APTA's Defensible Documentation for Patient/Client Management

Components of Documentation within the Patient/Client Management Model

I. Initial Examination/Evaluation
II. Documentation of a Visit/Encounter [current page]
III. Reexamination/Reevaluation
IV. Discharge/Discontinuation Summary
II. DOCUMENTATION OF A VISIT/ENCOUNTER
Documentation of a visit or encounter, often called a daily note or treatment encounter note, documents sequential implementation of the plan of care established by the physical therapist. It includes changes in patient/client status, a description and progressions of specific interventions used that may be documented in a flowsheet format, and communication among providers. It also may include specific plans for the next visit or visits.

Documentation of a visit or encounter should include:

1) Patient/client or family/caregiver report

2) Interventions provided including frequency, intensity, time, and duration as appropriate (see discussion of support for timed interventions below). Examples include:

· Right knee extension, three sets, 10 repetitions, 10# weight, full range 

· Transfer training bed to chair with sliding board 

· Description of equipment provided (sliding board, long handles sponge) for home use 

· Description of education/training provided (Pt educated in proper lifting technique from floor to chest height and able to demonstrate technique with up to 25 pounds) 

· Ultrasound at 1.5 W/cm2 for 5' to the L medial knee joint 

3) Patient/client response to treatments/interventions.

4) Communication/collaboration with other providers/patient/client/family/ significant other as applicable/indicated.

5) Factors that modify frequency or intensity of intervention and progression within the plan of care.

6) Plan for next visit(s) including interventions with objectives, progression parameters and precautions, if indicated within the plan of care.

A. How to Convey Skilled Interventions in Daily Notes
It is important to convey in the documentation of a visit or encounter (i.e., daily note) that the interventions provided require the skills of a physical therapist or physical therapist assistant under the direction and supervision of a physical therapist. Many therapists consider the daily note to be just a 'listing' of what treatments took place. While it is important to include the interventions provided, this does not demonstrate skilled care. Demonstration of skilled care requires documentation of the type and level of skilled assistance given to the patient/client, clinical decision making (PT) or problem solving (PTA), and continued analysis of patient progress. This can be expressed by recording both the type and amount of manual, visual, and/or verbal cues used by the therapist to assist the patient/client in completing the exercise/activity completely and correctly. It can also be illustrated by documenting why the therapist chose the interventions and/or why the interventions are still necessary. Some ways of documenting skilled care include documenting what the therapist observes before, during, and after an intervention, the patient's/client's specific response to the intervention, determining functional progress, etc. The interventions provided by the physical therapist should correlate to the impairment, functional limitation, and the goals stated in the plan of care. For example: "Patient required verbal and manual cues to complete shoulder flexion and abduction exercises without substitution. Therapeutic exercise and right shoulder mobilization resulted in increased flexion from 90ø to 110ø allowing the patient/client to reach overhead and complete activities of daily living. Patient still unable to perform overhead activities needed in performance of job duties."

When a therapist documents an assessment as "patient/client tolerated treatment well," it does not provide evidence of skilled services. In addition, it does not give enough information regarding your clinical decision making or problem solving to demonstrate what actually happened if this visit were to be called into question in a legal case. 

In pediatrics, especially school based practice, there may be some misconception that daily notes are not required.  However, skilled physical therapy intervention should be documented for each visit in all settings.

B. How to Communicate Progression of Care and Ongoing Assessment in Daily Notes
For each daily note, there should be a notation as to whether there were changes in the impairments and functional limitations as a result of the interventions and if there is progress toward the goals and ultimately toward discharge. If any measurements are taken, they should be recorded and relate back to the achievement or lack of achievement toward the functional goals. In this way, the documentation shows the ongoing assessment by the physical therapist. If daily notes are frequently written with this level of detail, a progress summary or progress report may not be required.

C. Progress Reports
A progress note or progress report/summary is often referred to in third-party payer, state, and facility regulations. The progress report/summary is similar to a daily note but includes more detailed information on the patient's/client's current status as compared with a previous date(s) (i.e., date of initial evaluation, last reexamination, or last progress report). In most cases, important changes in examination findings are described. Note that the daily notes and progress reports/summaries work together. If progress is described in daily notes then a progress report/summary may not be necessary. This is particularly true for shorter or less intense episodes of care.

Physical therapists may choose to title certain daily notes as progress reports/summaries and include this level of detail at one time. Progress reports/summaries should be performed regularly on all patients to substantiate the ongoing need for physical therapy services. The report should provide an update on the patient's/client's status as it relates to the physical therapy goals and plan of care. Keep in mind that any note that requires assessment of the patient/client and his/her progression or lack of progression can only be written by a physical therapist. Physical therapist assistants cannot write this type of assessment as noted in APTA policy, Medicare regulations, other third-party payer rules, and state law. While the physical therapist is responsible for progress reports/summaries, the physical therapist may use data gathered by PTAs.

In early intervention, a team progress report is provided on a six month basis when the team reviews the IFSP.  In this review, the family and child’s progress toward their outcomes and objectives are noted and the plan of care is revised as indicated.  In school based practice progress reports to parents are required on the same frequency that parent’s receive reports on academic progress.

D. Support for Timed Interventions
Physical therapists and physical therapists assistants are required to support the reporting of timed procedure and modality codes in their clinical documentation. This requirement derives from the Common Procedural Terminology (CPT) code definitions for procedures and modalities reported by physical therapists. The time reported should reflect direct one-on-one contact time with the patient (e.g., Medicare requires documentation of total treatment time spent on timed codes).

For Medicare regulations on timed codes and documentation of time, please refer to http://www.cms.hhs.gov/transmittals/downloads/R1019CP.pdf
Medicaid regulations may have specific language on documentation for each state.   Click here for more information.

E. Caution: SOAP Notes and Flow Sheets
Many therapists choose to document in a standard SOAP note format for their daily notes and progress notes. While commonly used in clinical practice, SOAP notes are often incomplete. If a physical therapist utilizes the SOAP format, the following guidelines are recommended:

S: Subjective: This should reflect the patient's (and at times family/caregiver's) self report of status and response to previous treatment(s). Some tests and measures that are subjective may be included in the subjective portion of the SOAP note (e.g., self report such as the SF-36).
O: Objective: This should reflect the physical therapist's objective findings made through observation of the patient, as well as measurements and tests, such as circumferential measurements for edema, range of motion measurements, or heart rate before and after exercise. The treatment provided to the patient and the response to treatment on that specific date also should be included in this category, but it should not be in place of objective data.
A: Assessment: This should reflect the physical therapist's clinical decision making or the physical therapist assistant's clinical problem solving, including their professional assessment of the patient's progress, response to therapy, remaining functional limitations and possible precautions. It should never say "treatment tolerated well."
P: Plan: The physical therapist should provide specific information related to the plan for future services including patient/family/caregiver education and any possible changes in the treatment program. Do not simply say "continue."

Flow sheets are another common form of documentation for daily notes. While they may be a useful format to note specific interventions such as exercises, and parameters such as repetitions and weights, flow sheets often lack space for the physical therapist to include the elements that made those interventions skilled treatment as well as the assessment of the patient's status and plans for ongoing care. Evidence of skilled decision making and other critical factors should be included in the daily documentation. APTA's Guidelines: Physical Therapy Documentation of Patient/Client Management (BOD G03-05-16-41), state that "... other notations or flow charts are considered a component of the documented record but do not meet the requirements of documentation in and of themselves."

SOAP Notes: Pros and Cons
PROS:
· Simple format that is well understood and frequently used by physical therapists. 

· Prompts (S, O, A, P) remind physical therapists to include specific information. 

CONS:
· Does not easily offer a category for treatment on a specific date of service. 

· Physical therapists might not know what information to place in a specific category or fail to include useful information because a category does not exist. For instance, the SOAP format does not clearly indicate where they should document a conversation with a physician or case manager.1 

1 A Payer's Guide to Physical Therapy Documentation for Patient/Client Management, Alexandria, VA: Department of Reimbursement, APTA; 2006.

