Documentation of Examination

Purpose of Format:

This template documents a skilled, comprehensive approach to patient/client management. 
· Not all sub-categories are appropriate for all patient/client types (e.g. chronological vs. adjusted age).
· Order of examination may be altered to accommodate different patient types

Initial Examination Report
Includes:








PATIENT DEMOGRAPHICS:
· Name

· DOB

· Chronological Age

· Adjusted Chronological Age

· Date of Exam
· Referring Physician 

· Etc. 

REASON FOR REFERRAL:
Client/Patient Preferred Outcome:

· Patient’s motivation expected outcome for seeking services.
· This information encourages the therapist to keep patient centered examination, intervention and outcome measurement at the forefront of their minds.

“I want to be able to walk well enough to be able to complete grocery shopping needs”

Or,

“I want my son to be able to sit up and play with his toys without falling over”

Current Pathoanatomical/Pathophysiological Condition:

· Gives a medical, anatomical or phathophysiological context to the examination 

“Right anterior cruciate reconstruction on xx/xx/xx”
“Patient with diagnosis of Down Syndrome and a history of seizures occurring over the last 3 months”

“Patient has a history of diabetes and presents with venous stasis ulcer, right foot”
Past Medical History:

· Review Health History Questionnaire:

· Includes info such as family health hx, patient’s medical/surgical history, social habits (smoking, exercise, etc)

· Growth and development

· Milestones (motor, social, speech)

· Review of medical records
· Including past physical therapy interventions and outcome

· Structured patient/client interview

· Collect data regarding current reason for referral and patients goals for therapy
· IDENTIFY RED/YELLOW FLAGS (not labeled as such in report!) 
· Impact safety of further examination

· Identify co-morbidities that might or might not affect presentation or treatment of current reason for seeking physical therapy services

· May necessitate referral to other professionals
Current Medication:

· Prescription, over-the-counter, herbal/vitamin, etc.

· List:

· Name

· Purpose

· Dosage

· Schedule (3 times a day, etc)

· May alter evaluation of examination findings and timing of future intervention sessions

Social History:

· Support available ………..

· Cultural, religious, living environment, social/physical support available now and after discharge

Systems REview:

· Mandatory review of all the following systems.  Results may affect examination and treatment; might require further examination (by Physical Therapist or other professional)
· Cardiovascular/Pulmonary
· Integumentary
· Musculoskeletal
· Neuromuscular
· Cognition, Communication, Affect, Learning Style
· Subcomponents of each section can be located in the Guide to Physical Therapy Practice
TESTS AND MEASURES

Categories of tests and measures (aerobic capacity, gait, muscle performance, etc) can be found in the Guide to Physical Therapy Practice.
dISABILITY:
· Ability to perform specific roles in everyday life
· Assessing ability to perform role in society, not simply if they are currently employed, student, etc.
· This will be important later in writing goals.  An appropriate goal would be “patient can perform all duties necessary to return to work” not “patient will be employed”

· Measured by caregiver burden, level of assistance, quality of life

· Based on pre-morbid lifestyle; goals are to regain this lifestyle

· Participation in recreation, work, social, school activities

· Utilize valid and reliable disability measures/scales

· Remember standardized scales must be appropriate for patient/client
Functional Status:

· Performance in functional skills needed to avoid or overcome disability
· Mobility, transfers, feeding, play-skills, gait, self-care, driving, shopping, work/school, play/recreation, etc.
· Utilize valid and reliable functional measures/scales
· Remember standardized scales must be appropriate for patient/client

impairments:
· Alterations in function of body system that are linked to functional limitations 

· Pain, ROM, strength/power/endurance, arousal, circulation, aerobic capacity

· Utilize valid and reliable impairment measures/scales
· Remember standardized scales must be appropriate for patient/client

Pathophysiological /anatomical findings:
· Often same as physician’s medical diagnosis

· Disorder that may disrupt the anatomical structures and/or physiological processes of one or more systems.

· Structural injury, disease, trauma, metabolic imbalance, degeneration, etc.

· Those significant to patient/client management

evaluation







Physical therapy diagnosis:

Patient (include age, sex, ethnicity, etc only if important to diagnosis, prognosis, plan of care) with inability to (include information on disability, such as:  fulfill life role, work, play, etc) due to difficulty performing (list functional deficits) secondary to (link impairments) in the presence of signs and symptoms consistent with specific pathologies.

· All physical therapy diagnoses should minimally include statements linking impairments to functional deficits.

· Linking is not just listing.  Sometimes the link between an impairment and functional deficit is logical and need not be explained. Other times, an explanation of how that impairment affects function is vital.
Obvious Example:
· Functional deficit:  inability to put dishes away on top cabinet

· Impairments: decrease shoulder flexion PROM, decrease anterior deltoid strength

· Relationship of impairment to functional loss is clear
Relationship Less Clear:
· Functional deficit: inability to ambulate for distance to allow grocery shopping

· Impairments: pain, decreased muscle length of gastroc soleus leading to hyperpronation of right foot

· In this case, the ROM deficit required explanation and added a great deal to the written evaluation of this patient.
· Physical therapy diagnosis must be expanded to include statements linking functional deficits to disabilities when present.

· Inclusion of suspected pathoanatomical/pathophysiological classification is included if it affects prognosis or plan of care 

Example:

“23 year old with inability to complete job as a carpenter due to difficulty working overhead secondary to right rotator cuff weakness with glenohumeral hypomobility.  These impairments are consistent with a possible right shoulder rotator cuff impingement and tendonitis.”
· In this example, age is listed because younger workers tend to develop RTC impingement secondary to hypermobility; older workers tend toward RTC impingement secondary to hypomobility.

· Impairments are also linked to a right shoulder RTC impingement and tendonitis. Use of the qualifier “possible” is appropriate if there was no medical referral or referral did not include a pathoanatomical/pathophysiological diagnosis (e.g. “shoulder pain”).  The inclusion of information regarding the pathoanatomical/pathophysiological diagnosis is useful because it does offer some information regarding possible prognosis and plan of care.

Physical Therapy Prognosis:
· Determination of ability to meet Client/Patient Preferred Outcome
· Predicted optimal level of improvement if differs from Client/Patient Preferred Outcome
· Total length of time needed to reach optimal level
· Utilize available evidence
· The Guide to Physical Therapy Practice includes a range of time per episode of care, organized by practice pattern.  This range should be modified by identifying factors that positively or negatively affect prognosis  
plan of care:
Note:  In the old SOAP format, goals were typically under the A section.  The Plan of care should be goal directed, therefore it makes good sense to include goals in this section.

Expected Outcomes:
· Long Term Goals-change to ABCDE
· Reflect the identified functional limitations

· Who (patient), Will Do What (the desired behavioral outcome), Under What Conditions (the conditions under which they will perform the behavior), How Well (level of mastery), By When (time frame)
· Sara (who) will ambulate 100 feet (will do what) with Lofstrand crutches, WBAT on left, without loss of balance (under what condition) twice in two consecutive treatment sessions (how well) in 6 months (by when). 

· Short Term Goals

· Should reflect impairments that have been linked to functional limitations
· Who (patient), Will Do What (the desired behavioral outcome), Under What Conditions (the conditions under which they will perform the behavior), How Well (level of mastery), By When (time frame)

A Reminder:

· Goals are expressed in terms of specific activities that are meaningful to the patient
· Goals must be measurable (use evidence based outcome measures)

· Fulfillment of the goal (mastery) should include improvements that are stable over time

· 125 degrees shoulder flexion, prior to warm up, on 2 successive treatment sessions

· Can pull to stand using their walker 3 times out of 5 attempts 2 consecutive treatment sessions

· Be careful of “70% of the time”-this is not measurable-70% of when? at home? in clinic?


Specific Interventions:
· Interventions must be described in a manner that clearly demonstrates the need for skilled physical therapy

· Documentation of “Gait training” alone does not demonstrate the skilled nature of the intervention

· Documenting “Gait training, utilizing manual and verbal cues for proper weight shift and symmetry of stride length”-demonstrates the skilled nature of the activity

· Intervention plans must be:

· Evidence based

· Directly linked to outcome measures

· Specific enough to guide care but need not include specific parameters such as repetitions, weight, etc.
· Document informed consent

· e.g. “Finding of the evaluation were discussed with the patient/family and they consented to the intervention plan” (p&g)

Re-Examination Report


· Provides a summary of patient progress covering multiple visits

· Provide update on patient status based on formal, comprehensive re-examination

· Includes deliberate consideration of all goals set forth in initial plan of care

· Documents measurable progress or barriers to progress

· Emphasizes skilled intervention was required to achieve stated goals

· Provides justification for continued skilled intervention 

· Often in a format similar to the documentation of initial examination

· Termed “Re-examination Note” vs. “Progress Note” because all notes, even visit notes should report “progress”.
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