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INTRODUCTION 
 

Note: Part of being an employer of choice is making sure we provide adequate and appropriate 
training and education to our employees. It is very likely you have received training on some 
of these topics before through Craig HomeCare or with another employer. That is because 
these topics are considered so important to healthcare workers that continued education is 
required, often times by federal or state agencies such as OSHA or CMS, or the programs we 
participate in. Some of these topics are about protecting yourself or the client, or even 
protecting the company. Thank you for taking the time and attention required to go over this 
information and how it impacts the work you will do for Craig HomeCare. Feel free to ask 
questions at any time during your employment with Craig HomeCare. 
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INFECTION & EXPOSURE CONTROL 
 
INFECTION CONTROL 

 

Definition of Infection: The establishment of a colony of disease-causing micro-organisms 
(such as bacteria, viruses, or fungi) in the body. The organisms actively reproduce and cause 
disease directly by damaging cells, indirectly by toxins they release. 

 

Many of the clients Craig HomeCare cares for are immunocompromised meaning they are at 
a higher risk of having infections and have a harder time recovering from infections. Many of 
the components of the infection control program at Craig HomeCare are designed to both 
protect employees from occupational exposure to infectious diseases and also to protect 
clients from acquiring infections and promoting positive outcomes. 

 

REDUCE THE RISK OF INFECTION FOR CLIENTS 

 Restrict unneeded contact. 

 Wash hands properly, using anti-microbe soap. 

 Restrict visitors who have infections or high risk of infection. 

 Provide adequate ventilations and use disinfectants and antiseptics for a hygienic 
environment. 

 Use sterile techniques during client care. 

 Use proper protective equipment. 

 Follow personal hygiene measures. 

 Dispose properly of items contaminated with body fluids. 

 Prepare and store food properly. 
 
Prior to providing care, read procedures for washing hands, personal care, and other 
individual procedures specific to the client. 

 

EXPOSURE CONTROL 
 

In addition to protecting clients from potential infections, Craig HomeCare nurses are expected 
to participate in exposure control measures to prevent or minimize the risk of their own 
exposure to an infection through blood or other potentially infectious material (OPIM) of a 
client.  Training at orientation and annually serves as a reminder of the practices you should 
employ every day to keep yourself safe from exposure to blood or OPIM. This includes 
universal precautions, use of personal protective equipment, proper disposal of sharps and 
keeping a clean work environment. 

 

Exposed to blood or OPIM while working? 
Exposure is considered specific eye, mouth, or other mucous membrane, non-intact 
skin, or other parenteral contact with blood or OPIM. 

 Immediately wash and/or flush the exposed area with soap and water. Flush eyes 

with water or saline.

 Contact Supervisor or HR to report incident and receive directions on seeking medical 

care. Craig HomeCare will provide for any initial care and ordered follow up when an 

occupational exposure has occurred.
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UNIVERSAL PRECAUTIONS 
 
Craig HomeCare employees are expected to exercise Universal Precautions, or 
Standard Precautions, at all times while providing direct patient care. ALL BLOOD AND 
BODY FLUIDS ARE CONSIDERED POTENTIALLY INFECTIOUS! 

 

Hand Washing Hand washing is an easy and effective way to prevent the spread of infections, 
but only works if done correctly. 

 Proper Hand Washing Technique: Use soap and warm water to wash hands, create friction 
using both hands for at least 30 seconds. Rinse under running water. Dry hands using a 
clean towel. In the absence of water, an appropriate antibacterial solution may be used. If 
hands are visibly soiled hand washing with soap and water is required.

 When to perform Hand Washing: Wash hands at the start of your shift upon entering the 
client’s home. Wash hands when visibly dirty with body fluids, after using the toilet, 
before and after client contact, before and after using gloves, before preparing food and 
medications, and whenever hands are soiled.

 Avoid different body site cross-contamination by performing hand hygiene between tasks 
on the same client. Hand hygiene should be completed after removing dirty dressings and 
before applying clean dressings. For example when performing trach or GT cares, remove 
the dirty dressing, remove gloves, perform hand hygiene, apply clean gloves and then 
continue with applying the new dressings.

 
Personal Protective Equipment Craig HomeCare will provide its employees with protective 
equipment. PPE can include gloves, gowns, masks, airways, etc. If there is not adequate PPE 
at the house contact your supervisor immediately. 

 Craig HomeCare staff should wear gloves whenever they handle, or have the potential for 
exposure to, blood or body fluids. Anytime hands are not “intact” (chapped or open sores) 
gloves must be worn.  

 When performing CPR, use a CPR mask with a one-way valve.

 Wear eye protectors, masks and gowns for any situations where there is the potential of 
splashing blood or body fluid.

 

Hazardous Material Put any items or equipment (soiled bandages, disposable sheets, used 
gloves) that have been contaminated with blood or body fluids, into a plastic bag. When 
possible double bag the items and ensure a secure closure before placing with other trash. 

 

Sharps You can prevent injury by following some simple steps when you use and dispose of 
sharps and contaminated materials used in the home. 

 When possible – use sharps that have been engineered to be safer to use with sharps-
injury protection mechanisms in place.

 Put syringes, needles, lancets and other sharp objects into an approved and labeled 
sharps containers.  When one is not available, use a hard-plastic or metal container that 
has a lid that screws on or can be secured tightly, such as a laundry-detergent bottle. 

 Do not recap, or in any way manipulate needles. 

 Sharps containers should be marked clearly as MEDICAL WASTE, and kept out of the 
reach of children and animals. Do not use glass or clear-plastic containers. Do not put 
sharp objects into any container that will be recycled or returned to the   seller.
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PATHOGENS OF CONCERN 
 
Some infections you can be exposed to as a healthcare worker are considered concerning 
enough to require specific education and prevention measures. 

 
TUBERCULOSIS 
Tuberculosis (TB) is an infectious disease, caused in humans by the bacterium 
mycobacterium tuberculosis. The infection is passed from person to person in airborne 
droplets (produced from coughing or sneezing). The bacterium is breathed into the lungs. It 
then multiplies and forms an infected “focus”. Damage occurs from the scarring produced by 
the immune/healing response. In some cases, it may spread through the bloodstream and 
damage other organs. 

 
At times, a person infected with TB may not show any signs or symptoms but when the 
following signs or symptoms are present the person should be tested for TB: productive cough, 
bloody sputum, fatigue, fever, and/or night sweats. 

 

If a person in the home is known to be infected with TB, Craig HomeCare will provide 
protective equipment and a particulate mask. Craig HomeCare requires the completion of a 
combination of risk assessments, TB skin tests and/or chest x-rays to rule out the presence 
of TB in a caregiver before working with Craig HomeCare clients. 

 

If you are occupationally exposed or suspect you have been exposed to a client with TB Craig 
HomeCare will provide for medical surveillance and treatment as indicated. 

 
 

HEPATITIS B. 
Hepatitis B. (HBV) is a virus that can be transmitted through exposure to blood or OPIM 
including needlesticks. There is no known cure for HBV and the treatment options can have 
serious side effects. There is a vaccine for HBV and as an employee considered “at risk” for 
exposure you are able to receive the vaccine at no cost to you at orientation or later if you 
wish. The best way to prevent HBV is with vaccination and exposure control methods including 
safe use and disposal of sharps. 

 

You are not required to receive the HBV vaccine if you have previously been vaccinated, are 
immune as shown through antibody testing or if the vaccine is contraindicated for medical 
reasons. You may also decline the vaccine for any reason you wish. 

 

You are required to present an opinion from a health care professional indicating if you have 
received the vaccine, are immune, or the vaccine is contraindicated – OR – complete the 
declination form within 10 days of your first shift. 

 
If you choose to decline the vaccine now, you can change your mind at any time during your 
employment with Craig HomeCare and still receive the vaccine at no cost to you. 

 

If you are occupationally exposed or suspect you have been exposed to a client with HBV 
Craig HomeCare will provide for medical surveillance and treatment as indicated. 
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BACK SAFETY 
 
Lifting, moving, or transferring your client may be a required duty of your position. You should 
inform your supervisor of any restrictions you have that could prevent you from performing any 
lifts, moves, or transfers safely. Your supervisor should provide you with a list of essential 
functions for any client you work with that explains the physical requirements for that particular 
client, make sure you are able to meet all of the requirements or discuss a new position with 
your supervisor. Regardless of how anyone else in the home may train you or request for you 
to complete a transfer or lift DON’T perform any lift or transfer you feel is unsafe or could result 
in injury to yourself or the client – contact your supervisor. 

 

When a lift or assistive device is available in the home it must be utilized for lifts, moves, or 
transfers. If you feel a lift or assistive device would be beneficial in a home contact your 
supervisor to discuss the possibility. 

 

SPH: SAFE PATIENT HANDLING 
Safe Patient Handling programs aren’t just about keeping the patient safe, but also about 
keeping the caregiver safe while you are lifting or transferring your patient. SPH also stands 
for a simple way to remember how to safely transfer a patient. 

 

Staggered Stance: When you place one foot in front of the other with your feet placed shoulder 
width apart you create a wider base and give yourself more leverage for the transfer. 
Pull, Don’t Lift: When you hold the client close to your own body you are able to use pulling or 
pushing movements instead of lifting which can strain your back more. 
Hold a Neutral Posture: When you keep your back in a neutral position during the transfer you 
are less likely to strain your back by bending at the knees and elbows instead of the lower 
back. 

 

ASSISTIVE DEVICES 
Each home may have different tools and devices available to assist in lifting and transferring 
clients. Some may include: 
Gait Belt to assist in transferring clients who are able to walk with minimal assistance (should 
only be used when client can bear weight for at least 4 seconds), make sure the client doesn’t 
support themselves on your neck or waist during the transfer. 
Mechanical Lift to assist in moving from one location to another, these can vary widely from 
home to home so make sure to get specific operating instructions from your supervisor. 
Always check the lift to make sure it is free of debris around the wheels and there are no tears 
in the sling. Make sure to use your body weight to move the lift and not just your upper body. 
Wheelchairs to assist in mobility of the client, these may be electric or require pushing from 
you or someone else. If a ramp is not available do not attempt to go up or down even one 
stair with the client in the wheelchair. Wheelchair lifts in vans or buses require specific 
instructions from your supervisor.  
Friction Reducing Devices to assist in repositioning your client in bed or pulling them closer 
to the edge of the bed with less strain on your body. 
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PROCEDURE FOR SAFE TRANSFERRING/LIFTING: 
 Look at the location you are going to lift/transfer from. 

 Look at the pathway you will take, and clear it from obstructions. 

 Locate your end destination so you will have a clear picture of where you are going. 

 Consider whether you will need to get help, or not. Do not perform the lift if you 
require assistance! 

 Stand close to the location you are going to lift/transfer from (bed, wheelchair, shower chair, 
etc). 

 Squat down while in a staggered stance, bending at your knees and keeping your back 
straight and in a neutral position. 

 Slide patient to edge of bed or other location. 

 Hold the patient close to you. 

 Keep your feet apart and staggered, take a deep breath. 

 Lift the patient slowly and evenly, straightening your legs, and keeping your back straight. 

 Bend your elbows, and keep the patient close to you and low to the center of gravity. 

 If applicable: Lift the patient to an upright position, and use your knees top support patient’s 
legs. 

 Move your feet, not your back, to turn the patient toward the end location, and slowly lower 
the patient into the end location (bed, wheelchair, shower chair, etc.) bending your knees 
not your back. 

 
TIPS TO KEEP IN MIND 

 If the client or object you are lifting is over 50 lbs you should not attempt a solo manual lift. 
An assistive device must be used or two-person lift must be performed. In certain 
circumstances clients under 50 lbs may require additional assistance or an assistive device 
(combative, technology, non- cooperative, etc). These situations will be assessed during 
the supervisory visit or upon request from the direct patient caregiver in the home. You will 
be given specific instruction for these cases.

 You know your body and your limitations, do not attempt a lift you feel may injure you.

 Take the unique circumstances of your client into consideration before deciding the best 
way to perform a lift or transfer including location, weight, ability to assist, technology, 
attitude, etc.

 If a lift or other assistive device is available but not being used contact your supervisor for 
more information.

 If a client is refusing a transfer or refusing to use an assistive device contact your supervisor 
for direction – attempting to transfer a combative client can easily result in an injury to both 
the client and caregiver.

 It may be possible to make adjustments to cares provided in certain circumstances such 
as a bed bath instead of a shower so always communicate your own physical limitations 
and suggestions for providing care in a safer manner with your supervisor.

 Perform stretches during the down time of your shift in your legs, back, and upper 
extremities.
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HOME & FIRE SAFETY 
 
Each home is unique and can have various safety concerns. Safety assessments are 
performed by the RN Supervisor or Administrator at admission and annually. Each employee 
is responsible for assessing the safety of the environment they are working in. Any hazards 
should be reported to your supervisor immediately. 

 
PRIOR TO STARTING CARE OR ACCEPTING CLIENT FROM DEPARTING CAREGIVER 

 Assess for any clear safety concerns in the immediate work area. 
 Locate the emergency bag. 
 Use the time with an additional caregiver to perform needed two person lifts if 

necessary. 
 
DURING YOUR SHIFT 

 Continually monitor your immediate work area as you move from room to room. 
 Exercise proper lifting and transferring procedures. 
 Maintain a clear work environment by cleaning any spills immediately and returning 

objects to their original location. 
 

ENDING YOUR SHIFT 
 Leave any areas where you provided care in a clean and tidy manner. 
 Assist on-coming caregiver with two person lift if necessary. 
 Exercise personal safety when leaving the premises. 

 
ANY OBJECT CAN BE A POTENTIAL HAZARD Believe it or not, every year there is at least 
one caregiver injured by tripping over a loose rug, getting a foot caught in loose tubing or 
tripping over a piece of equipment – all while just moving around the care area. Some hazards 
can be very clear but many are common objects in any home we provide services in. The best 
way to stay safe from tripping and falling is always watch where you are walking, even if you 
aren’t transferring a client or performing a direct care to the client. 

 

SAFE ENVIRONMENT ASSESSMENT The following are reviewed at admission and during 
supervisory visits but any potential safety hazards you notice during your shift should be 
reported to your supervisor immediately. 

 Floors, steps, railings and ramps are intact and stable. 
 Electrical outlets and cords are intact and not overloaded, Unused electrical outlets 

have child-safe covers. 
 Pathways are free of obstruction, e.g. furniture, cords, objects, etc. 
 Hand bars are in place where necessary. 
 Area rugs and mats are skid-proof underneath. 
 There are no open buckets or containers with liquids in the home. 
 All poisons, medicines, sharps, weapons, tools, etc. are out of reach or locked 
 Gates or barriers are in place on any stairways, shafts, etc. 
 Nightlights are in place where needed. 
 Safety locks are on drawers/cabinets that contain hazardous equipment or substances. 
 Door and window locks are intact and functioning. 
 Outdoor lighting is in place and functioning. 
 Car seats are available and used in the back seat of the car. 
 Smoke detectors are functioning. 
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PERSONAL SAFETY 
 Always be aware of your surroundings, especially when walking to or from your 

car and the workplace. 
 Avoid being in poorly lit areas. 
 During inclement weather exercise caution while traveling and walking on slick surfaces. 
 Contact your supervisor or authorities if you are in immediate danger or injured. 

 

BE PREPARED 
 Review the emergency plan often and check the contents of the emergency bag 

routinely. 

 Always know the evacuation procedures for fire & tornado emergencies. 
 Have your back up emergency bag ready in order to temporarily care for your patient. 
 Always have a phone either with you or know where you can go to use one. 

 
FIRE SAFETY The best way to keep yourself and your client safe from fires is to prevent them 
from occurring in the first place. Keep fire prevention tips in mind and be prepared in case a 
fire occurs. Any hazards should be reported to your supervisor immediately. 

 

PREVENTING FIRES 
 Observe smoking rules, and never leave a patient who is smoking unattended. 
 Be aware of where the exits, fire extinguishers, water sources and phones are located. 
 Be sure smoke detectors are functioning. 
 Do not allow flammable material to accumulate. 
 Do NOT use electrical cords that are NOT in good condition. 
 Keep matches and lighters out of reach of children. 
 Report any unsafe conditions to your supervisor. 

 

FIRE CLASSIFICATIONS: 

 Class A: Ordinary combustibles such as wood, paper, textiles, etc. Extinguish using 
water or dry chemical or carbon dioxide (C02) extinguishers. 

 Class B: Flammable liquids such as gasoline, oil fats, etc. Extinguish using dry 
chemical, carbon dioxide or foam extinguishers. 

 Class C: Live electrical wiring or appliances. Extinguish using dry chemical or 
carbon dioxide extinguishers. 

 
FOUR STEPS IN FIRE SAFETY (R.A.C.E.): 

 Rescue – Remove patient from the immediate danger and sound 

 Alarm- Shout for help, and sound the alarm or call 911 

 Contain- Contain by closing doors, windows, etc. and turn off 02 

 Extinguish- Using the correct type extinguisher 
 

STEPS FOR USING A FIRE EXTINGUISHER (P.A.S.S.): 

 Pull pin of extinguisher 

 Aim extinguishers at base of fire 

 Squeeze trigger of the extinguisher 

 Sweep extinguisher from side to side 
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EMERGENCY PREPAREDNESS 

 
Prepare for the Unexpected: 
Although planning for an emergency can be frightening, knowing how to prepare for a natural 
disaster or large-scale emergency is very important. We cannot prevent emergencies, but 
there are many things you can do to prepare. The time to plan for an emergency is before it 
happens. An emergency plan is developed for each Craig HomeCare client and for the 
business as a whole. It is important for each caregiver to understand their role and 
communication expectations during an emergency situation. 

 
Emergency plans may be evoked for the following reasons: 

 Natural Disasters:  Blizzards, floods, fires, tornados, ice storm, etc. 
 Man-Made Disasters: Terrorism, mass demonstrations, power grid failure, etc. 
 Community Emergency:  Strike, accident, infectious disease outbreak etc. 
 Any other event that prevents the regular delivery of care or impacts the community, 

utilities or transportation 
 
The Branch Administrator and Nurse Supervisor will serve as the Operations/Logistics 
Supervisor and Emergency Supervisor respectively while the Emergency Plan is activated. 
You may also speak with the Scheduler, After-Hours representative or another company 
representative. During an emergency or disaster situation where communications are severely 
impacted Craig HomeCare will utilize local radio and tv stations as well as social media to 
spread information. 

 
Before an Emergency: 
The following steps help ensure the success of the client and company emergency planning 
protocols: 

 Familiarize yourself with the emergency plan in each home you work in, periodically 
review the client emergency plan in the home binder.  This is completed at admission 
and updated annually. 

 Check for the emergency bag/supplies prior to every shift. 
 Discuss the emergency plan with the family and conduct drills to ensure plans are 

accurate. 
 Determine at least one alternate route to the house and have instructions available for 

emergency services. 
 Subscribe to weather and other alerts to be informed of potential emergency situations. 
 Keep personal contact information current. 

 
During an Emergency: 
If an emergency or disaster occurs while you are providing care to a Craig HomeCare client, 
follow the steps below as much as possible given the circumstances: 

 Keep yourself and your client calm and safe and removed from immediate harm 
following the client emergency plan 

 Administer immediate first aid to self, client, and anyone else around until everyone is 
stable 

 Contact 911 if evacuation or immediate medical attention outside your abilities is 
required 

 Contact the Emergency Supervisor with the status of yourself and your client and 
request any non-emergent needs for supplies or relocation 

 



11  

If an emergency or disaster occurs while you are NOT providing care or on duty you will be 
contacted by the Emergency Supervisor. Provide your status and ability to work any scheduled 
or alternate shifts. 

 
Whether you are working with a client or off-duty, you will establish a schedule for checking in 
with the Emergency Supervisor to provide updates and needs. As much as possible, you are 
encouraged to assist in client and community needs during emergency or disaster situations. 

 
After an Emergency: 
If you or your client was involved in an emergency, disaster or the emergency plan was 
activated you may be required to assist in debrief activities. The purpose of debrief activities 
is to assess the emergency planning activities and learn how to improve for future situations. 

 
Want More Information? 
You can request any of the items from your supervisor or branch office 

 Branch Emergency Response & Communications Plan including Incident Command 
Structure 

 Emergency Preparedness Program Policy 
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ABUSE, NEGLECT, EXPLOITATION, INJURY OF AN UNKNOWN ORIGIN 
 
YOU are a MANDATED reporter of abuse, neglect, exploitation, or injury of an unknown origin. 
As a healthcare provider if you witness or suspect abuse, neglect, or exploitation of your client 
or any other child or vulnerable adult in the home you must make a report to the child abuse 
(or adult abuse) hotline in your state. 

 
What is Abuse, Neglect, Exploitation or Injury of an Unknown Origin? 

 

Abuse: The intentional infliction of physical, emotional, or sexual pain or injury that results in 
physical harm, pain, or mental anguish. Because the clients Craig HomeCare cares for may 
not be able to inform someone if they are being abused it is the responsibility of the caregivers 
in the home to be especially vigilant of any indications of abuse. 

It can look like: 

 Unexplained physical injuries such as bruises or broken bones

 Verbally abusive exchanges

 Sudden changes in behavior of the child (extreme anger, depression, fear)
 

Neglect: The failure to provide necessary food, shelter, clothing, medical care or supervision. 
Neglect tends to be a chronic problem that occurs over time. 

It can look like: 

 Unexplained weight loss

 Indications that food or medications were not provided between nursing care

 Lack of clinical treatment for changes in condition

 The absence of an appropriate caregiver or guardian to resume care at the end of a shift
 

Exploitation: Intimidating or deceiving a victim in a manner that deprives him or her of money, 
assets or property for the benefit of someone other than the victim. 

It can look like: 

 Unexplained changes in finances

 Family members or friends “borrowing” money or items



Injury of Unknown Origin: An injury is classified as an “injury of an unknown source” when 
BOTH of the following conditions are met: 1.The source of the injury was not observed by any 
persons or the source of the injury could not be explained by the client and/or client family: 
AND 2. The injury is suspicious because of the extent of the injury OR the location of the 
injury (e.g. the injury is located in an area not generally vulnerable to trauma) OR the number 
of injuries observed at one particular point in time or the incidence of injuries over time.  

   It can look like:  

 Skin laceration (s) 

 A limp, misaligned or misshapen extremity 

 Soft tissue bruising or ecchymotic area  

 
 

Just because what you suspect doesn’t fit one of the examples above doesn’t mean 
you shouldn’t report it – use your judgment and professional training. 
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What to do if you suspect Abuse/Neglect/Exploitation/Injury of an Unknown Origin? 
If the victim is in immediate danger contact the authorities or 911 immediately and report to 
your supervisor as soon as possible. In other cases, contact your supervisor immediately. 
Provide all of the information you think is pertinent to what you suspect. Because a written 
report may be required at a later time document the facts or suspicions of what you have 
witnessed or suspect. 

 
Based on the information provided, your supervisor may make their own report to the 
appropriate agency but as a mandated reporter and the person with first-hand knowledge it is 
your responsibility to make a report to the appropriate agency (Child Abuse Hotline, Child 
Protective Services, etc). 

 

Keep in mind that you do not have to have proof or actually witness any abuse or neglect 
occur. You are also not responsible for making a final determination of abuse or neglect – you 
are simply responsible for reporting the suspicion. Your report is considered a request for 
further assessment and investigation by the appropriate agency or authority. 

 

  What is in the report? 

 The name and address of the victim, parents, or others responsible for the care. 

 The condition of victim and details related to the suspected abuse or neglect. 

 The current location of the victim if known. 

 Anything else that can be helpful to investigating the situation. As a reporter, your 
identity will remain confidential. 

 

What Happens Next? 
Once a report has been made you may be required to assist in the investigation including 
testifying in court if so ordered. Craig HomeCare will assist in the investigation as required 
and expects all employees to cooperate with authorities investigating abuse or neglect. 

 

Even if you have made a report before, continue to make reports of any on-going or chronic 
issues you witness. Your obligation to report any suspected abuse or neglect is an on-going 
obligation. 

 

What if you are not sure if it’s Abuse/Neglect/Exploitation/Injury of Unknown Origin? 
Some situations may be unclear or questionable (adult smoking around a child, a dirty home, 
etc). In those instances, contact your supervisor to discuss the situation or event further. Your 
supervisor will provide additional resources and information to determine if this is a reportable 
situation. 

 

What is Craig HomeCare’s responsibility? 
As a home health agency, any employee of Craig HomeCare who is aware of suspected 
abuse or neglect is expected to report such suspicions to the appropriate agency if a report 
has not been made. As an agency, Craig HomeCare will cooperate with any investigation 
including supplying any ordered documentation in compliance with HIPAA. 

 
Craig HomeCare maintains strict confidentiality requirements on reports, reviews, or 
investigation of suspected abuse or neglect.  Craig HomeCare will in no way implement 
retaliatory action against any individuals who report suspected abuse or neglect 
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What if you don’t report? 
Failure to report suspected abuse or neglect can result in disciplinary action. That may include 
termination in certain situations. Additionally, a report may be made against your license or 
certification for failure to report. There may be other legal repercussions based on failure to 
report. 

 
How to Report 

 

Kansas: 1-800-922-5330 
 

Missouri: 1-800-392-3738 
 

Nebraska: 1-800-652-1999 
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CLIENTS’ RIGHTS & ADVANCE DIRECTIVES 

 
Clients have the following rights: 

 Choose and communicate with the home health agency and personnel that provides their care, 
Craig HomeCare is a privately owned and operated business; 

 Be informed of his or her rights; and to exercise rights at any time; 

 Care given without discrimination as to race, color, creed, sex, religion, sexual orientation, disability, 
marital status, age, diagnosis or national origin; 

 Receive treatment that supports and respects the patient’s individuality, choices, strengths and 
abilities; and to receive privacy in treatment and care for personal needs 

 Have his or her property and person treated with respect, dignity and consideration; 

 Be free from neglect, or verbal, mental, sexual, and physical abuse and/or assault, including 
restraints, seclusion or injuries of unknown source, and/or exploitation, coercion, manipulation or 
misappropriation of patient property by anyone furnishing services on behalf of the organization; 

 Voice suggestions and report grievances or complaints regarding treatment or care that are (or fail 
to be) delivered, the lack of respect for property and/or person, or the violation of any rights to the 
organization, CHAP, and state or local agencies; Grievances or complaints may be filed with the 
RN Supervisor, Administrator or the Director of Operations.  All grievances will be investigated and 
the outcome will be reported to the complaining party when appropriate. 

 
Craig HomeCare Corporate Office at 888-260-9990 | (M-F 8:00 am to 5:00 pm, except 

on holidays) In Writing: PO Box 2241 Wichita, KS 67201 Attn: Operations 

 

 Be free from any discrimination, retaliation, or reprisal for exercising his or her rights or for voicing 
grievances to the organization or an outside entity;  

 Participate in, be informed about, and consent to, withdraw consent, or refuse care in advance of 
and during treatment, where appropriate, with respect to: (1) completion of all assessments; (2) the 
care to be furnished, based on the comprehensive assessment; (3) establishing and revising the 
plan of care; (4) the disciplines that will furnish the care; (5) the frequency of visits; (6) expected 
outcomes of care, including patient‐ identified goals and anticipated risks and benefits; (7) any 
factors that could affect treatment effectiveness; and (8) any changes in the care to be furnished; 

 Request information about their diagnosis, prognosis, and treatment, including alternatives to care 
and risks involved, in terms that they and their families or designees can readily understand  

 Receive all services in the plan of care; be admitted for service only if the agency has the ability to 
provide safe, professional care at the level and intensity needed; 

 Have a confidential patient record (medical and financial) and access to or release of patient 
information and records in accordance with Health Insurance Portability and Accountability Act 
(HIPAA) law and regulation (45 CFR parts 160 and 164) 

 Consent to photographs before they are taken unless taken at admission for identifying or 
administrative purposes 

 Be advised of the extent to which payment for services may be expected from Medicare, Medicaid, 
or any other federally funded or federal aid program known to the organization; 

 Be advised of the charges for services that may not be covered by Medicare, Medicaid, or any other 
federally funded or federal aid program known to the organization;  

 Be advised of the charges the individual may have to pay before care is initiated; Be advised of any 
changes in the information provided with respect to payment and charges, if they occur. The patient 
and representative (if any) are advised of these changes as soon as possible, in advance of the 
next home health visit, and in accordance with the patient notice requirements at 42 CFR 
§411.408(d)(2) and 42 CFR §411.408(f);  
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 Receive proper written notice, in advance of a specific service being furnished, if the organization 
believes that the service may be non‐ covered care or in advance of the organization reducing or 
terminating ongoing care; 

 Receive both an oral and written explanation regarding termination if services are terminated for 
any reason other than physician ordered discharge and receive information regarding a community 
referral.  Receive at least two weeks (three weeks in MO) notice for any discharge or transfer 
reason not outlined in the discharge and transfer policy.  

 Receive information regarding advanced directives prior to the delivery of care (Craig HomeCare 
complies with 42 CFR 489, Subpart 1).  Grievances related to the implementation of advance 
directives may be lodged with the RN Supervisor assigned to your case or the appropriate state 
agency 

 Access auxiliary aids and language services by requesting from the administrator or supervisor. 
 

Clients have the following responsibilities: 

 Provide accurate and complete medical history. 

 Provide all requested insurance and financial records, and to promptly inform Craig HomeCare of 
any changes in this information. 

 Remain under a doctor’s care while receiving skilled nursing services. 

 Provide a safe home environment in which your care can be given. 

 Sign required consents and releases. 

 Notify Craig HomeCare when unable to keep scheduled visits or shifts. 

 Treat Craig HomeCare staff with respect and consideration. 

 Participate in the plan of care. 

 Provide a copy of an advance directive if one exists. 
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HIPAA & CLIENT CONFIDENTIALITY 
 
WHAT IS HIPAA? The Health Insurance Portability and Accountability Act (HIPAA) of 1996 
is a set of rules to be followed by health plans, and healthcare providers. Enacted in August 
1996, HIPAA was designed to make health insurance more affordable and accessible. The 
act mandates significant changes in the legal and regulatory environments governing the 
provision of health benefits, the delivery and payment of healthcare services, and the security 
and confidentiality of individually identifiable, protected health information (PHI). Because of 
the concerns for privacy, HIPAA contained provisions for the safeguard of PHI. Information 
that is “individually identifiable” about past, present, and future health matters can relate to the 
physical and mental health, the provision of health care services, or payment for health care 
can be potentially damaging if improperly disclosed. In your role as a healthcare provider you 
are probably most familiar with the privacy aspects of HIPAA but there are other components 
of HIPAA that are important to be aware of. 

 HIPAA protects the portability or continuation of existing health insurance purchased 
through an employer through the COBRA provision.

 HIPAA eliminates most pre-existing conditions that would not be covered otherwise.

 HIPAA does not require an employer to provide insurance, does not disallow waiting 
periods and allows employers to not cover certain conditions.

 With the current and upcoming changes included with the Affordable Care Act employers, 
states, and individuals have new responsibilities in regards to health insurance but the 
basic tenets of HIPAA remain in place including the portability, continuation, and Privacy 
Rule.

 

THE PRIVACY RULE Because the Privacy Rule and Protected Health Information are a part 
of your duties every day the focus of this information is understanding what they are and what 
you need to do to comply with the Privacy Rule. The Privacy Rule was created to protect the 
public from potential abuse of PHI. PHI, also referred to as individually identifiable health 
information, must be protected by “covered entities”. Covered entities include health plans, 
health care clearinghouses, and health care providers who must transmit health information 
electronically in for claims or healthcare coverage eligibility inquiries. Even though you may 
not use any electronic formats in your day to day tasks of patient care, Craig HomeCare is 
considered a covered entity because of our other business practices that include electronic 
claims. 

 

Following the Privacy Rule is important and non-compliance can carry serious consequences 
– when the HIPAA act is not complied with, fines, penalties and possible jail time can be 
imposed, even if the disclosure of PHI was not intentional. The U.S. Department of Health and 
Human Services (HHS) issued the privacy regulations, officially known as the Standards for 
Privacy of Individually Identifiable Health Information, but most often referred to as the Privacy 
Rule, that became effective for most covered entities on April 14, 2003. 

 
WHAT HIPAA MEANS FOR THE PATIENT HIPAA provides certain rights to patients with 
regards to their PHI but also outlines circumstances that PHI may be disclosed without 
authorization from the patient. For the intents of this information the legal guardian has the 
same rights as the patient in regards to PHI and HIPAA. 

 Patients have the right to see their medical records and request changes to be made. They 
may be required to follow policies on how to request records and changes and exceptions 
may exist to the release of this information. Note: if a patient or family requests records 
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from you, direct them to make a request in writing to your supervisor or the Privacy Officer.

 Patients can request certain methods of communication to ensure confidentiality to the 
extent possible. For example, a patient may request the use of the telephone to report 
medical information instead of a mailed letter.

 Patients can request an accounting of the disclosures made from their medical records 
following policy.

 PHI may be shared in order to process payment for services performed but not for 
marketing purposes.

 PHI may be shared as a matter of patient or public safety such as a report to adult or child 
protective services or to report an infectious disease.

 PHI may be shared internally or with appropriate third party entities for quality assurance 
purposes. Research studies and protocols require consent for authorization.

 PHI may be shared with third party business associates such as a company hired to submit 
or review claims. These business associates are bound by the same rules and regulations 
of HIPAA as Craig HomeCare.

 
WHO IS AUTHORIZED TO SEE PHI? Disclosure of PHI must be granted by the patient – 
healthcare providers are not permitted to freely disclose information to anyone as they see fit 
simply because the patient has sought treatment for a healthcare concern. 

 

While all members of a healthcare organization may contribute to the direct and indirect 
provision of care and other services required during a visit, stay, or treatment, not all 
employees require access to PHI in order to do their jobs. 

 

KEEPING INFORMED Patients must be informed of their rights – this is usually facilitated 
through use of a standard "Notice of Privacy Practices" form. This notice must include the 
patient’s rights, the facility or organizational HIPAA policies, and the address of where to file a 
complaint. Patients must acknowledge that they have been notified of steps that will be taken 
to maintain the integrity of their PHI. Craig HomeCare provides each patient with a Notice of 
Privacy Practices at the time of admission and upon request. 

 

HIPAA – WHAT IT MEANS AT THE BEDSIDE AND BEYOND Protecting access to 
healthcare coverage and privacy are what HIPAA is all about. Healthcare providers must 
remember to carefully determine what information is necessary for each individual to perform 
their job and take great caution not to provide any more than is required. 
Maintaining confidentiality has been a cornerstone of healthcare professions for many years – 
therefore many of the basic concepts of privacy and PHI are not new. What is new is the ever-
expanding ways that sensitive information can be shared with others that requires additional 
vigilance. With HIPAA, healthcare providers are not only bound by what the ethically right 
about keeping patient’s medical information confidential, but now they are legally bound to do 
so, with the possibility for serious punishment for violations. 

 
When in doubt, it’s better to be safe and remember that privacy rules under HIPAA apply to 
PHI not only when you use it, disclose it to another healthcare provider or contracted service 
provider in person or on the phone, or store it in print or electronic form, but also when you see 
it on a computer, when it’s lying on a desk or on top of a medication cart, or when you’re 
discussing it face-to-face with patients and their family members in private or public areas. 
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PRIVACY COMPLAINTS Violations of the HIPAA Privacy Rule can be reported to your 
supervisor, the Craig HomeCare Privacy Officer or the Office for Civil Rights (OCR) in writing 
via mail, fax, or email. OCR has authority to receive and investigate complaints against covered 
entities related to the Privacy Rule. Complaints must be filed in writing, either on paper or 
electronically within 180 days of discovery of the violation, and describe the situation believed 
to be in violation of the Privacy Rule. A complaint form can be found on the OCR web site.  To 
make a complaint directly to Craig HomeCare submit   a written account of your complaint to 
Craig HomeCare Attn: Privacy Officer, PO Box 2241, Wichita, KS 67201-2241 or submit an 
email to privacyofficer@craighomecare.com. 

 

WHAT IS PHI The following identifiers have been designated as PHI and any unauthorized 
disclosure of a single or multiple identifiers must be reported. 

 Names

 Geographic areas smaller than a state

 Dates except for year only

 Telephone numbers

 Fax numbers

 Email addresses

 Social Security numbers

 Medical record numbers

 Health plan numbers

 Account numbers

 Certificate or license numbers

 Vehicle identifiers or license plate numbers

 Device identifiers and serial numbers

 URLs

 IP addresses

 Biometric identifiers

 Full-Face photos or comparable images

 Other unique, identification code



If none of the 18 PHI identifiers are used the information is not considered PHI. For example, 
an email that uses only initials and does not contain any other identifiers is not considered to 
be a potential disclosure risk. But including the date of birth, city, or social security number 
means it is now PHI. 

mailto:privacyofficer@craighomecare.com
mailto:ivacyofficer@craighomecare.com
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EXAMPLES OF DISCLOSING PHI Any time a single or multiple patient identifiers are 
disclosed by any means (written, electronic, verbal, etc.) to an unauthorized party a disclosure 
has occurred. As a home health employee HIPAA may not always seem as clear as when you 
provide care in a facility. Also, it is not uncommon to form relationships with not only the client 
but the rest of the members of the household which can create what seems like a gray area. 
Sometimes it is easy to forget that HIPAA still applies and you may disclose PHI without even 
meaning to – here are some examples: 
 You mean to email the scheduler about your client but instead send the email to someone 

else.

 You work on charting outside of the client home and identifying information is visible to 
someone else.

 While working with a new client you find out that the mother of your new client knows the 
family of the client you worked for previously. Even though the mother knows the client 
receives services through Craig HomeCare and may know other health information of the 
client you can not disclose or confirm any PHI or identifying information.

 You post information about your client or job on a social networking site, such as Facebook. 
Even if you don’t post a name or picture, you may inadvertently post enough identifying 
information that someone could realistically identify your client.

 Your neighbor is a teacher at the school you attend with your client and asks about the 
medical condition of your client. Unless the teacher has a “need to know” this information 
because the client is in the teacher’s class or the teacher is involved in the care of the client 
no other information should be disclosed or confirmed.

 
KEEPING PHI SAFE The best way to avoid intentionally or unintentionally disclosing PHI is 
by safeguarding it as much as possible. Here are some guidelines to follow with your patients.  
Failure   to follow these guidelines may result in a breach or disclosure of PHI. 

 All charting is to be completed in the home.  If you are making a correction outside of the 
home, be mindful of your surroundings.

 Never post any information about your client on any social media site.

 No information should be shared about your patient to an unauthorized party in any verbal, 
written, or electronic format. If you are communicating to an authorized party regarding 
your patient you must make sure that others are not privy to that information. For example, 
talking over the phone in a crowded or public area could create a situation for a disclosure 
or leaving your schedule with patient names in a public or unprotected area.

 Cell phones, cameras, tablets and other devices should never be used to capture a picture 
of the patient or any of their PHI except in the following circumstances: you are expressly 
directed to do so by your supervisor for medical or business purposes, you are capturing 
evidence or abuse or neglect, you have the express written authorization from the patient 
to do so.

 No form of PHI should be transmitted electronically by any means unless you are 
transmitting it to another Craig HomeCare employee or another authorized entity 
(physician, DME Company, case manager, etc) who has a need to know that information 
and you are using an encrypted form of communication. Text messages, regular email 
accounts, and voicemail are not considered encrypted.

 
If you are aware of any disclosure of information whether it was intentional or not you must 
notify your supervisor or Privacy Officer immediately. If you are not sure if information can be 
disclosed or you are in a situation where you are being asked to disclose information and you’re 
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not sure what to do – contact your supervisor or Privacy Officer for help or resources. 
 

WHAT HAPPENS WHEN PHI IS DISCLOSED When Craig HomeCare becomes aware of a 
potential disclosure or breach we have an internal process we must follow to investigate every 
potential breach. There are multiple areas we investigate including the type of disclosure, the 
intention of the disclosure, the party the information was disclosed to, the impact of the 
disclosure, etc. After completing the investigation the Privacy Officer and possibly other 
employees will make the determination if the disclosure was in fact a HIPAA breach. 

 

If it is determined that a breach has occurred the affected patient(s) are notified as well as 
Health & Human Services. Craig HomeCare will review the cause of the breach and may make 
policy or process changes or complete education or disciplinary action to avoid a similar breach 
in the future. Disciplinary action will be based on the outcome of the investigation. Generally 
any disciplinary action will follow our progressive disciplinary process but some breaches or 
disclosures may not follow the progressive process dependent on the circumstances. In 
addition, reporting may be required to licensing boards such as the board of nursing when 
appropriate. 

 
Craig HomeCare takes patient privacy seriously and will investigate fully any suspected 
breaches or disclosures. We will not retaliate against any employee or patient who reports a 
suspected disclosure to either Craig HomeCare or the OCR. 
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DOCUMENTATION 
 
Part of working in the medical and home care field includes documentation of duties and 
services completed for the client. Client documentation is to be electronically charted or in 
special circumstances, paper charted. The documentation made by the nurse or aide is 
included in the client’s chart and is part of a medical history of the client, thus making it a legal 
document. These documents must be complete and accurate.  
 
WHO MUST CHART? Any person hired to deliver services (direct or indirectly) to a client of 
Craig HomeCare must provide complete and accurate documentation on proper Craig 
HomeCare electronic or paper forms.  
 
WHAT IS THE PURPOSE OF DOCUMENTATION?  

 Communication 

 Reimbursement 

 Legal Defense 

 Research 
 
DOCUMENTATION BASICS: 

 Always use military time when documenting. 

 Use only Craig HomeCare approved abbreviations. 

 Use correct spelling.  KanTime offers a red underscore spell correction indicator for free 
text documentation. 

 Chart only what has been completed during your shift and within your start and end  

times. 

 Chart only accurate day-to-day information. 

 A total body assessment with start, assessment and end time noted in the narrative 
section is required for each shift worked. 

 Total intake for shift is required. 

 Chart only objectively (what you see) and subjective (what you hear) from the client or 
family member. 

 Staffing and personnel issues are not to be documented in the client’s records. 

 Submit your documentation at the completion of each shift worked. 

 

ELECTRONIC DOCUMENTATION:  

 Use the “chrome” browser when working in KanTime. 

 Clock into your e-chart in a timely manner to start your documentation. 

 Interventions, goal progress and medications must be charted for the shift indicated.  
The note will be automatically rejected for submission if anything is charted outside of 
the start and end times worked.  The note will be returned for corrections if charting was 
inadvertently missed in these sections and will need to be corrected via addendum. 

 Once the e-chart has been submitted, you can only correct or add information by using 
an addendum. If the chart has been approved, you can add additional information by 
using the available late entry addendum. 
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PAPER DOCUMENTATION:  

 Paper charting should only be used if instructed by your office or after hours support. 

 Use only black or blue ink; Never use a pencil, erasable ink or felt tip pens as these can 
be altered 

 All charting should be neat, wrinkle-free and legible. 

 Your complete legal signature and title must be on each document. 

 Your legal signature/name must match your license exactly. 

 Place a diagonal line through all open areas of charting not needed to deter  

anyone from altering or adding to your documentation. 

 
DOCUMENTATION ERRORS: 
Everyone makes documentation errors from time to time and caregivers are no exception. It is 
appropriate to correct documentation errors if done correctly. 
 
To correct an electronic documentation error:  
A correction to a submitted note must be done through an addendum. 

 Chart will be returned for the correction. 

 Click on the addendum button and free text the correct information. 

 Save and resubmit to QA. 

 

To correct a paper documentation error:  

 Place a single line through the error. 

 Do not scribble, blacken out or use white-out to correct the error.  

 Place your first and last initial directly above the error.  

 Do not write mistaken entry, misspelled or error.  

 Follow the revision, with the corrected words or sentence.  

 Do not write corrections above the error to save room.  
 
How to add late entries: 

 For electronic charting, simply address the late entry through the “late entry” addendum 
once the note has been approved. 

 For paper charting, write “added information” at the beginning of the entry and note the 
time of the incident within the charting itself. DO NOT write “forgotten information”, 
“backlog” or “late entry”. Be sure to sign your entry with your full legal signature.  

 
KanTime ICE: 
ICE is an offline KanTime application for electronic documentation. It is to be used in the event 
that the main KanTime website is unavailable. 

 KanTime ICE must be synced at the beginning and end of each shift. 

 The data in KanTime ICE will be current as of the last sync on the tablet. 

 If documentation is started in the live site, it must be completed in the live site. 
      conversely, if documentation was started in ICE, it must be completed in ICE. 

 
 
For questions regarding KanTime or KanTime ICE, please contact your branch office or 
KanTime support.  The KanTime support number is: 316-266-8792 or 888-260-9990, ext. 803 
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TAMPERING: 
Tampering is illegal and can result in disciplinary action including reporting to licensing or 
certifying agencies or legal authorities.  

 Additional comments added at a later date without an addendum.  

 Inaccurate information (charting that you did something when in fact, you did not.)  

 Omitting significant information.  

 Changing dates and times.  

 Rewriting the record without indicating that it is a second copy and why.  

 Adding to another person’s notes without permission.  

 Destruction (of any type) of medical record.  
 
MILITARY TIME: 
AM  

 
Military  

 
PM 

 
Military  

Midnight  0000  Noon  1200  
1:00 AM  0100  1:00 PM  1300  
2:00 AM  0200  2:00 PM  1400  
3:00 AM  0300  3:00 PM  1500  
4:00 AM  0400  4:00 PM  1600  
5:00 AM  0500  5:00 PM  1700  
6:00 AM  0600  6:00 PM  1800  
7:00 AM  0700  7:00 PM  1900  
8:00 AM  0800  8:00 PM  2000  
9:00 AM  0900  9:00 PM  2100  
10:00 AM  1000  10:00 PM  2200  
11:00 AM  1100  11:00 PM  2300  
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APPROVED LIST OF ACRONYMS & ABBREVIATIONS 
 

Abbreviation Definition  Abbreviation Definition 
∆ change  BR bathroom 

% percent  BPM breaths per minute 

& and  BS bowel sounds 

: ratio  C and S culture and sensitivity 
@ at  c ̅ with 

 OR pos positive  C˚ centigrade 

 OR neg negative  c/o complains of 

< less than  CA+ calcium 

= equal to  Cap capsule 

> greater than  CARDS cardiology 
Ø none or not  cath catheter 

↑ increase  CBC complete blood count 
↓ decrease  cc cubic centimeter 

abd abdomen, abdominal  CDI clean, dry, intact 
ac before meals  CHHA certified home health aide 

AC assist control  CHF congestive heart failure 

AD right ear  CO2 carbon dioxide 

ad lib freely, as tolerated  Cl chloride 
ADL activities of daily living  cm centimeter 

admin administer  CO2 carbon dioxide 

am morning 
 

COPD 
chronic obstructive 
pulmonary disease 

amt amount  CP cerebral palsy 

ant anterior 
 

CPAP 
continuous positive 
airway pressure 

AP apical pulse  CPR cardiopulmonary resuscitation 

Approx. approximately  CPT chest physiotherapy treatment 

appt appointment  CSF cerebral spinal fluid 

AROM active range of motion  CVA cerebral vascular accident 
AS left ear  CXR chest x‐ray 

as tol as tolerated  Dc'd Discontinue or Discharged 

ASAP as soon as possible  decub decubitus 

assist assistance  dept. department 

AU both ears  Dr. doctor 

ausc auscultation  drng or drg drainage 

Ax axillary  drsg  or dsg dressing 
 or B/L bilateral  Dx diagnosis 

BID twice a day  e.g. for example 

BiPAP 
Bilevel Positive 
Airway Pressure 

 
EEG electroencephalogram 

BM bowel movement  EENT ears, eyes, nose, throat 
BP blood pressure  EKG electrocardiogram 

elix. elixir  HOB head of bed 

ENT ears, nose, throat  Hosp hospital 
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EPAP 
expiratory positive 
airway pressure 

 
hr. hour 

ER emergency room  HS hour of sleep 
etc. and so forth  Ht height 

ETOH alcohol  Hx history 

exam examination 
 

I:E 
inspiratory/expiratory 
ratio 

exp expiratory  I&O intake and output 

ext extension  ICU intensive care unit 

F˚ Fahrenheit 
 

IDDM 
insulin‐dependent diabetes 
mellitus 

F total breath rate  IM intramuscular 

FBS fasting blood sugar  in. inches 

FeSo4 iron sulfate  INH inhalation 

Fi02 amount of oxygen measured  inj injection 
foley foley catheter  insp inspiratory 

Fr. French (catheter size) 
 

IPAP 
inspiratory positive airway 
pressure 

freq. frequency  IV intravenous 

Fri. Friday  JT ‐ J‐tube jejunostomy tube 

ft 
unit of measurement, 
12 inches or greater 

 
K potassium 

FTT failure to thrive  Kg kilogram (1000 grams) 

Fx fracture   left 

FYI for your information  L liter (1000 cc's) 
gal. gallon  LCTA lung clear to auscultation 

GI gastrointestinal  Lg Large 
gm gram  Lab laboratory 

GT  or G‐tube gastrostomy tube  lb   or # pound 
gtt / gtts drop  / drops  LLE left lower extremity 

GU genitourinary  LLL left lower lobe 

GJT or GJ‐tube gastro-jejunal tube  LLQ left lower quadrant 

GYN gynecology  LML left middle lobe 
H20 water LOC level of consciousness 

H2o2 hydrogen peroxide  LE lower extremity 

HA headache  LPM liters per minute 
HCP hydrocephalus  LPN licensed practical nurse 

Hct hematocrit  LUE left upper extremity 

Hgb hemoglobin  LUL left upper lobe 

HHA home health aide  LUQ left upper quadrant 

HMO 
health 
maintenance 
organization 

 
lytes electrolytes 

MAP mean airway/arterial 
pressure 

 PDN private duty nursing 

mcg microgram  Peds pediatrics 

M.D. medical doctor  PEEP positive end expiratory pressure 
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med (s) medication  PERRLA or 
PERLA 

pupils, equal, round, react to light 
and accommodation mg milligram  PICC peripherally inserted central 
catheter MI myocardial infarction  PIP Peak Inspiratory Pressure 

min minimum  pm after noon 

ml milliliter  PO by mouth 

mod moderate  POC plan of care 

MOM milk of magnesia  post posterior 

Mon. Monday  post‐op post operatively 

N/V nausea and vomiting  POT plan of treatment 

N/A   or  NA not applicable  PR per rectal/per rectum 

Na+ Sodium  PRN whenever necessary or as needed 

NEPH nephrology/renal  PROM passive range of motion 

NEURO neurology / neurologist  Pt. patient 

NSY or NSGY neurosurgery  PT physical therapy 

NG nasogastric  PTT prothrombin time 

NG or NGT nasogastric tube  Pulm pulmonary 

NIDDM non‐insulin dependent 
diabetes 

 PVC premature vascular disease 

NKDA no known drug allergies  PVD peripheral vascular disease 

NKA no known allergies  Q every 

noc night  Q am every morning 

NWB non weight bearing  Q hs every bedtime or at night 

NPO nothing by mouth  Q mos every month 

nsg nursing  Q wk every week 

O2 oxygen  Qh every hour 

OB obstetrics, obstetrician  Qt quart 

occ. occasional  QID four times a day 

OD right eye  quad quadriplegic 

OS left eye   

 

right 

OU both eyes  RR respiratory rate 

oz ounce  R/O rule out 

p̅ after  r/t related to 

PA physician’s assistant  RBC red blood cells 

pc after meals  re: regarding 

PC pressure control  rcv'd received 

rehab rehabilitation  TO telephone order 

resp. respirations, respiratory  Tol. tolerance / tolerated 

RLE right lower extremity  TPN total parenteral nutrition 

RLL right lower lobe  trach trachea, tracheostomy 

RLQ right lower quadrant  Tue. Tuesday 

RML right middle lobe  tsp teaspoon 

RN registered nurse  TV tidal volume 

ROM range of motion  TX treatment 
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RPT registered physical therapist  Thurs. Thursday 

RT Respiratory Therapist  TIA transient ischemic attack 

RUE right upper extremity  TID three times a day 
RUL right upper lobe  UA urinalysis 

RUQ right upper quadrant  UE upper extremity 

Rx prescription  URI upper respiratory infection 

s ̅ without  URO urology 
Sat. Saturday  UOP urine output 

SL sublingual  UTA unable to assess 

SLP speech language pathologist  UTI urinary tract infection 

Sm small 
 

VE 
exhaled minute 
volume 

SN skilled nurse  V.O. verbal order 

SNV skilled nursing visit  VP ventriculoperitoneal 

SOB shortness of breath  VPS ventriculoperitoneal shunt 

SOC start of care  VS vital signs 
s/p status post  VSS vital signs stable 

SQ subcutaneous  VTE Exhaled tidal volume 

s/s sign and symptoms  VTI Inhaled tidal volume 

SS social security  w/c wheelchair 

SSI supplemental income  w/o without 

S/T spontaneous/timed  WBC white blood cells 

STAT at once or immediately  Wed. Wednesday 

Sun Sunday  WFL within functional limits 

supp suppository  WNL within normal limits 

sz seizure    Wt weight 

TB tuberculosis    y/o years old 

Tbsp tablespoon    yr year 

temp. or T. temperature    

 

DO NOT USE Medical Abbreviation List 
 

Do Not Use Use Instead 

U, u (unit) Write “unit” 

IU (international unit) Write “international unit” 

Q.D., QD, q.d., qd (daily) Write "daily" 

Q.O.D., QOD, q.o.d, qod(every other day) Write "every other day" 

Trailing zero (X.0 mg)* Write X mg 

Lack of leading zero (.X mg) Write 0.X mg 

MS Write "morphine sulfate" 

MSO Write "morphine" 
MgSO4 Write "magnesium sulfate" 

SS Spell out “sliding scale” 
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HOME EXPECTATIONS 
 
Every client and every home are different. Each house has its own set of “House Rules” that tell you 
where to park, what to wear, where to put your things, etc. But there are some expectations that apply 
no matter what home you are working in. 
 
CONFIDENTIALITY In addition to following best practices and being HIPAA compliant with protected 
health information (both paper and electronic charting), maintain confidential information from the care 
setting.  As someone providing care in a personal home you may be privy to conversations or witness 
interactions between other people in the home that would not otherwise be public knowledge. While 
you are mandated to report any abuse or neglect you witness or suspect you should use 
professionalism and refrain from sharing information about the members of the household to others. 
 
ATTENDANCE You are expected to report to all scheduled shifts on time or report absences at least 
4 hours in advance. Any changes to the start and end time of your shift must be approved through the 
office, direct scheduling with the family is not considered authorized work hours. More than 2 absences 
in a 12 month time period may be grounds for disciplinary action. 
 
TIMESLIPS & CHARTING Every Wednesday at midnight the pay week ends. Your documentation for 
each shift should be submitted (either electronically in KanTime or via mail/drop box for paper) 
immediately following your shift. Stay in contact with the office regarding any corrections or clarifications 
needed for payroll.    
 
VISITORS You should not have any personal visitors at the home at any time. This includes bringing 
your own children to work with you. If the client or family has visitors in the home and you feel 
uncomfortable, contact your supervisor. 
 
WORKPLACE INJURIES If you are injured during your shift you must report the injury to your 
supervisor or HR immediately, even if you do not need to seek treatment. 
 
CLIENT CARE The tasks and duties you do while working should directly benefit the client you are 
caring for. You should not be left to provide care for any other children except for your client(s). You 
should not perform work or duties outside the scope of caring for your client. Speak with your supervisor 
if you are being asked to perform other duties or care for other children. 
 
TRANSPORTING CLIENTS You should not transport clients in your personal vehicle of the vehicle of 
the parents without express permission/instruction from your supervisor. 
 
REPORT CHANGES At any time there is a change in the client’s condition including hospitalizations 
you must report it immediately to your supervisor. New physician orders or medication changes must 
be entered into the client chart as they are received. Craig HomeCare has an RN on call 24 hours a 
day, 7 days a week to receive reports on changes in condition. 
 
CARE PLANS Review the client’s care plan, med list and recent orders prior to accepting care for the 
client.  Notify your supervisor if you find discrepancies or need clarification on ordered treatments or 
medications. 
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SUPERVISORY VISITS At least every 60 days and more often in some cases an RN will visit the home 
to complete a supervisory visit. There may be instances when this is scheduled during a shift you are 
working. Also, you may be visited during a shift for an on-site evaluation. During these times continue 
to perform your regular duties. 
 
POLICIES & PROCEDURES While working for Craig HomeCare you are expected to follow the policies 
and procedures of the company. If you ever have questions on a process, what is expected of you, the 
correct plan of action, or to view the full Craig HomeCare Policy & Procedure Manual – contact your 
supervisor. In addition, each office has a manual of nursing treatment policies you may access for 
additional information on performing nursing tasks. 
 
COMMUNICATE & BE INFORMED Make sure to stay informed of any changes to the care plan, med 
profile, safety assessments, emergency plan, etc. Use the communication book in the house to provide 
updates to other caregivers or to be updated on changes since your last shift. Remember to maintain 
professionalism in your entries. If any issues comes up between caregivers in the home, speak to your 
supervisor – don’t involve the client and/or family. 
 
REPORT INCIDENTS AND ADVERSE EVENTS As soon as you become aware of any employee or 
client adverse event or incident you are required to report it to your supervisor immediately. You may 
be required to document the incident in writing – separate from the medical record. Document the facts 
and keep the information confidential. 
 
Here are some examples of incidents or adverse events: 

 Client injury or fall, witnessed or non-witnessed; Employee injury 

 Client deaths 

 Suspicion of abuse or neglect 

 Motor vehicle accidents 

 Medication errors and adverse drug reaction 

 Significant safety hazards or dangers 

 Refusal of treatment 
 
This is not an all-inclusive list, so if you are not sure – report it to your supervisor anyway. 
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AFFECTING PATIENT OUTCOMES 
 
At Craig HomeCare we are focused on improving client safety and improving outcomes, meaning we 
do everything we can to provide the best care so our clients can achieve their highest potential, and 
avoid ER visits or hospitalizations whenever possible.  
We can achieve the best outcome through: 

ASSESS and MONITOR:  Assessment involves critical thinking skills and data collection; subjective 
and objective. Subjective data involves verbal statements from the client or caregiver and observing for 
changes and differences from the client’s baseline. Objective data is measurable, tangible data such as 
vital signs, intake and output, and height and weight. As in-home caregivers, you need to be vigilant to 
any changes in your client’s condition. 

NOTIFY:  If there is a change in condition the caregiver or parent are encouraged to notify the client’s 
primary physician and the RN at the Craig HomeCare office (Administrator, or RN Supervisor) as soon 
as possible to evaluate if there are any additional interventions we can attempt in the home to prevent 
further decline, an ER Visit, or hospitalization. Remember that there is an RN on call 24/7.  
 
If it is a life-threatening emergency always call 911 without delay. If you or the client’s family are 
unsure what can be done, contact the RN on call before taking the child to the emergency room.  
 
INTERVENE: Implementation involves action or doing and the actual carrying out of nursing 
interventions outlined in the plan of care. This requires nursing interventions such as applying a cardiac 
monitor or oxygen, direct or indirect care, medication administration, and standard treatment protocols. 
The earlier we intervene when there is a change in condition, the more likely we are to be 
successful at improving the client’s safety and outcome.  There are very few nursing interventions 
provided in the hospital that cannot be provided at home if ordered by the physician 
 
EVALUATE: This final step is vital to a positive client outcome. Whenever there is an intervention or 
implementation of care, you must reassess or evaluate to ensure the desired outcome has been met. 
Reassessment may frequently be needed depending upon overall client condition. The plan of care 
may be adapted based on new assessment data. 
                                          

 Report successful interventions to your nurse supervisor! 
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Examples of at-home care that can be provided 

Observations Action 

The child is showing signs of 
infection: 

 Fever 

 Lethargy/malaise 

 Sweating or chills 

 Loss of appetite 

 Fast breathing or heart rate 
 

 PRN standing medication orders (i.e. pain-relieving, 
anti-nausea/vomiting)  

 

 Antibiotics or other medications can be initiated in 
the home. In some cases IV, medications can be 
given in the home.  

 

 Additional equipment or therapies can be ordered in 
the home to treat the symptoms of the infection:  
Oxygen, CPT, etc. 

The child is showing signs of 
dehydration: 

 Dry, cracked lips/mucous 
membranes 

 Dark colored urine 

 Little or no urine in 8 hours 

 Cold or dry skin 

 Sunken eyes or sunken 
fontanel on the head 

 Excessive sleepiness 

 Low energy levels 

 Extreme fussiness 

 Fast breathing or heart rate 
At risk for dehydration: 

 Fever 

 Vomiting 

 Diarrhea 

 Excessive sweating 

 Poor fluid intake 

 Chronic illness or bowel 
disorder 

 Exposure to hot or humid 
weather 

 Encourage fluids if appropriate. 
 

 Feeding schedule could be altered as per physician’s 
order or with a new physician order. 

 

 PRN Medications to treat the cause of the nausea or 
vomiting, or new medications can be ordered by the 
physician.  

 

 In some cases IV, fluids can be given at home. 
 
 

The child is showing signs of 
respiratory distress: 

 Labored or rapid breathing 

 Lethargy 

 Retractions 

 Sweating 

 Wheezing 

 Stridor 

 Nasal flaring 

 Fever 

 Increased heart rate 

 Bluish color around the mouth 
and nailbeds 

 

 Maintain open airway 
 

 Suctioning if appropriate 
 

 Repositioning 
 

 PRN respiratory therapies can be utilized, or new 
therapies (O2, CPT, etc.) could be ordered by the 
physician.  

 

 PRN standing medication orders or new orders (i.e. 
pain-relieving or fever reducing) could be ordered by 
the physician. 
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Guided by integrity, we provide excellence in pediatric nursing 
while improving the quality of life and exceeding families’ 

expectations. 

 
www.craighomecare.com 
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