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Foreword

Good documentation is associated with good decisions. The link is not causal. It arises because both documentation and decisions arise from a clear analysis of the situation. However, if good documentation is provided, then it helps in the analysis of a situation because it can impose a framework upon the user to facilitate understanding.

This book achieves two goals. The most important but “hidden” goal is to embed the best framework available for analyzing disability and its treatment—the biopsychosocial model of illness. The particular model used is that used by the World Health Organization in its International Classification of Functioning, Disability and Health. The model has been broadened to take into account time and to clarify some of the concepts,1,2 but these minor changes do not alter the basic concepts.

The second explicit goal is to improve documentation of the rehabilitation process by physical therapists. The book provides examples of documentation appropriate for different domains, at different levels of detail, and in different settings. It explains how these relate to the biopsychosocial framework.

Rehabilitation is, of course, a team process and much of the content of this book will be relevant to and of interest to other professions, for several reasons.

Rehabilitation depends on good communication. Good communication depends on using a common language; in this context it depends on a shared understanding of the consequences of illness and a shared vocabulary of specialized terms. All members of the team need to have the same understanding of basic concepts such as function, activities, disability, and impairment. Consequently the “hidden” aspects of this book are applicable to all team members.

It is also important that the meanings attributed to scores and other outputs from the assessment process are the same across the team. Most readers will have a basic understanding of the implications of a measured IQ of 80 (the output of the WAIS assessment), but few will know how to interpret a score of 32 on the Northwick Park Activities of Daily Living scale. Indeed, few readers will even be aware of that assessment!

Consequently this book will enable other team members to gain insight into measures used by their colleagues. It is unrealistic and unnecessary for every profession to be aware of every measure used by every other profession. However, it is important that all teams have a core of agreed-upon measures to use as appropriate on each patient so that team communication is enhanced. This book allows other team members to gain insight into measures used by physical therapists.

This book will not go out of date. The conceptual framework is likely to become more, not less commonly used. Simple commonly used measures should be continued, being replaced only when alternative measures are demonstrated to be better. Paper may be replaced by electronic records, but the needs will not be changed by a move to electronic records.

Derick Wade


Professor of Neurological Rehabilitation, Oxford




1Wade DT, Halligan PW. Do biomedical models of illness make for good healthcare systems? BMJ. 2004;329:1398-1401.


2Wade DT. Holistic health care. What is it, and how can we achieve it? 2009, http://www.ouh.nhs.uk/oce/research-education/documents/holistichealthcare09-11-15.pdf.










Preface

The main philosophical idea underlying this textbook is simple: not only is the logic of clinical reasoning reflected in documentation, but documentation itself shapes the process of clinical reasoning. Thus, we would argue, one of the best ways to teach clinical reasoning skills is by teaching a careful and systematic approach to documentation. This book is therefore not just a “how-to” book on documentation of physical therapy practice. Rather, it presents a framework for clinical decision making for physical therapist practice.

In this third edition, the International Classification for Functioning, Disability and Health (ICF) model is woven into the fabric of the text. We believe this framework provides a unique structure for understanding the complex relationships between a person's health condition and his or her ability to participate in life skills. The terms participation, activities, impairments, and health condition are now incorporated into the vocabularies of contemporary physical therapists and certainly of entry-level physical therapy students. Nevertheless, for physical therapists to “walk the walk” rather than just “talk the talk,” the framework exemplified by the ICF model must be incorporated into how they design and implement evaluations and interventions. This process is reflected in the documentation written by physical therapists. The outside world views physical therapy primarily by words that are written—as communicated in a medical record, progress notes given to a patient or physician, or forms completed for an insurance company. We believe that documentation shapes and reflects the advances in the science of physical therapy and therefore requires a contemporary framework that incorporates current knowledge regarding the disablement and rehabilitation process.

The purpose of this book is to provide a general approach to documentation—not a rigid format. It is, first and foremost, a textbook for entry-level physical therapist and physical therapist assistant students. It is intended to promote a style and philosophy of documentation that can be used throughout an entire physical therapy curriculum. However, it is also a book that we hope will appeal to practicing physical therapists and physical therapist assistants who are searching for a better structure for the note-writing process. We have provided examples and exercises related to wide-ranging areas of physical therapy practice, including pediatrics, rehabilitation, women's health, health and wellness, orthopedics, and acute care. This book was designed to help students and therapists organize their clinical reasoning and establish a framework for documentation that is easily adaptable to different practice settings and patient populations. Although this book has many examples and exercises, it certainly does not include all possible types of documentation or all the details of how to document in different settings. Rather, this book provides a method for learning good documentation skills that can be adapted to different settings.

Although physical therapist assistants and physical therapist assistant students will find this book relevant, their practice is inherently limited to writing treatment notes. A large portion of this book focuses on documentation of the initial evaluation. However, the components listed in each of these chapters, particularly documentation of activities, are important components of the daily note documentation.

Another important change to this third edition is in the structural organization of the chapters. In the first section, we have included chapters that are central to both the process and policies of health care documentation. Accordingly, we have moved the Payment Policy and Coding and the Electronic Medical Records chapters (Chapters 5 and 6) into this first section to emphasize their importance in shaping contemporary physical therapy documentation. Both chapters have been updated and expanded. We have also added one new chapter for this first section: Standardized Outcome Measures (Chapter 4). With the use and relevance of outcome measures continuing to expand in everyday clinical practice, we believe that a chapter dedicated to choosing, evaluating, and reporting appropriate measures is an essential addition to this textbook. The second section focuses on the pragmatics of documentation, with an expansion in the number and types of examples in each of the chapters. We have made great efforts to address most areas of clinical practice, including different settings and patient populations.

As much as possible, we have attempted to incorporate the terminology and main ideas of the Guide to Physical Therapist Practice. For the most part, they are relevant to and consistent with functional outcomes and documentation. Readers should find this book “Guide-friendly,” and we have reprinted figures and adapted components of the Guide into our documentation framework. Readers will note that although the Guide uses the term patient/client to denote individuals served by physical therapists, we have chosen to use only the term patient. This is solely for ease and consistency, although we recognize the importance of the differentiation of these two terms in physical therapy vocabulary.

This book should be used in conjunction with other resources and references related to functional outcomes and documentation. Many of these resources are listed in the appendices of this book and at the end of each chapter. In particular, there are important legal aspects of documentation. We have provided a foundation for key elements related to legal aspects of documentation; however, readers should consult state and federal laws to ensure that their documentation is in compliance with current guidelines.

Chapter 5, Payment Policy and Coding, was written by Helene Fearon and Stephen Levine, arguably the top experts in this area, and addresses issues related to Medicare documentation requirements. We have discussed our framework and suggestions with many therapists and managers who have experience with Medicare payment policy. However, we caution the reader that this framework does not necessarily comply with specific Medicare requirements or standards, which change frequently. We do believe that the principles discussed in this book are applicable to all forms of documentation, including Medicare, as they are currently used in clinical settings.

Since the printing of the second edition, the United States has made fundamental changes in it health care system, most specifically the Patient Protection and Affordable Care Act. This law has, in effect, ensured that most Americans are covered by some form of health care insurance. Although this law has recently been upheld by the Supreme Court, there continues to be ongoing debates and policy changes affecting payment and reimbursement in an effort to stem excessive health care costs in the United States. Some of the potential changes are aptly addressed in the Payment Policy chapter; however, as of the printing of this edition, the exact details are still unknown.

Finally, we do not intend that this book should be the last word on documentation in physical therapy. On the contrary, we see it as a beginning. We hope that physical therapists will continue to explore new forms of documentation that will better reflect the changing patterns of practice and that will facilitate improvements in patient care. We invite readers to send comments, suggestions, and criticisms to us and to publish alternative approaches in journals and textbooks. Discussion and debate about the best ways to document will help us to find the true path to best practice.

Lori Quinn


James Gordon
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Chapter 1

Disablement Models and the ICF Framework


Learning Objectives

After reading this chapter and completing the exercises, the reader will be able to:


1. Define a functional outcome, and discuss its importance in physical therapy documentation.

2. Explain the concept of disablement and its relevance to physical therapist practice.

3. Define the components of the International Classification of Functioning, Disability and Health (ICF) model.

4. Classify clinical observations and measurements according to the ICF.





This book outlines a method for physical ther­apy documentation and clinical decision making based on the general principle that documentation should focus on functional outcomes. An outcome is a result or consequence of physical therapy intervention. A functional outcome is one in which the effect of treatment is a change in an individual's ability to accomplish a goal that is meaningful for that individual. In this text we advocate that physical therapists (PTs) use a type of documentation format that is referred to as a functional outcomes report (Stamer, 1995; Stewart & Abeln, 1993). Functional outcomes should be the focus of physical therapy documentation for the following reasons:


1. Examination procedures should determine relevant limitations in functional activities and the impairments that cause those limitations.

2. Goals should be explicitly defined in terms of the functional activities that the patient will be able to perform.

3. Specific interventions should be justified in terms of their effects on functional outcomes.

4. Most important, the success of interventions should be measured by the degree to which desired functional outcomes are achieved.



This book has two main purposes: (1) to provide a framework for clinical decision making that is based on a functional outcomes approach and (2) to provide guided practice in writing functional outcomes documentation.

There is no single correct way to write physical therapy documentation. Documentation must be adapted to the context in which it is written. The purpose of this book is not to present a rigid format for writing documentation. Instead, this book offers guidelines for writing documentation in a functional outcomes format. This set of guidelines is flexible and should be adaptable to different practice settings.

The framework for documentation presented herein is based on the widely accepted International Classification for Functioning, Disability and Health (ICF) model of how pathologic conditions lead to disability. In 2008 the American Physical Therapy Association (APTA) joined the World Health Organization (WHO), the World Confederation for Physical Therapy, the American Therapeutic Recreation Association, and other international organizations in endorsing the ICF model.

In this chapter we discuss the importance of disablement models and focus on the ICF model. We also consider how this model can be used to understand the role of PTs in the diagnostic process and planning appropriate interventions. Finally, the importance of the ICF framework to documentation is discussed. The exercises at the end of this chapter provide practice in classifying conditions according to the ICF model.


The Concept of the Disablement and the ICF Model

Clinical decision making by PTs begins with an analysis of how a patient's health condition (disease or medical disorder) may lead to functional limitations and disability, a process that has been referred to as disablement, which describes the consequences of disease in terms of its effects on body functions, the ability of the individual to perform meaningful tasks, and the ability to fulfill one's roles in life. Saad Nagi (1965) developed one of the most influential models of disablement. As shown in Figure 1-1, this model provides a causal framework for analyzing the various effects of acute and chronic conditions on the functioning of specific body systems, basic human per­formance, and people's functioning in necessary, expected, and personally desired roles in society (Jette, 1994).

[image: image]
FIGURE 1-1 The Nagi model utilizes a causal framework of disablement. This model and its terminology has largely been replaced by the ICF model.





The arrows in Figure 1-1 imply a causal chain leading from active pathology to disability. The causal links between elements in the models are useful; they help to conceptualize the relationships between findings at different levels. Nevertheless, the arrows often were interpreted as indicating a temporal series of events, which many health professionals found problematic. Furthermore, it was believed that these models did not capture the complexity of the relationships between different levels, which were often multidirectional.

In 2001 the WHO revised its disablement model to address these criticisms (see Figure 1-2). The ICF used the positive terms activity and participation to redefine what Nagi refers to as functional limitation and disability. Thus, although the general structure is similar to the original Nagi model, the focus of this new model is on the positive (ability) aspects of disablement.

[image: image]
FIGURE 1-2 The ICF model of disablement.





In the ICF model (see Figure 1-2), the process of disablement is a combination of (1) losses or abnormalities of body function and structure, (2) limitations of activities, and (3) restrictions in participation (Box 1-1). Of note, the terms activity and participation focus on a person's abilities versus inabilities or disabilities. The ICF model relinquishes the notion of simple, unidirectional causal links between levels. The individual's pathologic state (health condition) becomes a broader category that influences all other levels. Furthermore, contextual factors—both extrinsic (environmental) and intrinsic (personal)—are specifically identified as affecting the relationship between body structures and functions and activities and participation. Intrinsic personal factors can consist of such things as level of prior education, coping style, and family support, whereas extrinsic environmental factors might include social attitudes, architectural barriers, and social/legal structures. These important additions highlight the multiple factors that can be related to any one person's “disability.”


Box 1-1

Definitions of the Components of ICF


• Body functions are physiologic functions of body systems (including psychological functions).

• Body structures are anatomic parts of the body such as organs, limbs, and their components.

• Impairments are problems in body function or structure such as a significant abnormality or loss.

• Activity is the performance of a task or action by an individual.

• Participation is involvement in a life situation.

• Activity limitations are difficulties an individual may have in performing activities.

• Participation restrictions are problems an individual may experience in involvement in life situations.

• Environmental factors make up the physical, social, and attitudinal environment in which people live and conduct their lives.



From World Health Organization. Towards a common language for functioning, disability and health, Geneva, 2002, World Health Organization. <http://www.who.int/classifications/icf/training/icfbeginnersguide.pdf>; Accessed 01.12.09.



The ICF is endorsed by the WHO as the international standard used to measure health and disability (resolution WHA 54.21). In addition to the overall model presented in Figure 1-2, the ICF provides definitions (see Box 1-1) and detailed descriptions of what each “level” encompasses. Within each of the ICF domains there is a hierarchy of description. This ultimately leads to a code that can be used to refer to a specific domain. These definitions and codes provide common terminology that can be used by all health professionals, whether describing individual patient characteristics or conducting large-scale population-based research.

ICF is part of the WHO family of international classifications, which includes the International Statistical Classification of Diseases and Related Health Problems (ICD). Until recently ICD-10 was the version used by health professionals in the United States to classify diseases, disorders, or other health conditions. In late 2015, a more complex set of codes, referred to as ICD-10, was adopted for use in the United States. Each disease or health condition has its own ICD-10 code. These codes are used most frequently by PTs in the United States for billing purposes (see Chapter 5); however, they are designed to provide a common international language for communication and research. More information on the ICF and the online version are available at http://www.who.int/classifications/en/.




Rehabilitation Is Enablement: The Reverse of Disablement

Disablement models can be counterproductive if they lead to an overly reductionist approach to rehabilitation, that is, if improvements in impairments are assumed to lead to improvements in activity limitations. This is a subtle example of the so-called medical model, in which it is assumed that curing a disease will automatically improve the patient's quality of life. PTs fall victim to the same fallacy when they focus intervention exclusively on impairments.

This pitfall can be avoided if rehabilitation is conceptualized as enablement: the reverse and mirror image of disablement (Figure 1-3). Whereas disablement begins with a disease/disorder, rehabilitation begins with participation—specifying the desired result in terms of personal and social roles the patient is attempting to achieve, resume, or retain. These roles require the performance of skills or activities—from self-care to household to community to occupation. The therapist must determine how these skills are limited in such ways as to prevent the fulfillment of the individual's roles. Then the therapist must ascertain why the specified activities are limited by determining the critical neuromotor and musculo­skeletal mechanisms that are impaired. These mechanisms can be considered resources that can be used in the performance of the skills.

[image: image]
FIGURE 1-3 Rehabilitation is a process of enablement.





Finally, the opposite of a disease/disorder is health. Health is not simply the absence of disease but an active process of recovery. In many instances, especially in the acute stages, the primary goal of therapy is to promote recovery by creating an optimal environment for tissue healing and system reorganization.

For example, in a patient with an acute injury to the rotator cuff musculature, the overall goal of therapy might be to prevent disability, such as the loss of a valued recreational activity. If the patient were a recreational tennis player, the ability to perform strong and accurate overhead service swings would be an activity-level goal. The immediate impairments would likely include pain, loss of passive range of motion, and weakness. Interventions initially would be planned to promote tissue healing by avoiding strong overhead swings and encouraging pain-free motion at the shoulder. In the postacute stage of the rehabilitation process, interventions would be designed to increase strength and range of motion. As soon as they are deemed practical and safe, the specific activities that are limited would be practiced. Isolated flexibility and strengthening exercises might be taught to the patient, but they would be validated by frequent retesting of the functional task, at the activity level of the ICF model. Finally, the patient would be taught proper techniques to avoid reinjury. In both acute and chronic stages, the clinical decision-making process is initiated by determining, in consultation with the patient, the personal and social roles that the patient wishes to fulfill.

A primary goal of physical therapy is to minimize participation restrictions and activity limitations. Nevertheless, the emphasis on functional outcomes in documentation should not be assumed to imply that PTs should focus exclusively on measuring performance at the activity level and training in functional skills. PTs are trained to determine the causes of movement dysfunction, usually in terms of impairments of body structure/function. Ignoring or neglecting this aspect of physical therapy is as much a fallacy as is neglecting functional outcomes. Furthermore, Figure 1-3 emphasizes that the ultimate goal of physical therapy is to promote health and recovery from injury and disease.




Functional Outcomes: More Than Simply a Documentation Strategy

The organizing principles chosen by a therapist for documentation exemplify the organizing principles chosen for diagnosis and treatment. A haphazard approach to documentation is likely to reflect a disorganized approach to physical therapy evaluation and intervention. Therefore the organizational framework for documentation presented in this book represents more than simply a way to organize notes. The method of documentation is based on two assumptions: (1) a primary purpose of physical therapy evaluation is to define the specific functional outcomes that need to be achieved, and (2) the criterion for judging the effectiveness of treatment should be whether those outcomes are achieved.

In other words, if it is accepted that physical therapy documentation should be focused on functional outcomes at the activity level, then, logically, physical therapy evaluation and intervention should be focused on functional outcomes. Neither the format presented here nor any functional outcomes rehabilitation format should be viewed as simply an after-the-fact method for justifying payment for physical therapy services in the managed care environment. Continuing to view the role of PTs as treating impairments while recasting what they do as activity based in order to satisfy third-party payers makes no sense. The purpose of functional outcomes rehabilitation documentation is to provide an explicit and prospective framework by which PTs can (1) analyze the reasons for disablement in their patients, (2) formulate enablement strategies for preventing or reversing that disablement, and (3) explain and justify the resulting clinical decisions they make.




Classification According to the ICF Framework

Documentation requires the PT to develop skills in classifying the various aspects of the pati­ent's condition using the ICF as a framework. The classification has two bases: the organizational level at which function is observed and the level of measurement (Table 1-1).


TABLE 1-1

CLASSIFICATION OF MEASUREMENT USING THE ICF FRAMEWORK



	ICF Framework
	Organizational Level
	Level of Measurement




	Participation restriction
	Whole person in relation to society
	Participation/level of assistance/quality of life



	Activity limitations
	Whole person
	Performance/skill (goal attainment)



	Impairments
	Body functions or structures
	Functions of specific body systems



	Health condition
	Tissue or cellular
	Medical diagnosis







For example, the observation that a patient has an infection of the femur (osteomyelitis) is an example of pathologic information (at the tissue level, a health condition). The health condition usually includes the nature of the pathology (e.g., infection, tumor), its location, and the timing relative to onset (i.e., acute versus chronic).

Weakness of the quadriceps muscle represents a reduction in a body function (muscular); thus it is an impairment of body structure/function. It is measured in the frame of reference defined by the body system's function. The muscular system is defined by its ability to produce force over time. Weakness is measured in terms of the force output possible in a defined set of conditions.

An inability to walk is defined as an activity limitation because it is a deficit in the ability of the whole person to successfully perform an activity. Activity limitations are measured in terms of performance or skill. Considering whether—and to what degree—the goal of the activity has been attained is an essential component of measuring performance at the activity level.

A patient's inability to care for his or her child would be a participation restriction. It is measured at the level of the individual's social interaction, which can be quantified along three dimensions: (1) participation in desired or expected social roles, (2) the level of assistance required to achieve that participation, and (3) quality of life.

The ability to identify and classify patients' problems into each of the four main levels of the ICF model (health condition, body structures and function, activity, and participation) is a critical first step for therapists to “speak the same language” in both oral and written communication. Figure 1-4 provides clinical examples of observations or measurements and classifies them according to the ICF framework. Exercise 1-1 provides an opportunity to practice classifying various statements within the ICF framework. Chapters 8 through 13 provide more extended explanation and practice in classification and measurement according to the framework.

[image: image]
FIGURE 1-4 Examples of classification of clinical observations or measurements using the ICF framework. ROM, Range of motion.








Summary


• This chapter has presented a conceptual framework for a specific documentation strategy organized around functional outcomes.

• Functional outcomes should be the focus of phy­sical therapy documentation; this involves documenting limitations in activities, setting functional goals, justifying interventions, and measuring their success based on the effects on functional outcomes.

• Disablement describes the consequences of disease in terms of its effects on body structures and functions (i.e., impairments), the ability of the individual to perform meaningful tasks (i.e., activity limitations), and the ability to fulfill one's roles in life (i.e., participation restrictions).

• Rehabilitation is enablement, which is the reverse of disablement. Whereas disablement begins with disease/disorder, rehabilitation begins with participation—specifying the desired end result in terms of the personal and social roles that the patient is attempting to achieve, resume, or retain.

• Chapters 7-13 offer a set of guidelines for writing documentation in a functional outcomes format that should be adaptable to many different practice settings.






Exercise 1-1

Classify each statement according to the ICF model it reflects: health condition/disease (HC), impairment in body structure/function (I), activity limitation (A), or participation restriction (P). Statements may reflect positive attributes.




	Statement
	Classification




	1. Patient has 0° to 120° of active abduction left shoulder.


	______________________________________



	2. Patient can walk up to 50 feet on level surfaces indoors.


	______________________________________



	
3. Partial tear of right anterior cruciate ligament.



	______________________________________



	4. Patient is unable to work at previous occupation as a salesperson.


	______________________________________



	5. Strength right knee flexion 3/5 on manual muscle test.


	______________________________________



	6. Patient needs minimal assistance to dress lower body.


	______________________________________



	7. Transfemoral amputation of right lower extremity.


	______________________________________



	8. Heart rate increases from 80 beats per minute to 140 after climbing one flight of stairs.


	______________________________________



	9. Patient was diagnosed with multiple sclerosis October 1998.


	______________________________________



	10. Patient is able to eat soup from a bowl independently.


	______________________________________



	11. Left lateral pinch strength 15 lb.


	______________________________________



	12. Patient transfers from bed to wheelchair independently with use of a sliding board.


	______________________________________



	13. Patient has full passive range of motion in left knee.


	______________________________________



	14. Child is able to crawl distance of 6 feet on living room floor to obtain a desired toy.


	______________________________________



	15. Patient is able to reach for and grasp a cup located at shoulder height.


	______________________________________



	16. Patient can stand at kitchen sink for 2 minutes.


	______________________________________



	17. Patient is unable to perform a straight leg raise.


	______________________________________



	18. Patient has pain in right shoulder, rated 5/10, whenever he raises his arm above shoulder height.


	______________________________________



	19. Patient has a personal aide for 4 hours per day to assist with daily care and household chores.


	______________________________________



	20. Patient is unable to cook using the stove and needs moderate assistance to prepare all meals.


	______________________________________



	21. Patient is able to transfer from floor to wheelchair within 1 minute.


	______________________________________



	22. Patient was diagnosed with T8 spinal cord injury after motor vehicle accident in 2009.


	______________________________________



	23. Patient is able to enter most buildings in wheelchair, provided an appropriate ramp is present.


	______________________________________



	24. Partial rotator cuff tear of right shoulder.


	______________________________________



	25. Patient works as a bus driver with modified work duty with limitations of 4-hour shifts.


	______________________________________
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Chapter 2

Essentials of Documentation


Learning Objectives

After reading this chapter and completing the exercises, the reader will be able to:


1. Discuss the history of the medical record and documentation.

2. Identify the four basic types of physical therapy notes.

3. List the different purposes that documentation serves.

4. Discuss the pros and cons of different documentation formats.

5. Discuss the importance of using standardized assessments as part of documentation, and describe the four types of standardized measures commonly used.

6. Describe strategies for concise documentation.

7. Appropriately use and interpret common rehabilitation and medical abbreviations.

8. Use people-first language in written and oral communication.






Documentation: An Overview

Physical therapists (PTs) and physical therapist assistants (PTAs) often view documentation as an onerous chore. At best, it is considered a necessary evil, to be accomplished as quickly and painlessly as possible. At worst, it is a conspiracy by bureaucrats to waste therapists' time and limit patient access to essential services. Despite this view, the modern medical record is one of the most important achievements in the development of twentieth-century medicine. At the beginning of the twentieth century, the notion of a patient-centered chart that stayed with the patient was almost unheard of. Instead, records were kept by individual practitioners, and often the records were haphazard. The development of a comprehensive patient-centered chart, professionally written and clearly organized, enabled direct improvements in patient care by promoting accurate and timely communication among professionals. It also allowed improvements in patient care indirectly by facilitating better review of the process. The medical chart is the collector and organizer of the primary data for clinical research. It is also an essential teaching device. Students and novice clinicians learn how to provide patient care by reading the documentation written by expert clinicians. It is doubtful that health care would have reached the present level of accomplishment without the changes in documentation over the past century. Moreover, future improvements in patient care will be associated with, and enabled by, changes in the way the process is documented. Documentation is therefore a dynamic phenomenon, ever changing. The dominant formats can be expected to adapt to the changes in health care.

Of course, changes in health care have occurred not just in the clinical domain but also in the economic and social domains. The United States is in the midst of a period in which fundamental changes are occurring in the way in which health care is financed and compensated. The entire third-party payer system is being overhauled, and payers may move away from reimbursing procedures (fee-for-service) and toward reimbursing outcomes. In other words, practitioners must clearly justify the treatment they are implementing in terms of the outcomes that will be achieved.

Despite its importance, documentation is often viewed negatively by therapists for at least two reasons. First, and most obvious, too little time is dedicated to documentation in the clinic. Second, therapists are given relatively little training in documentation. When proper guidelines and adequate training are provided, appropriate outcomes-based documentation does not have to be extremely labor intensive. However, documentation is a skill that should be valued by therapists, educators, and supervisors, similar to any other physical therapy skill. Thus students and therapists must spend dedicated, focused time to learn the “skill” of documentation. Skill develops with practice, practice, and more practice.

Skill in documentation is the hallmark of a professional approach to therapy and is one of the characteristics that distinguishes a professional from a technician. Therapists should take pride in their professional writing; it is the window through which they are judged by other professionals. In fact, it could be argued that documentation of services rendered is just as important as the actual rendering of the services. Supervisors must recognize that good documentation takes time, and therapists must be provided with that time.

In this chapter, some of the essential aspects of documentation are addressed. Different classifications and formats for physical therapy documentation are presented, as well as critical aspects of information that should be included and the manner in which they should be reported.




Types of Notes

Four basic types of medical record documentation exist: the initial evaluation, daily notes, reexamination or progress notes, and the discharge summary. The following list is adapted from Guidelines: Physical Therapy Documentation of Patient/Client Management (APTA, 2014).1

The main aspects of this book focus on docu­mentation of the initial evaluation components (see Chapters 7 through 13). Special considerations for writing daily notes and progress notes are specifically covered in Chapter 14. Documentation of discharge summary and other types of documentation are discussed in Chapter 15.


Initial Examination/Evaluation (Written by Physical Therapist)

Documentation of the initial examination/evaluation is required at onset of an episode of PT care. For the purposes of this book, we will use the term initial evaluation throughout. The initial evaluation should be a comprehensive report incorporating clinical findings, review of history and medical conditions, assessment or evaluation of the findings, and goals and a plan of care. The format for the initial evaluation should follow this general guideline, which will be used throughout this text:


• Reason for referral

• Health condition

• Participation and social history

• Activities

• Systems review

• Impairments

• Assessment (including evaluation, diagnosis, and prognosis)

• Goals

• Plan of care






Session Notes (Written by Physical Therapist or Physical Therapist Assistant) for Each Treatment Session

Each visit or encounter with a patient or client requires documentation by the PT or PTA. These notes are sometimes referred to as daily notes, visit notes, session notes, or treatment notes. For the purposes of this book, we will use the term session notes throughout. The key components to be included in session notes are as follows:


• Patient/client self-report

• Specific interventions provided, including frequency, intensity, and duration as appropriate

• Changes in patient/client impairment, activity, and participation as they relate to the plan of care

• Response to interventions, including adverse reactions, if any

• Factors that modify frequency or intensity of intervention and progression of goals, including adherence to patient-related instructions

• Communication/consultation with providers/patient/client/family/significant other

• Plan for ongoing provision of services for the next visit(s), which should include the interventions with objectives, progression parameters, and precautions, if indicated







Progress Notes (Written by Physical Therapist)

A progress note is often written based on a reexamination of a patient/client and provides an update to a patient/client's functional status and response to intervention. The key aspects of a progress note are as follows:


• Provide an update of patient status over a number of visits or certain period

• Include selected components of examination to update patient's impairment, activities, and/or participation status

• Provide an interpretation of findings and, when indicated, revision of goals

• When indicated, include a revision of plan of care, as directly correlated with goals as documented






Discharge Summary (Written by Physical Therapist)

Discharge or discontinuation summaries are written at the completion of services by a PT. The discharge summary provides a final report covering the following information:


• Current physical/functional status

• The degree to which goals were achieved and reasons for any goals not being achieved or partially achieved

• Discharge/discontinuation plan related to the patient's continuing care and recommendations including home program, referral for additional services, family/caregiver training, and any equipment provided.









Purposes of Note Writing

Documentation by the PT serves many purposes. These include communication with health care professionals, health care administration, or a third-party payer; a guide to clinical decision making; and provision of a legal record of PT management of a patient.


Communication with Other Health Care Professionals


• Ensures coordination and continuity of patient care

• Organizes the planning of treatment strategies






Communication with Health Care Administration


• Decides discharge and future placement

• Used as a quality assurance tool

• Used as data for research on outcomes






Communication with Third-Party Payers


• Can be used to determine how much should be billed for a visit

• Used as a record of services provided






Guide for Clinical Decision Making


• Identify specific problems that may be amendable to physical therapy intervention so that an appropriate plan of care can be established.

• Provide a structure to allow for evaluation of examination findings in order to determine a patient's prognosis, diagnosis, and appropriate goals.






A Legal Record


• Specifies that the patient has been seen and that evaluation or intervention has occurred

• Serves as a business record

• Can be used as legal record of services provided in case of legal dispute or malpractice









Documentation Formats

Many possible formats can be used for writing notes. Sometimes a facility or institution mandates a particular format. Other times, use of a particular format is not officially required but is instead established by tradition and the desire for consistency. In these cases, PTs, PTAs, and students should use the format in general use within the institution. A particular format does not guarantee well-written documentation; it just makes the process easier. The principles of well-written documentation can be applied in any format. This includes electronic medical records, which are used in most health care centers and many private physical therapy practices today (for further information on electronic medical records, see Chapter 6).


Narrative Format

The simplest form of documentation recounts what happened in a therapist-patient encounter. In this format, therapists can, and should, develop their own outline of information to cover. These outlines can be more or less detailed. The specific information listed in each heading is left to the writer's discretion, although some facilities provide guidelines for what should be covered under each heading. Because of the unstructured nature of narrative formats, the writer is prone to omissions, and there can be a high degree of variability (both within and among different writers). Furthermore, if information is not included, it is assumed it was not tested, whereas the writer may have inadvertently omitted the testing information. Thus therapists must take particular care to be comprehensive in their documentation to minimize inconsistencies and maximize accuracy.




SOAP Format

The SOAP note is a highly structured documentation format. It was developed in the 1960s at the University of Vermont by Dr. Lawrence Weed as part of the problem-oriented medical record (POMR) (Weed, 1971). In this type of medical record, each patient chart is headed by a numbered list of patient problems (usually developed by the primary physician). When entering documentation, each professional would refer to the number of the problem he or she was writing about and then write a note using SOAP format. The SOAP format requires the practitioner to enter information in the order of the acronym's initials: Subjective Objective Assessment Plan (see Chapter 14 for more detailed information on writing SOAP notes).

The POMR was not widely adopted, perhaps because it was ahead of its time. Interestingly, however, the SOAP format did catch on and is now widely used by different professionals, despite the fact that it is no longer connected to its parent concept, the POMR. A major advantage of the SOAP format is its widespread acceptance and the resulting familiarity with the format. On the plus side, it emphasizes clear, complete, and well-organized reporting of findings with a natural progression from data collection to assessment to plan. On the other hand, it has generally been associated with an overly brief and concise style, including extensive use of abbreviations and acronyms, a style that is often difficult for nonprofessionals to interpret. On a more substantive note, Delitto and Snyder-Mackler (1995) have commented that the SOAP format encourages a sequential rather than integrative approach to clinical decision making by promoting a tendency to simply collect all possible data before assessing it. Thus, although the SOAP note does not provide the ideal format for an initial evaluation, it can be adapted to reflect functional outcomes and thus provides a useful framework for documenting session notes and progress notes (see Chapter 14).




Functional Outcome Report Format

The functional outcome report (FOR) format is a relatively new documentation format. It was developed in the 1990s as changes in the economics of health care led to increased emphasis on functional outcomes. The FOR format focuses on documenting the ability to perform meaningful functional activities rather than isolated musculoskeletal, neuromuscular, cardiopulmonary, or integumentary impairments. When the format is implemented properly, FOR documentation establishes the rationale for therapy by indicating the links between such impairments and the participation restrictions to which they are related. FOR documentation also emphasizes readability by health care personnel not familiar with PT jargon (at the expense of increased time to write the documentation). More important, it promotes a style of clinical decision making (PT diagnosis) that begins with the functional problems and assesses the specific impairments that cause the activity limitations or participation restrictions.

Several authors have presented frameworks for FOR documentation. The most well-developed and structured format is that of Stewart and Abeln (1993). Their book, now written more than 20 years ago, played a major role in promoting the idea that documentation should be focused on functional outcomes, and many of their ideas have been adapted in developing the format presented in this book.







What Constitutes “Documentation”?

Documentation is any form of written communication related to a patient encounter, such as an initial evaluation, progress note, session note, or discharge summary. It encompasses the preparation and assembly of records to authenticate and communicate the care given by a health care provider and the reasons for giving that care.

Documentation can take many forms, including written reports, standardized assessments, graphs and tables, and photographs and drawings.


Written Reports

Most commonly, PTs use a written report to document their findings from an evaluation or convey what has occurred in a patient visit. The format of this report can take many forms; the two most common are a narrative format and a SOAP format. In this text, we use a narrative format for documenting an initial evaluation (see Chapter 7). For progress notes and session notes, we recommend using a SOAP format (see Chapter 14). Chapter 7 provides four full-length examples of initial evaluation reports, and Chapter 14 provides examples of session notes and progress notes.





Graphs and Tables

Graphs can be used as a form of documentation to provide a visualization of a patient's progress in therapy. They can improve readability and readily focus a reader on the critical issues. Figure 2-1 provides an example of a graph used to chart a patient's progress. In this figure, a patient's gait speed is charted over a period of about 3 weeks. This provides an easy visualization of progress for third-party payers, other health care professionals, and most important, the patient.

[image: image]
FIGURE 2-1 Graphs can be very useful in providing a visualization of patient progress.





Tables are another format of documentation that can be used in the initial evaluation, both to document multiple findings of a similar impairment or functional skill and in progress reports to demonstrate changes over multiple sessions. Tables 2-1 and 2-2 show two examples of tables used in an initial evaluation report. Table 2-3 shows an example of a table used for a progress report, showing performance on the 6-minute walk test over multiple sessions.


TABLE 2-1

Example of table documenting functional skills



	Functional Skills
	Level of A
	Comments




	Rolling in bed
	Ind.
	



	Positioning in bed
	Min A
	Needs verbal cues to use L UE and LE to assist in movement



	Supine sitting in bed
	Mod A to R
Sup. to L
	Can bring legs over side of bed to R, unable to use L arm and trunk to push up to sit



	Sitting supine in bed
	Ind.
	



	Transfer bed to wheelchair
	Min A c sliding board
	Needs A for proper setup and to initiate movement





A, Assistance; L, left; R, right; UE, upper extremity; LE, lower extremity; Min, minimal; Mod, moderate; Sup., supine; Ind., independent; MMT, manual muscle testing.





TABLE 2-2

Example of table documenting muscle strength



	Muscle Group
	Strength (MMT)
	




	
	Right
	Left



	Knee extension
	3 ± 5
	5/5



	Knee flexion
	3 ± 5
	4/5



	Ankle dorsiflexion
	4/5
	4/5



	Ankle plantarflexion
	4/5
	5/5








TABLE 2-3

A TABLE USED IN A PROGRESS REPORT DEMONSTRATING THE RESULTS OF THE 6-MINUTE WALK TEST OVER A PERIOD OF 6 WEEKS



	
	Results of a 6-Minute Walk Test




	
	Feb. 5
	Feb. 19
	Mar. 5
	Mar. 19



	Distance walked (m)
	205
	262
	301
	355



	Dyspnea (modified Borg)
	4
	4
	2
	2



	O2 sat pre/post
	98/94
	99/97
	100/95
	100/98






[image: image]


sat, Saturation.







Photographs, Drawings, and Graphics

Some aspects of patient care are difficult to describe narratively but may be best explained visually. Photographs (obtained with the patient's written consent) can be used very effectively for documenting impairments such as posture or wound size or for documenting functional abilities. Alternatively, drawings are typically used to document impairments such as extent of burn or pain. Figure 2-2 shows the FACES scale, which can be used to document pain in younger clients.

[image: image]
FIGURE 2-2 The Wong-Baker FACES rating scale. (From Arnold EC, Boggs KU: Interpersonal relationships: professional communication skills for nurses, ed 6, St. Louis, MO, 2011, Saunders.)











Evidence-Based Practice

APTA's position on evidence-based practice (HOD P06-06-12-08) states: “To promote improved quality of care and patient/client outcomes, the American Physical Therapy Association supports and promotes the development and utilization of evidence-based practice that includes the integration of best available research, clinical expertise, and patient values and circumstances related to patient/client management, practice management, and health policy decision making.”

It is therefore critical that evidence-based practice be fully integrated into clinical documentation. This is most important in documentation of the initial evaluation and plan of care as well as during documentation of session notes, when specific inter­vention strategies are reported. APTA recommends the following strategies for therapists to integrate evidence-based practice in clinical documentation:




1. Documenting tests and measures that are valid and reliable for diagnostic and/or prognostic information.

2. Use of standardized outcome measures, which are an effective means of evaluating and communicating changes in a patient's/client's impairments and/or functioning.

3. Selecting and implementing an appropriate plan of care and interventions/treatments based on available research or clinical guidelines and that reflect patient perspectives and preferences and their influence on the plan of care (APTA, 2011).



In certain situations, it may be useful for therapists to document specific evidence or provide references. This is particularly useful when a specific treatment is not standard or when providing justification for a certain plan of care to a third-party payer (see Chapter 15 for examples of letters to third-party payers).




Strategies for Conciseness in Documentation


Concise Wording

A written medical record has some specific characteristics that differentiate it from traditional narrative writing. For example, medical documentation should be appropriately concise. Time is often limited in health care settings; thus wordiness and undue lengthiness should be minimized (Table 2-4). One way to save time in medical documentation is by not using full sentence structures and using abbreviations. Also, eliminating the words his, her, a, the, for, and an can improve readability of a medical note.


TABLE 2-4

Examples of using concise wording and abbreviations



	Too Wordy
	Better




	The patient can walk in the corridor for 50 feet with minimal assistance.
	Pt. walks in hospital corridor 50 [image: image] min A



	Manual muscle testing was performed for right knee extension, and the strength was 5 out of 5.
	MMT R Knee / 5/5









Abbreviations and Medical Terminology

The first question that must be addressed regarding use of abbreviations is, “Who will be the reader of this note?” If the answer is “another physical therapist or physical therapist assistant (and no other person),” therapists can freely use abbreviations and appropriate PT terminology. However, if only a slight possibility exists that the note might be read by another professional (e.g., physician or nurse) or by a nonprofessional (e.g., administrative staff, claims auditor, member of a jury), uncommon abbreviations and jargon almost certainly will impede understanding. Furthermore, if the writer is in doubt about the use of an abbreviation, it is best to spell out the word. The time saved writing an abbreviation may not be worth it if it cannot be interpreted by anyone else.

Clearly, common medical abbreviations can be useful time-saving devices (see Table 2-4). Appendix B provides a list of commonly accepted medical abbreviations that can be used for PT documentation in a medical chart. Although this list is not all encompassing, it represents abbreviations that are most likely to be understood by a range of medical professionals. Several books provide a more comprehensive listing of all types of medical abbreviations (Davis, 2009; Stedman's, 2012). Furthermore, hospitals and health care facilities often develop their own list of abbreviations that are considered acceptable in that institution, and those lists are likely to be more encompassing than those listed here. PTs and PTAs should follow guidelines set by individual institutions when considering the appropriateness of specific abbreviations.

Certain types of documentation are intended for the primary readership of the patient. For example, a home exercise program should be written in lay terminology, avoiding abbreviations and medical jargon. Similarly, any documentation that is sent to third-party payers, and particularly to patients or their families, should make more limited use of abbreviations. If uncommon medical terminology is used, it should be defined in layperson's terms. Another example is note writing in pediatric practice, in which developmental evaluations are read primarily by parents, educators, service providers, and coordinators (Figure 2-3). Professional notes should not be written in purely lay terminology, but they can be written in such a way as to be readable by those outside the profession.
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FIGURE 2-3 Note writing is audience specific. This figure shows two different wordings for documenting mobility skills in a young child with cerebral palsy. When a note will be read primarily by a parent or professional who is not familiar with common medical terminology, terms should be defined in an understandable and meaningful way.





The overuse of abbreviations and jargon is a symptom of a more serious problem: the use of a private language in which much of the rationale for treatment is left implicit. If it is assumed that the reader of a note is among the cognoscenti, in which he or she must be able to decipher the abbreviations and strange terms, then why bother explaining what was done and why? The critical elements of the clinical reasoning process cannot be omitted with the assumption that the reader will “fill in the blanks.” The therapist has a professional responsibility to explain what has been done and what will be done, and why, in clear, unambiguous terms that will be understandable to all those authorized to read a therapist's notes.




Omit Unnecessary and Irrelevant Facts

The best way to write clear, concise notes quickly is to avoid unnecessary and irrelevant facts and conclusions. Merely because the therapist has observed something does not make it appropriate to include in the note. The note should include only those observations and interpretations that are essential for documenting the patient's current medical condition. Omitting nonessential items makes the note more readable and more efficient to write.

Therapists should generally avoid, or be very careful, when including the following information in a medical note:


• Detailed social history

• Detailed living situation

• Family history not directly related to current medical condition

• Detailed history of other medical conditions that have been resolved and do not affect the current condition



Therapists should use their knowledge of individual diseases to help guide what is considered pertinent for a medical note. In general, documentation should be kept focused to the information that directly affects that patient's current health condition.




Use of Templates

PTs often spend a good part of their working time doing documentation. Although “paperwork” can be extremely daunting—to the experienced and inexperienced clinician alike—the work can be streamlined without sacrificing quality. Although writing a long initial evaluation is not appealing to most PTs, it is equally unappealing for other medical professionals to read one. Therefore the more concise a PT's writing can be while covering all necessary and pertinent information, the better for everyone.

Templates are standard forms that therapists can use to essentially fill in the blanks, and they are standard practice in most electronic medical records. Templates ensure that pertinent items are covered and provide a consistent format for assessing dif­ferent patients. Once the template is familiar to various professionals, pertinent information can be located readily within the report. Electronic medical records have facilitated the use of such templates in which therapists typically use a combination of narrative writing, check boxes, and pull-down menus from a prefabricated template to develop an individualized evaluation report. Chapter 6 provides an overview and sample templates used in computerized documentation.

If such forms are used, no line should be left blank. In this way, the evaluation cannot be altered by another party without the therapist's knowledge. Also, if a line is left blank, the reason it was left blank is unknown to the reader. The therapist must write one of the following on the line:


1. The results of the test, examination findings, or clinical opinion.

2. N/T (not tested), to indicate that this item was not tested. This entry in the note should be followed by a reason the item was not tested or a plan for testing in the future (e.g., “N/T 2° to time constraints—to be evaluated 11/1”).

3. N/A (not applicable), to indicate that this test was not applicable for this particular patient given his or her diagnosis or condition. The therapist should state why the test or measure is not applicable (e.g., “N/A—Pt. is currently on ventilator and unable to get out of bed”).









Person-First Language

People-first language is language that is used in oral or written communication that describes the disease or medical condition a person has without it defining who the person is (Box 2-1). Terms such as autistic, mentally retarded, and paraplegic all focus on defining a person by his or her disability. The APTA supports the use of people-first language, as described in Terminology for Communication about People with Disabilities (HOD P06-91-25-34, Position).


Box 2-1

Key Points in Writing People-First Language


Put People First Not Their Disability

Say a woman with arthritis, not an arthritic woman. This puts the focus on the individual and not on their disability or medical condition.




Emphasize Abilities, Not Limitations

Using the phrase: Walks with leg braces, or uses a wheelchair for long-distance mobility, is more accurate and positively focused than confined to a wheelchair or wheelchair bound.




Avoid Negative Labelling

Saying afflicted with, crippled with, victim of or suffers from devalues individuals with disabilities and portrays them as more helpless and defined by their disability.




Avoid Derogatory Statements

Avoid derogatory statements about patients, such as Patient complains of… Rather state Patient reports…



Adapted with permission from Guidelines for Reporting and Writing About People With Disabilities



Physical therapy practitioners have an obligation to provide nonjudgmental care to all people who need it. They should be guided in their written and spoken communication by the Guidelines for Reporting and Writing about People with Disabilities (Research and Training Center on Independent Living, 2008).2 PTs are encouraged to use appropriate terminology for specific disabilities as outlined in the Guidelines, which are available online. Patients should be thought of as people first, not their disability. Labeling patients according to their disability (e.g., stroke victim, amputee) suggests that their disability defines them. In contrast, therapists should strive to use person-first terminology in verbal and written communication (Table 2-5). Furthermore, when referring to individuals who do not have a disability, use of the term able-bodied (as well as healthy or normal) to contrast people without disabilities with people who have disabilities is considered inappropriate. Rather, use the term nondisabled.


TABLE 2-5

PEOPLE-FIRST TERMINOLOGY



	Write This….
	Instead of This….
	Example




	Non-disabled
	Able bodied, normal, healthy
	Several non-disabled volunteers assisted in the dance program



	Learning disability; intellectual disability
	Retared, slow learner, handicapped
	Tom is a 12 year old boy with a learning disability who attends Hawk Hill School.



	Survivor; person with ___(e.g. autism, Down syndrome, etc)
	victim
	
Pt. is 6 mo. stroke survivor. OR
Pt. had a stroke on 6/1/15




	Person with autism
	autism
	Joey is a 4 year old with autism.



	Person with paraplegia
	T12 para
	Lucy is a 53 year old with T12 level incomplete paraplegia



	Person with amputation
	Amputee
	Pt. is a 76 year old male with a right below knee amputation.





Adapated with permission from: Guidelines for Reporting and Writing About People with Disabilities (Research and Training Center on INdepenent Living 2008)




Expressions such as afflicted with, suffers from, or victim focus unnecessarily on the negative aspects of a person's health condition. Rather, use a man with postpolio syndrome or a stroke survivor. Similarly, labeling patients with terms such as confused, agitated, or noncompliant, for example, focuses the reader on the label rather than the person, and the two become invariably linked. Rather, specific behaviors of a patient should be described. Simply because a patient may not be performing a home exercise program, he or she should not be identified as a “noncompliant patient.” Instead, the patient might be described as a patient, man, or woman, and at some later point in the documentation, it could be noted that he or she has not consistently complied with the home program.

Therapists also should be careful to avoid derogatory statements about patients. Such statements as “Patient complains…” or “Client suffers from…” have negative connotations and should be avoided. Rather, “Patient reports…” or “Client has a diagnosis of…” reflect more objective statements.




Summary


• Documentation in physical therapy takes many forms, mainly initial evaluations, progress notes, session notes, and discharge summaries.

• Documentation formats include narrative, SOAP notes, and functional outcome reports.

• Within these formats, therapists can use standardized forms, tables, graphs, photographs, and drawings to improve the readability of the documentation and highlight key aspects.

• Therapists can use several strategies to write medical notes in a concise manner: concise wording, use of abbreviations, avoidance of irrelevant facts, and use of documentation templates.

• All written and oral communication should avoid labeling patients and incorporate person-first language. Patients and clients are defined as people, not by their disability or disease.







Exercise 2-1 Interpreting Abbreviations

For the each of the following statements, write out the entire statement, interpreting the abbreviations. Use Appendix B for assistance as necessary.




	Statement
	Rewrite Statement




	
EXAMPLE: Pt. is I in all ADLs.
	
ANSWER: Patient is independent in all activities of daily living.



	1. MMT 3/5 R quads


	________________________________________________________________________________________________



	2. Pt. can stand [image: image] A for 30 sec [image: image] LOB


	________________________________________________________________________________________________



	3. Pt. can transfer bed → w/c [image: image] mod A using SB


	________________________________________________________________________________________________



	4. Pt. instructed in performing R SAQ, 3 sets ×10 reps


	________________________________________________________________________________________________



	5. PROM R ankle DF 5°


	________________________________________________________________________________________________



	6. Received Rx from MD for WBAT on L LE


	________________________________________________________________________________________________



	7. Pt. instructed to perform HEP b.i.d., 10 reps each ex


	________________________________________________________________________________________________



	8. Pt. admitted to ER 10/12/15 with GCS of 4


	________________________________________________________________________________________________



	9. Medical dx: R hip fracture [image: image] ORIF


	________________________________________________________________________________________________



	10. AROM B LEs WNL


	________________________________________________________________________________________________



	11. Pt. instructed in use of TENS unit, on prn basis


	________________________________________________________________________________________________



	12. CPT ×20 min; P&V RLL


	________________________________________________________________________________________________



	
13. Pt. was d/c'd from NICU on 3/3/15



	________________________________________________________________________________________________



	14. PMH: IDDM ×5 yr, HBP ×10 yr


	________________________________________________________________________________________________



	15. MRI revealed mod L MCA CVA


	________________________________________________________________________________________________






[image: image]









Exercise 2-2 Concise Documentation and Use of Abbreviations

Rewrite these notes as if you were writing them in a medical record. Consider condensing sentence structure, such as eliminating unnecessary words. Use abbreviations whenever possible (see Appendix B for assistance).




	Statement
	Rewrite Statement




	
EXAMPLE: Patient can walk a distance of 50 feet in the hospital corridors.
	
ANSWER: Pt. walks 50 ft in hospital corridors



	1. Patient underwent a procedure called a coronary artery bypass graft on 3/17/14.


	________________________________________________________________________________________________



	2. Therapist will coordinate practice of activities of daily living training with occupational therapist and with nursing staff.


	________________________________________________________________________________________________



	3. The patient's heart rate changed from 90 to 120 beats per minute after 3 minutes of walking at a comfortable speed.


	________________________________________________________________________________________________



	4. The patient's obstetric/gynecologic doctor reported that this patient has been experiencing low back pain throughout her pregnancy.


	________________________________________________________________________________________________



	5. Patient's daughter reports that patient has had a recent decrease in her functional abilities and has a history of falls.


	________________________________________________________________________________________________



	6. The patient's breath sounds were decreased bilaterally. The patient was instructed in performing deep breathing exercises twice per day.


	________________________________________________________________________________________________



	
7. Patient's wife reports that the patient has had a history of chronic low back pain for the past 15 years.



	________________________________________________________________________________________________



	8. The patient's long-term goal is to be able to walk using only a straight cane.


	________________________________________________________________________________________________



	9. Deep tendon reflex of right biceps was recorded as a 2+.


	________________________________________________________________________________________________



	10. Patient can ascend and descend one flight of stairs independently, using one hand on railing.


	________________________________________________________________________________________________



	11. Prescription received for physical therapy to include therapeutic exercise and gait training.


	________________________________________________________________________________________________



	12. Resident is 82 years old and has a primary medical diagnosis of congestive heart failure.


	________________________________________________________________________________________________



	13. Electrocardiogram revealed ventricular tachycardia.


	________________________________________________________________________________________________



	14. Patient suffered a cerebrovascular accident, with resultant hemiplegia of the right upper and lower extremity.


	________________________________________________________________________________________________



	15. The home health aide was instructed in assisting patient to perform active-assistive range-of-motion exercises, which were straight leg raises and hip abduction in supine.


	________________________________________________________________________________________________
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Exercise 2-3 People-First Language

Therapists should avoid “labeling” patients and should always use people-first language in both oral and written communication. For each of the phrases here, decide first whether the phrase is appropriate. If it is, write “OK” in the space provided. If it is not, rewrite the phrase so that it reflects person-first language or restructure the sentence to provide a more objective or positive description of the patient. (Much of this exercise and the answers are adapted or reprinted with permission from Martin, 1999.)




	Statement
	Rewrite Statement




	1. A quadriplegic will require help with transfers.


	________________________________________________________________________________________________



	
2. The patient was afflicted with multiple sclerosis when she was in her 20s.



	________________________________________________________________________________________________



	3. Many PTs are involved in foot clinics for diabetics.


	________________________________________________________________________________________________



	4. Have you finished the documentation for that shoulder in room 316?


	________________________________________________________________________________________________



	5. The patient complained of pain in the right upper extremity.


	________________________________________________________________________________________________



	6. A care plan for patients with total knee replacements involves a strong element of patient education.


	________________________________________________________________________________________________



	7. Although this computer program was designed for the disabled, able-bodied users will also find it helpful.


	________________________________________________________________________________________________



	8. Because of a spinal cord injury, the patient was confined to a wheelchair.


	________________________________________________________________________________________________



	9. Nine of 10 patients receiving physical therapy expressed interest in a group exercise session.


	________________________________________________________________________________________________



	10. The patient is behaving like a child.


	________________________________________________________________________________________________



	11. Which therapist is treating the brain-injured patient in room 216?


	________________________________________________________________________________________________



	12. The stroke victim can often return to work.


	________________________________________________________________________________________________



	13. The patient refused to modify her footwear choice even after the therapist told her not to wear 2-inch heels.


	________________________________________________________________________________________________



	14. I'll put my 10:00 on the machine while my 10:15 gets a hot pack.


	________________________________________________________________________________________________



	15. The patient suffers from Parkinson's disease.


	________________________________________________________________________________________________
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1GUIDELINES: PHYSICAL THERAPY DOCUMENTATION OF PATIENT/CLIENT MANAGEMENT BOD G03-05-16-41 [Amended BOD 02-02-16-20; BOD 11-01-06-10; BOD 03-01-16-51; BOD 03-00-22-54; BOD 03-99-14-41; BOD 11-98-19- 69; BOD 03-97-27-69; BOD 03-95-23-61; BOD 11-94-33-107; BOD 06-93-09-13; Initial BOD 03-93-21-55] [Guideline]


2http://rtcil.org/sites/rtcil.drupal.ku.edu/files/images/galleries/Guidelines%208th%20edition.pdf.







Chapter 3

Legal Aspects of Documentation

Helene M. Fearon, Stephen M. Levine



Learning Objectives

After reading this chapter, the reader will be able to:


1. List and describe the key aspects of physical therapy documentation as a legal record.

2. Use the correct method for signing notes and correcting errors in documentation.

3. Describe the Health Insurance Portability and Accountability Act (HIPAA) and the Privacy Rule, and discuss the implication for physical therapy documentation.

4. Discuss the importance of appropriately documenting informed consent as part of a physical therapy evaluation.

5. Discuss the three legal reasons why a physical therapist's documentation may be scrutinized.






Documentation as a Legal Record

Documentation in a medical record is a legal document. A physical therapist (PT) should take his or her documentation very seriously and understand that documented notes may be scrutinized not only for payment of services but also for legal reasons.

State practice acts define the scope of practice for PTs in each state (see Recommended Resources at the end of this chapter). PTs should be familiar with their individual state practice acts to ensure they are in compliance and that their documentation reflects a practice that is within the legal description provided by their state. For example, if a state practice act has a requirement for an individual to obtain a re­ferral from a physician for access to a physical ther­apist, that information must be included in the medical record (regardless of whether it is required by a third-party payer). Box 3-1 contains definitions of important terms related to legal aspects of documentation.


Box 3-1

Important Definitions

Audit: a detailed review and evaluation of selected clinical records by qualified professional personnel for evaluating quality of medical care.

Authentication: identification of the author of a medical record entry by that author and confirmation that the contents are what the author intended.

HIPAA Privacy Rule: a component of a law passed in 1996 that is designed to protect the privacy of health care data and to promote more standardization and efficiency in the health care industry.

Informed consent: a voluntary, legally documented agreement by a health care consumer to allow performance of a specific diagnostic, therapeutic, or research procedure.

Malpractice: negligence or misconduct by a professional person, such as a doctor or physical therapist. The failure to meet a standard of care or standard of conduct that is recognized by a profession reaches the level of malpractice when a client or patient is injured or damaged because of error.

Medical necessity: services or items reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member.

Notice of privacy practices (NPP): a notice or written document given to a health care consumer that explains the privacy policies related to his or her medical records. All patients must sign a statement acknowledging receipt of the NPP.

Third-party payer: an organization other than the patient (first party) or health care provider (second party) involved in the financing of personal health services.

Data from Reference.md (http://www.reference.md); Joint Committee on Administrative Rule (http://www.ilga.gov/commission/jcar); Centers for Medicare and Medicaid Services (www.cms.gov); Segan JC. Concise Dictionary of Modern Medicine. New York: McGraw-Hill; 2006; The Free Dictionary (http://legal-dictionary.thefreedictionary.com/Malpractice); Physician's News Digest (http://www.physiciansnews.com/law); and Mosby's Dental Dictionary. 2nd ed. St. Louis: Mosby Elsevier; 2008.




Key Legal Aspects of Physical Therapy Documentation

Several key legal aspects pertinent to physical therapy documentation are outlined in the following sections.


Legibility

Handwritten entries should be legible and written in ink. Many third-party payers, including Medicare, include legibility in their payment policy describing reasons for nonpayment. For this reason, electronic documentation is often recommended to eliminate this potential concern.





Dated in Month/Day and Year Format

All notes must be dated with the date the note was written. Backdating is illegal and should never be done. It is recommended that all notes be written or dictated on the date that an evaluation or intervention is performed. If a note is not written on the date it was provided, then both the date of the evaluation or intervention and the date the report was written should be indicated. For notes in an interdisciplinary medical record, the time of day that the treatment was provided should also be recorded. An electronic medical record (EMR) typically timestamps the date the documentation is signed and saved in the EMR; thus any late entries are automatically recorded. When documentation is missed or not written in a timely manner, the author should identify the new entry as a “late entry.” An addendum is another type of late entry that is used to provide additional information in conjunction with a previous entry. An addendum also should be identified as such with the reason for its creation, and it should be dated and signed.




Authentication

All physical therapy documentation must be authenticated by a PT or, when appropriate, a physical therapy assistant (PTA). All notes must be signed, followed by the provider's professional designation, and dated. The American Physical Therapy Association House of Delegates (APTA, HOD, 2014, P06-03-17-14) has recommended use of standard professional designations: PT for physical therapists and PTA for physical therapist assistants (Figure 3-1, A).

[image: image][image: image][image: image]
FIGURE 3-1 Signature authentication examples. A. The initials PT and PTA are to be used after a therapist or therapist assistant’s name, separated by a comma. B. Any advanced degrees or certifications should be listed after the designation PT or PTA. C. Notes by a student physical therapist or physical therapist assistant must be co-signed by a licensed physical therapist or physical therapist assistant.








Degrees and Certifications

The APTA supports the following preferred order when a therapist or assistant has additional degrees or certifications (Figure 3-1, B). These are not relevant legally, but there are provisions for in each state's practice act that are important for promoting consistent communication throughout the profession. The preferred order is as follows:


1. PT/PTA

2. Highest earned physical therapy–related degree

3. Other earned academic degree(s)

4. Specialist certification credentials in alphabetical order (specific to the American Board of Physical Therapy Specialties).

5. Other credentials external to APTA

6. Other certification or professional honors (e.g., FAPTA)



Professional designation is also described in all state practice acts, and it should be noted that, at the time of this publication, no jurisdiction allows for the DPT professional designation to be used, except after the professional designation “PT.”




PTA Authentication

PTAs should sign any record where they participated in any aspect of the delivery of the service the documentation describes. Although all evaluations must be documented and signed by a physical therapist, if a PTA, for example, takes and documents measurements as part of the PT's evaluation, the PTA should sign the record indicating this was done. If a PTA is involved in part of a treatment where the PT is also providing care, then both the PT and the PTA should sign that note. Depending on a state's practice act, PTs may be required to cosign each note written by a PTA, when the PTA is the only treating provider. Third-party payers also may have requirements related to cosignatures that are stricter than a state's practice act requirements.





Student PT and PTA Authentication

Student PTs (SPTs) or student PTAs (SPTAs)—individuals who are enrolled in a PT or PTA educational program—are allowed to write notes in the medical record. These notes must be signed and dated by the student and also must be authenticated by a supervising licensed PT or PTA (see also APTA Guidelines, Appendix A) (Figure 3-1, C).

If technicians or aides are performing tasks in a facility or practice, typically their tasks are not documented in the medical record but instead are guided through facility or practice policy and procedure manuals. If a technician is assisting the therapist in the delivery of care and he or she documents this in the medical record, that documentation should always be cosigned by the PT. Each state's practice act or third-party payer policy may have other signature requirements that should be reviewed, as these requirements may be stricter than those in APTA guidelines.




Errors

If an error is made in a handwritten note or a printed copy of an electronic note, the therapist should place a single line through the erroneous word and write his or her initials near the crossed-out word. The date and time of correction should also be included (Figure 3-2).

[image: image]
FIGURE 3-2 Error correction on a progress note.








Blank Lines or Spaces

Blank lines or large empty spaces should be avoided in the record. A single straight line should be drawn through any open spaces in a report.




Abbreviations

The writer should use only those abbreviations authorized by his or her facility. (Appendix B provides a list of commonly used abbreviations in rehabilitation settings.) Abbreviations should be kept to a minimum; if in doubt, write it out. (See Chapter 2 for information on using abbreviations.)







Information Included in a Session Note

From a legal perspective, the medical note should provide a record of everything that was done during the therapy session. This includes specifics regarding the treatment techniques performed by the physical therapist and/or PTA (e.g., therapeutic exercise technique, gait training, electric stimulation), how the patient responded (e.g., able to return demonstrate, noted change in condition), and the therapist—patient interaction while in direct contact. This comprehensive documentation approach, while helpful for purposes of payment, is also very important for legal purposes. A therapist must ask whether his or her note, if referred to at a later date, would clearly establish what was done and why. If a therapist is being sued for malpractice, for example, the medical record will be scrutinized to determine what interventions were performed, what the patient was able to do, and how the patient reacted to the interventions.

Only information that is directly relevant to the patient's medical condition, prognosis, or intervention plan should be documented in a medical record. Sometimes conflicts or personal issues arise between therapists and patients and between patients and their physicians or other medical professionals. Generally, information of this nature should not be included in clinical documentation but could be important to document in an administrative note.







Privacy of the Medical Record: HIPAA and the Privacy Rule

HIPAA stands for the Health Insurance Portability and Accountability Act. Congress passed this legislation in 1996. There are two parts to the law. The first part is involved with the portability of an individual's health care insurance in the event of a job loss. The second part, which is pertinent to medical documentation, was designed to protect the privacy of health care data and to promote more standardization and efficiency in the health care industry.

The U.S. Department of Health and Human Services (HHS) implemented the Privacy Rule to comply with HIPAA. The Privacy Rule “address[es] the use and disclosure of individuals' health information—called protected health information (PHI) by organizations subject to the Privacy Rule—called covered entities as well as standards for individuals' privacy rights to understand and control how their health information is used” (HHS, 2003).

HIPAA rules govern only “covered entities.” This includes any provider of medical or other health services, or supplies, who transmits any health information in electronic form (CMS, 2003). Therefore HIPAA applies to only those practices that submit or receive electronic documentation. In the near future, this most likely will apply to almost all physical therapy practice settings.

The Privacy Rule protects all individually identifiable PHI. This is information that is held or transmitted by a covered entity in any form (electronic, paper, or oral). Such information includes a patient's demographic data (e.g., name, address, birth date, Social Security number) and information related to the following:


• Individual's past, present, or future physical or mental health or condition

• Provision of health care to the individual

• Past, present, or future payment for the provision of health care to the individual



An important intention of the Privacy Rule is to limit the disclosure of any patient's PHI. A covered entity can use PHI only as the Privacy Rule permits or as the patient (or his or her representative) authorizes in writing.

Some basic guidelines for covered entities for maintaining patient privacy of medical records are as follows:


• Patients must be given a notice of privacy practice (NPP) document, which explains the privacy policies related to their medical records. All patients must sign a statement acknowledging receipt of the NPP.

• Therapists must obtain a patient's consent to access, use, or disclose any personally identifiable health information for purposes of treatment, payment, and health care operations (TPO). A patient's medical record should never be disclosed to a third party (including employers and family members) without specific permission from the patient.

• Parents or guardians must grant approval for access to a minor's medical record.



For more information on HIPAA rules and compliance, refer to https://www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-Simplification/HIPAAGenInfo/index.html, which provides detailed information on HIPAA and the Privacy Rule and is updated regularly.

In addition to the HIPAA ruling, therapists should take general precautions to ensure that any documentation remains private and is not shared with unauthorized persons (Box 3-2).


Box 3-2

Strategies for Maintaining Patient Confidentiality

The APTA Defensible Documentation (www.apta.org) recommends several general strategies for maintaining patient confidentiality, including the following:


• Keep patient documentation in a secure area.

• Keep charts facing down so the patient's name is not displayed.

• Never leave patient charts unattended.

• Do not discuss patient cases in open or public areas.








Documentation of Informed Consent


Components of Informed Consent

Informed consent is the process by which a health care consumer is given clear information about the risks and benefits of a proposed procedure or intervention and any alternatives, and the individual agrees to the proposed plan of care. To give informed consent, a person must have appropriate reasoning abilities and must have been provided with all relevant facts. As Purtilo (1984) states in her important publication on this topic, informed consent should help foster further trust between the health professional and the patient. The following information should be a part of spoken or written interactions, which are designed to enable the patient to make an informed decision:


1. A description of the patients' current status as it relates to the perceived need for physical therapy services

2. A description of the assessment procedure(s) or intervention(s) of choice indicated for clarifying the condition or treating it, as well as alternative procedures or interventions

3. A list of the risks and benefits of the procedures and interventions as far as the PT can judge them

4. Additional information that the PT believes will assist a particular patient to arrive at an informed choice

5. An offer to answer questions later as they arise

6. Any additional information recommended by policies or legal counsel of the institution




APTA Guidelines

The APTA's Guide for Professional Conduct, originally published in 1981 and last amended in November 2010 by the Ethics and Judicial Committee states under Principle 2C, Patient Autonomy, states that PTs shall provide the information necessary to allow patients or their surrogates to make informed decisions about physical therapy care or participation in clinical research. The underlying purpose of Principle 2C is to require a PT to respect patient autonomy. To do so, a PT shall communicate to the patient/client the findings of his or her examination, evaluation, diagnosis, and prognosis. A PT shall use sound professional judgment in informing the patient/client of any substantial risks of the recommended examination and intervention and shall collaborate with the patient/client to establish the goals of treatment and the plan of care. Ultimately, a PT shall respect the patient's/client's right to make decisions regarding the recommended plan of care, including consent, modification, or refusal.




Components of Documenting Informed Consent

In addition, documentation of informed consent should include the following information:


1. A statement that the PT gave the patient the necessary information to provide informed consent

2. A statement that the patient understood the information and consented to the plan of care



A statement such as the following is an example of documentation of informed consent in an initial evaluation:



The findings of this evaluation were discussed with the patient, and he consented to the above intervention plan.

The patient/client should therefore be asked to acknowledge understanding and consent before intervention is initiated. Many facilities have a separate form for this purpose. If a separate form is not used, a statement should be included in all physical therapy evaluations typically at the end of the documentation of the plan of care (see case examples in Chapter 7).
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Statement

Classification

1. Patient has 0° o 120° of active abduction left shoulder.
2. Patient can walk up o 50 feet on level surfaces indoors.

3. Partal tear of right anterior cruciate ligament.

4. Patient is unable to work at previous occupation as a salesperson.

5. Strengh right knee flexion 3/5 on manual muscle test.

6. Patient needs minimal assistance to dress lower body.
7. Transfemoral amputation of right lower extremity.

8. Heart rate increases from80 beats per minute to 140 afer climbing one flight of stairs.

9. Patient was diagnosed with multiple sclerosis October 1998.
10. Patient s able to eat soup from a bowl independently.

11. Left lateral pinch strengh 15 Tb.

12. Patient transfers from bed to wheelchair independently with use of asliding board.

13. Patient has full passive range of motion in left knee.

14. Child is able to crawl distance of 6 feet on living room floor o obtain a desired toy .
15. Patient s able to reach for and grasp a cup located at shoulder height.

16. Patient can stand at kitchen sink for 2 minutes.

17. Patient is unable o performa straight leg raise.
18. Patient has pain in right shoulder, rated 5/10, whenever he raises his ann above shoulder height.

19. Patient has a personal aide for 4 hours per day to assist with daily care and household chores.

20. Patient is unable to cook using the stove and needs moderate assistance to prepare all meals.

21. Patient s able to transfer from floor to wheelchair within 1 minute.

22. Patient was diagnosed with T8 spinal cord injury after motor vehicle accident in 2009.

23. Patient is able to enter most buildings in wheelchair, provided an appropriate rampis present.

24. Partial rotator cuff tear of right shoulder.

25. Patient works as a bus driver with modified work duty with limitations of 4-hour shifs.
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Statement

[Rewrite Statement

1. A quadriplegic will require help with transfers.

2. The patient was aflicted with multiple sclerosis
when she was in her 20s.

3. Many PTs are involved in foot clinics for
diabetics.

4. Have you finished the documentation for that
shoulder in om3167

5. The patient complained of pain in the right upper
extremity.

6. A care plan for patients with total knee
replacements involves a srong element of patient|
education.

7. Although this computer program was designed
for the disabled, able-bodied users will also find it
helpful.

8. Because of aspinal cord injury, the patient was
confined to a wheelchair.

9. Nine of 10 patients receiving physical therapy
expressed inferest in a group exercise session.

10. The patient is behaving like achild.

11. Which therapist s treating the brain-rjured patient
inroom216?

12. The stroke victim can often retum to work.

13. The patient refused to modify her footwear
choice evenafter the therapist told her not o
wear 2-inch heels.

14. Tl putmy 10:00 on the machine while my 10:15
gets ahot pack.

15. The patient suffers from Parkinson's disease.
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