most time in 

direct patient care they play an important role 

in making sure the nurse and interdisciplinary 

team members are kept up-to-date on the 

patient’s condition and the family’s progress.  

This ensures that documentation is kept current 

by all members of the team. 

Documentation Content 

Based on the nurse’s aide scope of practice in 

your state and your organizational policies, you 

will be documenting on the care you provide 

and observations you make about the patient 

and/or family.  Any matters of concern should 

be reported to your nurse supervisor.  If you are 

unsure about how to document certain types of 

information, consult with your supervisor first.  

Matters of legal importance (negligence, abuse, 

suspicious activity) should always be reported 

to someone in authority for immediate follow 

up.  Consult with your supervisor about how 

observations in these cases should be 

documented.  

It is extremely important to document any 

decline in the patient’s condition.  Comparisons 

are made over days, weeks, and months to 

ensure that patients remain eligible for hospice 

services.  [See “Timeframes” on page 7].  

Documentation is also central to keeping the 

patient’s plan of care current at all times.  

 

 

                  

 

 

Important! 

For hospices reimbursed by 
Medicare, contracting auditors 
randomly review medical 
records to determine patient 
eligibility and authorize 
reimbursement.  Document as 
if every patient’s medical 
record is going to be audited!  
(We call it “universal 
documentation” as in universal 
or standard precautions).   

 

WEIGHT 

INTAKE 

AMBULATION 

SLEEP 

PAIN 

WEAKNESS 
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Documentation related to the hospice aide’s 

care includes: 

 Bath, shower, bed bath (note if patient 

has declined to bed bath only) 

 Oral or denture care 

 Hair care 

 Grooming, shaving 

 Nail care (may have restrictions for 

hospice aides) 

 Foot care 

 Skin care (reddened or non-healing 

areas, skin breakdown, drainage, 

bleeding, infections, lesions) 

 Pericare 

 Turning or repositioning (how often, 

patient tolerance) 

 Ambulation (assistance of how many, 

assistive devices, changes in 

ambulation) 

 Weight bearing (Is patient weaker?  

Transfer only? Assistive devices?) 

 Sleep patterns (in hours per 24-hour 

period) 

 Transfers (assistance of how many, 

transferring devices such as Hoyer lift) 

 Range of motion in all extremities 

 Body alignment 

 Tasks associated with feeding and 

hydration (specific eating/drinking 

patterns and amounts, favorite 

foods/fluids, decline in intake or ability 

to swallow, choking, bites, sips) 

 Toileting and elimination (see “output” 

next section) 

 Assistance with bedpan or urinal 

 Catheter care 

 Ostomy care 

 Assistive devices (i.e. glasses, dentures, 

hearing aids, prosthetic or orthopedic 

devices, wheelchairs, walkers, skin 

protectors, etc.) 

 Tasks associated with infection control 

or environmental safety (i.e. biohazard 

procedures) 

Information related to gathering data includes: 

 Vital signs (temperature, pulse, 

respirations, blood pressure) 

 Height and weight if possible (if weight 

cannot be obtained, use descriptive 

terms like looser clothes, smaller 

diapers, increased skin folds, muscle 

wasting to describe weight loss) 

 Intake (note changes in eating patterns, 

ability to swallow, specific amount of 

intake to compare over time, coughing, 

choking) 

 Output (color and consistency, amount, 

changes in continence, emesis) 

[Intake & output may or may not be 

ordered by the physician]  

 

                        

Miscellaneous documentation: 

 Comfort measures specific to patient 

 Safety or preventive measures 

 Communication with patient, family, 

nurses or other team members 

 Communication barriers  

 Leisure activities if applicable 

 Orientation, level of consciousness 

 Socialization 
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 Incidents associated with patient rights 

(refusing treatment) 

 Family coping, concerns, questions, care 

(notify nurse case manager or team 

members for assistance or intervention) 

 Issues involving the patient’s 

developmental level 

 End of life or post mortem care 

 Documentation in Continuous (Crisis) Care 

Continuous, or crisis care, is ordered when a 

patient has uncontrolled symptoms of some 

kind such as pain, agitation, nause/vomiting, 

respiratory distress, and so on (actively dying by 

itself is not generally an indicator for crisis 

care).  It is temporary until the patient can be 

returned to a routine level of care.  When 

patients are placed on crisis care, a nurse visits 

daily to determine whether the patient should 

remain on crisis care or discontinue it.   

There are times when hospice aides or CNA’s 

from an agency are assigned to continuous 

(crisis) care patients in a long term care facility 

where nurses are present.  In these instances 

documentation should focus on the reason the 

patient is on crisis care.  The nurse case 

manager will record events leading up to crisis 

care, why the patient needs it, and discharge 

planning, but it is the hospice aide’s 

responsibility to document the patient’s status 

on an hourly basis during their shift.  Crisis care 

is reimbursed by Medicare at a higher rate 

which means that when the medical record is 

audited, evidence of the patient being 

appropriate for crisis care must be documented.   

For example, if a patient is on crisis care for 

uncontrolled agitation, documentation should 

include a description of the patient’s behavior 

and the nurse’s intervention.  It should also 

include the effectiveness of the intervention 

based on observation.  Any hospice aide 

interventions should be documented as well as 

the patient’s response or outcome.     

7:00 pm – Patient was restless and agitated, 

trying to get out of bed, yelling, kicking covers 

off bed, and scratching skin but did not draw 

blood.  Nurse on duty was notified and patient 

was given medication for agitation.   

8:00 pm – Patient is calmer now, but remains 

mildly restless.  He continues to move from side 

to side and has difficulty lying still.  Nurse 

continues to monitor effectiveness of 

medication.  Nurse informed that patient 

appears calmer with soft music, reading to him, 

and positioning on left side with pillows.      

Documentation Do’s & Don’ts 

There are many things a hospice aide must keep 

in mind when documenting at all levels of care. 

Do’s: 

 Use descriptive language to describe 

the patient’s status or condition (be 

specific about what they are doing, 

saying, how they are behaving) 

 Increase details for clarity if needed 

 Be specific if information can be 

misinterpreted or misunderstood 

 Include date, time, signature, and 

credentials (make sure times are 

consistent – either regular or military 

time depending on protocol)  

 Make sure information is correct and 

accurate 

 Check spelling for accuracy 

 Be objective; document observations 

without judgment or opinions 
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 Document statements made by 

patient, family, others in quotes, 

stating exactly what was said if it is 

important 

 Document any education provided to 

patient/family within the hospice aide 

scope of practice:  how they 

responded to it, return 

demonstrations, and the need for 

follow-up or further education (i.e. 

how to use a bedpan, how to feed the 

patient, how to reposition the patient) 

 Document any concerns about 

patient/family and who it was 

reported to  

 Documenting during a visit or 

immediately after seeing patient is 

recommended to avoid forgetting 

details 

 Protect all documentation to avoid 

HIPAA violations 

 Keep information in a secure place 

                                

Don’ts: 

 Do not scribble over, erase, or use 

white-out on paper documentation.  

Draw one line through an error and 

initial (check with your organization 

policy) 

 Do not use any color other than black or 

blue ink on paper medical record 

 Do not use abbreviations not approved 

by your organization or other facility 

 Do not use non-descriptive language 

 Do not document for someone else 

 Do not “copy & paste” in electronic 

documentation   

Terminology to Avoid 

There are several words, terms, and phrases 

that should be avoided when documenting.  

When the medical record is audited, terms that 

imply there is no change in the patient’s 

condition can raise a red flag for auditors since 

evidence of a patient’s eligibility and decline is 

so important.  

                            

 “Stable” 

 “No change” 

 “Within normal limits” 

 “Adequate” or “Inadequate” (need 

more specific details, amounts)  

 “Continues slow decline” 

 Vague descriptions (i.e. “bed wet” vs. 

“bed soaked”) 

 “Patient comfortable” (why or what is 

making them comfortable?) 

 Abbreviations – spell the word out 

 Judgmental words (i.e. lazy, crazy) 

Paint the picture!  Instead of using non-descript 

language, document why the patient is 

comfortable, or which interventions work well, 

or how much/how often something occurs, and 

so on.   

On the other hand, some things do NOT need to 

be documented (i.e. changing a diaper).  Be 

descriptive, but to the point.  Avoid “fluffing up” 

documentation just to fill space.  Report 

observations and changes as they happen and 

stick to the facts.  With practice and experience 

better distinctions will be made over time.         
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Timeframes 

All members of the interdisciplinary team rely 

on the information obtained by hospice aides.  

Changes in the patient’s condition provide an 

overview of their progress.  If the hospice aide 

visits the patient several times a week, changes 

may not be as noticeable.  However, if sizes, 

amounts, weights, and other specifics are 

documented accurately, changes can be tracked 

over time.  If these measures were put on a 

chart from admission to three months or six 

months, for example, the patient’s decline 

becomes far more obvious. 

Measure Admission 3 Months 6 Months 

Weight 120 lbs 108 lbs 98 lbs 

Ambulation 30 ft 20 ft < 5 ft 

Sleeping 16 hrs/24° 20 hrs/24° 23 hrs/24° 

 

This is why hospice aide feedback is so 

important.  Documenting observations, the 

patient’s status, and functional ability are 

required for patient eligibility and supporting 

their terminal diagnosis.  The following areas 

support a patient’s decline with all diagnoses: 

 Decreased weight 

 Decreased intake/output 

 Decreased ambulation, weight bearing 

 Increased pain 

 Increased sleep 

 Increased weakness 

 Decreased level of consciousness 

 Increased disorientation 

 Increased respiratory distress 

 Increased agitation, restlessness 

 Increased skin breakdown, non-healing 

 Increased infections, recurrent  

 Increased choking, inability to swallow 

 Increased withdrawal, less social  

Summary 

Documentation in healthcare is an absolute 

necessity and always will be.  In hospice it 

revolves around the patient’s eligibility, 

coordination of care, maintaining the plan of 

care, and reimbursement for patient care.  

There is no way to provide hospice services 

without documentation in the medical record. 

Hospice aide documentation is crucial because 

they spend the most direct time with patients 

and families.  They have contact and observe in 

ways that no other team member does and 

their documentation should reflect it.  Over 

time hospice aides learn about the important 

components of hospice documentation.  When 

they become knowledgeable and proficient in 

documentation, their input as a hospice aide 

becomes highly valued by the team and in the 

overall delivery of care. 
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 Group Exercise:  Weak vs. Strong Documentation 

Instructions:  Using the examples below, discuss ways in which documentation can be improved.  

Notice how extra details can enhance documentation effectiveness. 

Weak Documentation Strong Documentation 

“Patient is walking less.”  “Patient now uses a walker to ambulate due 
to increased leg weakness and unsteadiness.  
Maximum distance is 10-15 feet, down since 
April when the patient could ambulate 25 ft.” 

“Patient spends most of the day in bed.” “Patient was sleeping 16-18 hours per day two 
months ago.  Family reports that patient has 
been sleeping 20-22 hours a day for the last 
week.  Family will continue to monitor 
patient’s sleeping patterns.” 

“Patient is not eating as much as usual.” 

 

“The family reports that the patient has been 
eating about half as much as usual in the last 
two weeks.  Patient ate only bites of her lunch 
today and sips of orange juice which is her 
favorite drink.”   

“Patient needs assistance to transfer.” 

 

 

“Patient was agitated during a.m. care.” 

 

 

“Patient was choking at lunch today.” 

 

 

“Patient has a reddened area on his coccyx.” 

 

 

“Patient appears thinner.” 
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TEST QUESTIONS                                                                 Module 25:  Documentation 

NAME__________________________________   DATE____________   TEAM_____________ 

1.  A hospice committee that reviews medical records for eligibility is called_________________.  

 

2. Which of the following is not a reason for documentation in the medical record? 

a. Coordination of team care  c.  To keep the plan of care current 

b. To provide proof of services   d. To compare process of decline in other patients 

 

3. Documentation of hospice aide care includes all of the following except: 

a. Hair care and grooming c.  IV fluid intake 

b. Vital signs   d. Catheter and ostomy care 

 

4. The hospice aide should consult with a supervisor before documenting about legal issues. 

a. True 

b. False 

 

5.  In continuous (crisis) care, documentation by a hospice aide should be confined to regular observations. 

a. True 

b. False 

  

6. Which of the following is not a “do” of documentation?  

a. Use abbreviations as needed c.  Clarify information that can be misinterpreted 

b. Include timeframe comparisons d.  Document statements by family in quotes 

 

7. Hospice aides should document as if every medical record is going to be _________________. 

 

8. Which of the following apply when auditors are looking for evidence of hospice eligibility in the medical 

record? 

a. Weight loss    

b. Increased difficulty breathing 

c. Decreased oral intake   

d. Recurrent infections 

e.    All of the above 

 

9.  In continuous (crisis) care, the hospice aide should document at least twice a shift.  

a. True 

b. False 

 

10.  Timeframes are important in hospice documentation for all of the following reasons except: 

a. Patient decline is more obvious over weeks or months 

b. Patient decline is not required for Medicare reimbursement 

c. Patient decline supports the terminal diagnosis 

d. It guides the team plan of care 

e. All of the above 
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Instructor Key – Test Answers                                         Module 25:  Documentation  

 

1.  Utilization review committee (or compliance auditors is acceptable) 

 

2.  D  

 

3. C – It is not within the hospice aide scope of practice to document IV fluid intake. 

 

4. A – True.  In cases involving potential legal issues – abuse, neglect, suspicious behavior, etc. – 

hospice aides should consult with their supervisor first about documenting observations. 

 

5. B - False.   Hospice aides who are covering crisis care should document to the reason the patient 

is on crisis care.  

 

6. A – Documentation should not include abbreviations unless they have been approved by the 

organization or facility in which the hospice aide is documenting in the medical record. 

 

7. Audited 

 

8.  E   

 

9. B – False.  Documentation in continuous (crisis) care is a minimum of hourly. 

 

10. E  

 

Group Exercise:  Encourage group participants to think about measurements and timeframes in 

their documentation.  Explain that only a few more descriptive words can make a difference in 

making documentation more effective.  Medical record auditors are looking for verification of 

terminal illness and the patient’s decline in order to remain eligible for hospice services.  

Interdisciplinary team members need to be informed of the patient’s progress and status to 

maintain/update plan of care and coordination of services. 
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ATTENDANCE SHEET                                                        MODULE 25:  Documentation 

DATE:           LOCATION: 

PRINTED NAME SIGNATURE 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

INSTRUCTOR:  ____________________________________________   DATE_______________________ 
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HOSPICE AIDE EDUCATION SERIES 

EVALUATION FORM 

Module 25:  Documentation 

  
Instructor: 

Date: 
                   Strongly                                        Strongly 

                    Agree        Agree         Neutral      Disagree     Disagree 

CONTENT:        

1. Module was relevant to hospice aide practice  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Information was current and up-to-date   ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Information was well-organized    ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Information was easy to understand   ⃝ ⃝ ⃝ ⃝ ⃝ 

5. Time spent to complete module was appropriate ⃝ ⃝ ⃝ ⃝ ⃝  

 

INSTRUCTOR: 

1. Gave clear instructions to complete module  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Used teaching methods appropriate for hospice aides ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Was knowledgeable of the subject matter  ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Was engaged in the participants learning  ⃝ ⃝ ⃝ ⃝ ⃝  

5. Related content to practical situations in hospice ⃝ ⃝ ⃝ ⃝ ⃝ 

 

OUTCOMES: 

 

1.  Did you gain new knowledge or skills related to this module? 

 

2.  How will you apply what you learned in this module to your work? 

 

COMMENTS: 

 

1.  What did you like best about the module/presentation? 

 

2.  What changes would you make in the module/presentation? 

 

3.  What other hospice aide topics are you interested in? 

 

 

 
 

THANK YOU FOR COMPLETING THIS EVALUATION.  YOUR FEEDBACK IS HIGHLY VALUED! 
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