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Proper Documentation
Documentation is a vital process in the delivery of care to patients. It involves the record of patient care that has been planned and implemented on patients to enhance the evidence of care delivered. In health care, what is not documented is not done, and documentation becomes a crucial element, especially in legal matters linked to patient care. Proper documentation involves providing accurate information concerning the care that is delivered to patients (Mathioudakis et al., 2016). Correct documentation in the evaluation of the patient ensures that the information provided reflects the state of the patient. Assessment should involve an accurate description of the patient's status after the delivery of care. For example, for a patient with hypertension, evaluation is done following the interventions that are done to ensure that the blood pressure is within the normal range. The health care provider should ensure that the blood pressure is evaluated after treatment. Proper documentation will include the time of evaluation and if the treatment provided has been helpful in the management of the patient considering the value of the blood pressure. 
The patient's progress should be monitored to ensure that the health care providers offer the best treatment and management for the patient. To ensure that patients are monitored, and their wellness is enhanced, proper documentation should be done. Good clinical records are upheld when the progress of the patients is accurately documented. The report shows the recovery of patients, including information such as the patient's name, date, time, diagnosis, assessment data, and follow up details (Rosenbaum et al., 2014). Documentation should be done to allow proper communication from one health care worker to another. It should be done in a clear language to ensure that everyone involved in patient care can understand the needs and progress of the patient. Also, the documents should include other information such as drug records, management, outcomes, and social-cultural framework.
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