DOCUMENTATION GUIDELINES

© 2003 Terry McVannel Erwin

All Rights Reserved

Every helper needs to keep some records on survivors.  While some argue that keeping records at all places you at risk (if they don’t exist, they can’t be produced in court to justify a legal action against you), this argument is mistaken.  The keeping of basic professional records is regarded by the law as an obligation of practice.  Your records are the only thing you will have to defend yourself if you are ever charged with hurting a survivor, placing another at risk or misrepresenting yourself.  Every helper is free to keep his or her records in whatever format he or she feels is best. However, SOAP notes are an easy format to use to describe you contacts with survivors. 

SOAP notes are common in most helping environments and having your records in this form will give them a professional appearance.  SOAP is an acronym for Subjective data, Objective data, Assessment, and Plan for treatment.  When you write SOAP notes it is best to leave no blank lines and to make corrections only by drawing a line through the writing containing the error, so that it can still be read later.  These provisions will allow you to show that your SOAP notes were not altered "after the fact," and this could protect you in a court of law if someone claims you have amended your records.  

According to Remley and Herlihy (2001) clinical case notes serve two purposes: 

1)
"to provide quality counseling services to clients"

2)
“to document decisions you have made and actions you have taken as a counselor" (p. 116).  

Each agency has specific rules about what you should include in the records.  Think of the progress note as a legal, clinical, and insurance document.  The progress notes may be read by the survivor, your supervisor, a judge or an attorney, a protective case investigator, or a health care insurance company, to name a few.  Each progress note should at least respond to the following questions:  Who was present in the session?  What did the participants speak about?  What were the major systemic processes present in the session?  What did the helper do in the session?  What were the results of the interventions?  What did the survivor and the helper agree to do in the future?

Case notes should be completed as soon as possible after the helping session, signed by you, and placed in the survivor's folder.  Finally, the SOAP note should be brought to the next supervision session for inspection and the signature of your supervisor.  

Date: You give the DATE of the encounter with the survivor. 

S = You report all SUBJECTIVE information here.  This will be everything the survivor tells you.

What the survivor says about her/his feelings, thoughts, actions, concerns, progress in treatment, and anything else pertinent to her/his treatment goals.  Also included here are subjects avoided by the survivor.  Survivor’s statements are recorded using direct quotes from the survivor or by summarizing what the survivor says in the helper's words.  No interpretation of survivor’s statements is entered in this section of the SOAP note. 

Example: 

Survivor states that her husband has been abusing her for "about a year."   The abuse has been mostly verbal, and consists of yelling and threats.  We did a safety assessment and decided that there is no imminent danger to her or the children or the pets.  She is afraid of him, but she does not think he will do anything "really violent."  She denies any recent physical abuse.

O = You report all OBJECTIVE information here, what you observed about the survivor during the session. 

This includes posture, eye contact, signs of tension, appearance, hygiene, tearfulness, rate of breathing, voice tone, rate of speaking (e.g., normal, hesitant, and pressured), physical movement, and facial expression.  Other objective material pertinent to the session such as physical, psychological, or vocational test results, or pertinent excerpts from reports from other treatment professionals are also included here.  No interpretation by the helper regarding the survivor's physical appearance, activities, test results, or other objective reports is entered in this section of the SOAP notes. 

Example:  

Survivor sat with her arms wrapped around her body while gently rocking.  She looked at the floor while talking and cried frequently.  Survivor’s facial expressions were flat and lifeless.  She denies suicidal or homicidal thoughts.

A = The assessment by the helper of the material contained in the "S" and "O" sections of the SOAP note. 

The helper interprets, forms tentative hypotheses, or hunches about the meaning and significance of survivor’s statements and helper’s observations. Progress made during the session (e.g., new insights, expression of feelings, new thoughts/behaviors, improved therapeutic alliance, etc.) is also reported here. 

Example:  

Survivor is experiencing depression and anxiety as a result of intimate abuse.  

P = The helper's plan for future treatment sessions. 

The plan is based upon what the survivor said, what the helper observed, and the helper's assessment of what was said and observed.  Your plan should be very specific and include the date and time of the next session

Example: 

Survivor does not want to make any immediate life changes and wants time to think through her options.  Gave referral to SAVE, Inc.  510-538-1513; Hotline 510-794-6055; survivor phoned from this office and spoke to Margie at SAVE, did not make an appointment there.  Gave appointment with me for next Tuesday.  Explained how she could reach me or someone from the coverage group after office hours.

SIGNATURE/DATE:  Don’t forget to SIGN your case note, enter your credentials, and the date you completed the note.

S = Some SOAP note formats include a final “S” (SOAPS).  

The “S” is used for “Self as the Therapist.”  This segment of the notes includes any thoughts, ideas, emotional reactions, etc. that do not fit into the previous categories.  

There are mixed responses to this additional category.   Generally, it is not a good idea to write information about yourself in a survivor’s chart.  This could prove damaging to the client should their documentation be entered as court evidence.

Example:

While I believe it is best for survivor to leave this relationship, I must give her time to consider her options and make her own decisions.  Even if she chooses to stay, it is important that I refrain from giving advice or pushing my own values on her.

Other Useful Information

Excited Utterance

Statements made by the survivor may be interpreted as "excited utterance".  In some states these statements are allowed within the court and are NOT considered hearsay.  This allows your documentation to be introduced as evidence, including statements of who the survivor said hurt her/him; when and where the assault occurred; if there were witnesses; and what the abuser was saying during the reported attack.  A paraphrased excited utterance, rather than written verbatim, quickly loses credibility as evidence.  Furthermore, the writer who paraphrases statements loses credibility as a witness.

Document Severity and Frequency

Ask how many times this has happened before, what did he/she use to hurt you, and what was the worst incident.  Asking about severity and frequency of abuse reveals a subjective history of escalating violence.  As violence escalates, threats with weapons may factor into the equation.  When weapons become part of the abusive relationship, the potential for lethality increases.

Safety Issues

Safety is paramount when dealing with domestic violence.  This includes assessing the survivor for suicide, homicide, and other serious harm. Although many survivors return to the abusive relationship, development of an escape plan is essential before discharge.  Document this appropriately.

In your narrative, document who the abuser is and the relationship to the survivor.  In the interest of safety, determine where the abuser is now.  Ask the survivor if children where present when the abuse took place and were they harmed.  If the abusive incident involved children, question whether they are in safe environment.  It may be necessary to contact local law enforcement and Child Protective Services.

Use Direct Quotes

Whenever possible, directly quote the survivor’s statement, e.g., "My husband pointed a gun at me and said I’m gonna kill you bitch".  Although slang and explicates may be uncomfortable to reiterate in writing, it may convey information that goes to the state of mind of the survivor and the abuser.  Remember, that someone else said it, not you!

Don’t Say “Alleged”

Avoid using the term “alleged”, as this implies that you have some reservations about the truthfulness of the survivor’s statement.  By putting statements in quotations, the writer exhibits neutrality.  Accurate and detailed documentation is essential in cases of domestic violence.  

Compare the following: 

1)
Mrs. Smith stated, "Bob (spouse) threatened to kill me and then pulled a knife on me."  Survivor was crying, wringing her hands, and shaking when she made this statement.

2)
Survivor alleges spouse threatened to kill her. Appears agitated at this time.

Avoid Extraneous Comments

Avoid documenting statements that are not related to services your are providing, such as legal advocacy, follow up care, or referrals.  Documenting something unrelated such as “Survivor stated, ‘I deserved it’,” may eventually prove damaging to the victim.
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Documenting Injuries

After completing the physical assessment, record findings in detail.  Include an accurate narrative description of the appearance and size of wounds. Diagram injuries on a body map.  Finally, obtain consent for photography and take appropriate photographs. The written, diagrammatic, and photographic record must support one another and it is imperative that you have a witness present during physical assessments.  The witness must sign all documentation of injuries.

Documentation:



Some injuries are not immediately visible, and others may undergo a drastic change in appearance in a short time.  Whenever possible, the survivor should have a repeat physical examination in three or four days.  Follow the same procedure as for the initial examination and documentation.

In cases involving sexual assault, offer the survivor the option to undergo an examination by a qualified Sexual Assault Nurse Examiner (SANE).  If the survivor wishes to undergo an examination, attempt to maintain the integrity of physical evidence until the survivor can receive an examination.   Medical providers will collect physical evidence from the victim following established techniques for evidence collection.  

Document Legal Advocacy/Referrals

Inquire whether the survivor has filed charges or a report with local law enforcement.  If not, offer to assist her/him with this process. Document her/his responses and your actions. Give survivor a list of appropriate referrals, including phone numbers, and 24-hour emergency numbers.  Document referrals, options discussed, and information given to the survivor, e.g., escape plan.  Indicate on the record if the information was in written or verbal format.  In some cases, the survivor  may be afraid to take home any written information.

_________________________________

The information in this document is intended to extend and amplify the information given in the ACA Code of Ethics.  If you have not read that

document, be sure to do so.

PHOTOGRAPHING INJURIES

Photographs can convey the severity of injuries much more effectively than verbal documentation.  Whenever possible, photographs should be taken of all visible injuries. 

The procedure for taking photographs:

• Explain to the survivor that the photographs will provide very useful evidence should she/he decide to prosecute the abuser, wish to obtain alternative housing, want to obtain an injunction, or pursue an exception to the immigration One Year Rule, either now or in the future.

• Inform the survivor that the photographs will become part of their records and, as such, can only be released with their permission. 

• Obtain written consent from the survivor to take the photographs by completing a consent form.

• Use a Polaroid Image Camera with color film and flash bulbs to take the photographs.

• The photographs should be taken in the brightest light possible.

• Take a close-up photograph of the injury, including an identifiable feature of the survivor.  If this is not possible, a long shot photograph should be followed by a close-up.  A ruler should be used to indicate the size of the injury, particularly if only the injury is in the photograph.

• There must be a witness present when the photographs are taken.

• On the back of each photograph write the following:

— Survivor’s name.

— Name of agency & phone number.

— Date and time photograph taken.

— Signature of the member of staff taking the photographs.

— Signature of the individual witnessing the photographs being taken.

• The photographs must be placed in a sealed envelope and attached securely to the survivor’s records. The envelope must be marked with:

— Date

— Survivor’s name

— The notation: "Photographs of survivor’s injuries".

Bruising often becomes more obvious two or three days after an injury. In this event, the survivor must be advised to return for further photographs to be taken.  

Survivor’s left eye is swollen almost shut. When she forces the lid open, you can see some subconjunctival hemorrhage (eye is bleeding). 





There is an area of ecchymosis (bruising) about 5 x 6 cm on her left breast. 





There is a similar ecchymotic area (bruise) in the lower abdomen. 





There are fingerprint marks on both her upper arms. 





She is tender in the posterior vertebral area (back of neck) and in the posterior mid-thoracic area (middle of back).








