FErank M. Pierson,

" Second Ed




rinciples and
echniques ot
atient Care

- Second Edition

- Frank M. Pierson, M.A, PT.
{ Assistant Professor Emeritus

The Ohio State University
{  Columbus, Ohio

W.B. SAUNDERS COMPANY

A Division of Harcourt Brace & Company

Philadelphia # London * Toronto © Montreal © Sydney = Tokyo



W.B. SAUNDERS COMPANY
A Division of Harcowrt Brace & Company

The Curtis Center
Independence Square West
Philadelphia, Pennsylvania 19106

Library of Congress Cataloging-in-Publication Data
Pierson, Frank M.

Principles and techniques of patient care / Frank M. Pierson.—
2nd ed.

p. cm.

Includes bibliographical references and index.

ISBN 0-7216-7524-7

1. Physical therapy—Technique. 1. Title.
[DNLM: 1. Physical Therapy—methods. 2. Patient Care Planning.
WB 460 P624p 1999]

RM700.P545 1999 615.8'2—dc21

DNLM/DLC 98-5492

Principles and Techniques ol Patient Care ISBN 0-7216-7524-7
(1()})\'1‘ighl © 1999, 1994 by W.B. Saunders Company

All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any
means. electronic or mechanical, including photocopy, recording, or any information storage and retrieval

system, without permission in writing from the publisher.

Printed in the United States of America

~1
o

&
S
we
e

Last digit is the print number: 9 8



cond

ok

The decision of W.B. Saunders Company to request the development of a second edition of this
book and the level of acceptance of the first edition by many students, faculty, and practitioners has
been very gratifying. During the past three years several suggestions and comments about ways to im-
prove the book have been received and reviewed carefully. Although not all the recommendations
were incorporated into this edition, many of them have been used to increase the amount of material
in it and to make the book easier for laculty and students to use.

The first chapter was revised to include more information about communicating with a person
with a disability and about the process of informed consent. Greater emphasis was placed on the de-
velopment of functional goals (outcomes) and the use of goal statements in the documentation of pa-
tient care. Also, the relationship of goals and lunctional outcomes has been tied more closely to the
treatment planning process.

The chapter on *Vital Signs” was repositioned toward the beginning of the book to emphasize the
importance of evaluating a patient prior to initiating treatment or physical activity. Information about
and some techniques used to measure a person’s body composition were added to this chapter.

Photographs of types ol special equipment used for patients in an intensive care unit, including
ventilation and intravenous infusion equipment and patient monitors, appear in Chapter 9. Supple-
mental information about sclected reference laboratory values is also provided in this chapter.

More information about the management of nonsurgical wounds, particularly of pressure ulcers,
including preventive measures, has been added to Chapter 10. This chapter also contains information
about the use of an intermittent compression unit and the measurement and application of graduated
compression garments for the upper and lower extremities. The material related to the general use
of bandages, previously contained in this chapter, has been relocated to Chapter 11, which seems a
more appropriate location.

A new chapter containing information about the Americans with Disabilities Act was developed to
assist the reader to become aware ol the more significant aspects ol the act.

Overall, readers will notice a greater use of procedure outlines, boxes, and tables and the addi-
tion of directional arrows on many photographs to enhance their understanding and comprehension
ol many techniques or activities. Finally, new photographs appear in several chapters, and some pre-
vious photographs have been replaced to clarify or better depict specific procedures, equipment, or
activities.

It is hoped that the additions and revisions presented in this edition will add to the value of the
book as a teaching and learning tool for all readers.
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Introduction to
Patient Care
Activities

10

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

Describe a process for the general evaluation of a patient.
List the four components of a problem-oriented status note.

Identify information that would be classified as “subjective” and informa-
tion that would be classified as “objective.”

Describe how subjective and objective information could be obtained
through an evaluation.

Identify the major components or categories of the evaluation process.

Discuss the importance of evaluating each patient before establishing a
treatment program.

Describe the major components or categories of the program planning
process.

List five barriers to communications and describe how you would over-
come them.

Describe five guidelines to use to communicate with a person with a dis-
ability.

Describe the major components or categories of a written home program.
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Caregiver: 'T'he person who is treating or working
with the patient; examples are the therapist,
therapist assistant, aide, or family member.

Communication: The exchange of information

through verbal or nonverbal means.

Documentation: Written or printed matter convey-
ing authoritative information, records, or evi-
dence.

Electrodiagnosis: The use ol an electrical current to
assist with the diagnosis of a patient’s condition.

Goniometry: ‘I'he measurement of the range of mo-
tion of a joint of the body.

Kinesthesia: 'I'he sense by which position, weight,
and movement are perceived.

Orthosis: An orthopedic appliance used to support,
align, prevent, or correct deformities or to re-
place the function of parts of the body; a brace or
splint is an example of an orthosis.

Outcome measure: A quantifiable or objective means
to determine the elfectiveness ol treatment or
performance that is usually expressed with the
use of functional terms.

Problem-oriented medical record (POMR): A sys-
tem developed to organize a medical record
that uses a common list of patient problems as its
base.

Proprioception: Perception mediated by propriocep-
tors or proprioceptive testing:; sensation and
awareness about the movements and position of
body parts or the body.

Prosthesis: The artificial replacement of an absent
body part; an artificial limb is an example ol a
prosthesis.

Radiograph: An image or a record produced on ex-
posed or processed film through radiography.

SOAP: An acronym whose letters identify each section
ol a patient’s status note: S, subjective; O, objec-
tive; A, assessment; P, plan.

Stereognosis: T'he ability to recognize the form
(shape) of an object by touch.

Two-point discrimination: The ability to recognize or
differentiate two blunt points when they are
simultaneously applied to the skin.

[ INTRODUCTION

This book has been prepared to assist persons
responsible for and involved with patient care in
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providing sate and elfective care. The term caregiver,
rather than therapist, nurse, health care practitioner,
therapist assistant, technologist, technician, aide, or
family member, will be used to designate the person
who is treating or working with the patient or client.
It is recognized the term client is sometimes more
appropriate to describe a person who receives treat-
ment. Furthermore, the term consumer may be used
to describe the receiver of care. However, for consis-
tency, the term patient is used throughout this text
to describe the person who receives treatment. Simi-
larly, the term intervention may be used rather than
the term treatment, but for consistency, the term
treatment is used in this text. The procedures and
techniques contained in the text were selected be-
cause they can be applied or adapted for use for a
variety ol patients to assist them to fulfill their
functional needs or goals. The knowledgeable and
experienced practitioner will realize there are alter-
native techniques or procedures that provide sale
and elfective ways to perform many of the patient
activities  described in the text. However, it was
necessary to select and describe a limited number of
activities and procedures.

It is anticipated and expected that the health
care practitioner or caregiver will modify or adjust
any technique or procedure to benefit the patient or
better suit a specific situation or environment. The
safety of the patient and the persons involved with
his/her care must be maintained at all times. The
patient should be encouraged to pertorm to his/her
maximal ability whenever his/her active involvement
is desired.

The caregiver will need to guide, direct, and in-
struct each patient. For many patients a brief demon-
stration of an activity or the use of equipment by the
caregiver or another patient will enable him/her to un-
derstand his/her role better. Verbal, nonverbal, and
written communication between the caregiver and the
patient and his/her family members will be necessary.
The purpose of each activity, its expected outcome,
and the method of performance should be explained
to the patient.

No activity should be attempted unless suflicient
personnel and equipment are available to accomplish
the task safely. All persons who assist with the pa-
tient’s care must be trained and competent; the equip-
ment must function properly and be sate and stable;
and the patient must be evaluated to determine his/
her capacity to assist with or perform a particular ac-
tivity.

Patient evaluation, communication between the
caregiver and the patient, and patient safety are re-
quired to promote quality patient care. Lack of atten-
tion to any one of these areas will usually adversely af-
fect the quality of care the patient receives.



| INTERPROFESSIONAL
COLLABORATION

A team of caregivers from different professions
who review a patient’s condition, determine his/her
problems amenable to treatment, discuss potential
treatment solutions, and make decisions to resolve his/
her problems is used by many organizations. This in-
terprofessional collaboration approach is particularly
useful for the patient with complex medical, social,
economic, or other problems. "To be successful, inter-
professional collaboration requires the team members
to meet collectively and periodically to problem solve
and reach decisions about management of the patient.
Collaboration, coordination, and communication are
the important factors used by the team to assist the pa-
tient to effectively fulfill his/her goals or needs. The
imterprofessional team members must be competent
prolessionals who are willing to function interdepen-
dently to maximally benefit the patient. Team mem-
bers must be prepared to recognize and accept the
value of other members’ professional knowledge,
skills, and expertise; work through role conflicts that
may develop due to overlapping roles of the mem-
bers; understand the basic components of each mem-
ber’s profession; be able to communicate effectively
with each other; and participate in leadership. The in-
terprofessional team approach must be patient cen-
tered, rather than profession centered, so team mem-
bers must be able to provide advice, counsel, and
recommendations based on each member’s knowl-
edge and expertise that will lead to the best outcome
for the patient. Group members need to be adept in
the application of group process skills; therefore, it is
recommended a portion of their formal education be
devoted to an introduction to and practice of tech-
niques, skills, and activities associated with group in-
teraction. Furthermore, the opportunity to collabo-
rate with students from various professional programs
(i.e., medicine, social work, nursing, law, theology, al-
lied health professions) to discuss and resolve complex
case study patient scenarios would be beneficial in
preparation for future interprofessional team collabo-
ration. Table 1-1 presents rationales for the support of
and opposition to the use of interprofessional collabo-
ration [rom the perspective of the patient and the par-
ticipating professional.

| ORIENTATION

Belore providing any form of trcatment, includ-
ing an evaluation, the caregiver must initially orient
the patient. This orientation consists of a personal in-
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Rationale Against

Rationale for Client/Patient Client/Patient
1. Comprehensive approach 1. Process may overwhelm
2. Reduction in duplication the patient
or fragmentation of pro- 2. May not produce better
fessional services and quality care
activities 3. May not result in best
3. Team is better able to decisions due to profes-
address complex prob- sional role conflicts
lems 4. Apt to be more costly
4. Team decision making is (time, money, effort)
better due to input from 5. May reduce the one-on-
different professionals one relationship between
5. Results in interventions for the patient and individual

complex problems that
exceed what an individual
could accomplish

professionals

Rationale Against

Rationale for Professional Professional
1. Opportunity for members 1. May have personal and
to better understand the professional identity
skills, expertise, and roles reduced; may lose profes-
of other professionals sional autonomy
2. Opportunity for members 2. Reduces personal decision
to become more aware of making
and effective in own pro- 3. Takes time away from
fessional role and applica- other patients; is time-
tion of professional consuming process
expertise and knowledge i
. 4. Causes separation from
3. E_nhances ab||lty and pro- professionals, peers, and
vides opportunity to colleagues
network and refer to other .
professionals 5. Intgrprofessnonal collabo-
. . . ration may not be a value
4. Broadens interaction with

of the profession; profes-

other professionals; leads
to professional develop-
ment

sional becomes reluctant
to participate

troduction; informing the patient of the treatment
goals, expected outcome, and potential risks; inter-
viewing the patient (as part of the evaluation) to obtain
information; instructing the patient regarding his/her
participation; and initiation of the treatment or evalu-
ation.

[n a treatment setting, the caregiver should greet
and identify the patient, state his/her own name
clearly, and indicate his/her professional or technical
status. The patient should be informed why he/she has
been referred to the service unit, the type of treatment
he/she will receive, and any potentially serious risks or
adverse effects associated with the proposed treat-
ment. At this time the patient should have the oppor-
tunity to ask questions, obtain additional information,
and agree to or decline treatment. During the inter-
view the caregiver should confirm the patient’s name
and diagnosis and then progress to the remainder of
the evaluation. After the patient interview and evalua-
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of the evaluation process.
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. Introduce yourself by name and title or professional designation.

. Verify or confirm patient information you have received such as his/her
name, diagnosis, purpose of treatment, and referral source.

3. Interview the patient to obtain relevant information about him/her as part

4. Perform additional evaluation activities to establish the patient’s capabili-
ties, condition, problems, needs, and goals.

. Inform the patient of the treatment plan and techniques selected to fulfill
outcome goals; include information about potential risks or adverse
effects associated with the treatment.

6. Encourage the patient to ask questions to obtain information to enable
him/her to consent to or decline treatment.

7. Request that the patient sign an informed consent document or record
his/her verbal consent in the medical record.

tion, the caregiver should instruct the patient more
specifically about the treatment and the patient’s role
or expected level of performance. The last step in the
process is the initiation of the treatment session. Dur-
ing subsequent treatment sessions, several of the steps
can be eliminated or modified as the patient becomes
more familiar with the treatment process. However,
the caregiver should always discuss each treatment ac-
tivity with the patient and instruct or guide his/her
performance (Procedure 1-1).

| INFORMVIED CONSEN

Before the initial treatment of a patient, the care-
giver has the responsibility to inform the person about
the proposed treatment, some of the alternative treat-
ments available, and associated primary, known risks.
The patient then has the right to consent to or reject
the proposed treatment. This is the process of in-
formed consent.

To ensure the patient is properly informed, the
caregiver must provide sufficient information about
the proposed treatment and alternative treatment, ap-
propriate for the person’s condition, to permit him/
her to arrive at an intelligent and knowledgeable deci-
sion. The patient must be able to understand the
information, so it must be presented with the use of
terms and in a language he/she can comprehend. A
translator or an interpreter may be required for per-
sons who do not speak or comprehend English.

Known or potential primary risks associated
with the treatment should be explained, and he/she
should have an opportunity to ask questions, and
receive responses to them, about any aspect of the'
proposed treatment. The caregiver should provide
responses that are within his/her level of knowledge,
training, and competence and based on expected or
anticipated results or outcomes. The caregiver
should not state or imply that certain results or
outcomes will occur, and he/she should not offer any
indication to guarantee that specific results or out-
comes will be attained.

It the patient has not reached the legal age of con-
sent or has been judged to be mentally confused or in-
competent to participate in the informed consent
decision-making process, it probably will be necessary
to obtain consent from a legally qualified surrogate,
such as a parent, guardian, family member, or court-
appointed advocate.

The caregiver should document that he/she ap-
plied the process of informed consent in accordance
with pre-established, written policies and procedures
of the service unit or agency with which the caregiver
is associated (i.e., hospital department, school system,
home health agency, outpatient facility, skilled nursing
facility, or subacute care facility). In some situations, it
may be prudent to have the patient, or his/her surro-
gate, sign a document to indicate he/she has been in-
formed of the proposed treatment and consent to the
treatment is authorized. The caregiver will need to use
his/her judgment and follow the recommendations of
the facility or agency, risk manager, or legal counsel to



Description of the patient’s condition, diagno-
sis, or evaluative data and information

Description or outline of the proposed, recom-
mended treatment plan, techniques, or
procedures

Primary, known, anticipated, or potential risks;
complications; and precautions associated
with the proposed treatment

Expected prognosis or outcome of the pro-
posed treatment without a stated or im-
plied guarantee of results (i.e., decrease or
absence of pain, specific functional im-
provement, specific flexibility or strength
gain)

Alternative forms of treatment appropriate for
the person’s condition with potential risks,
complications, and precautions and the ex-
pected prognosis of the alternative treat-
ment

Questions from the patient and responses from
the caregiver that are thorough and hon-
est; if you are unsure of or do not know the
response to a question, indicate that to the
patient but attempt to locate the informa-
tion or refer the patient to a qualified re-
source (i.e., nurse, physician, social worker,
pharmacist)

Explain the potential or possible consequence
of no treatment if the patient refuses or re-
jects treatment

Document you provided the patient with the
opportunity for informed consent before
initiation of treatment and his/her decision
to consent to or refuse treatment

determine whether each patient should be required to
sign an informed consent authorization for treatment.
1f signed documents are not used, policies and proce-
dures of the facility or agency must be specific and
clearly indicate the process each caregiver is to use
when discussing informed consent decisions with the
patient. Failure by the caregiver to fully inform a pa-
tient about the proposed treatment before the initia-
tion of treatment and obtain his/her consent to receive
treatment can, in some situations, constitute profes-
sional negligence. Informed consent is a right to
which ecach patient is entitled; therefore, the caregiver
has the obligation to inform the patient of the pro-
posed treatment, its alternatives, and its foreseeable
risks before initiation of treatment (Box 1-1).

CHAPTER 1 ® Introduction to Patient Care Activities 5

PRINCIPLES OF
DOCUMENTATION

The documentation of patient care is an important
component of the written record maintained for each
patient. Documentation is performed by physicians,
nurses, therapists, social workers, and many other
persons involved with providing patient care. Law-
rence Weed developed the concept of the problem-
oriented medical record (POMR) in the 1960s. This Sys-
tem has been accepted for use by many health care
facilities throughout the United States, some of which
have developed their own variations. This system 1s
based on a list of patient problems, a database, and a
series of status (progress) notes designated as the “ini-
tial,” “interim,” and “discharge” notes. When all de-
partments or service units of a given [lacility use the
POMR approach to record keeping, a higher quality
of patient care may be anticipated, better communica-
tion between and among the caregivers is more likely
to occur, and better decisions about the patient’s treat-
ment can be made. Information about the patient and
his/her plan of care is contained in the status notes,
which are written in the following format: subjective,
objective, assessment, and plan information, or SOAP

POMR DESCRIPTION

The POMR has four phases: formation of a data-
base (current and past information about the patient);
development of a specific, current problem list (prob-
lems to be treated by various practitioners); identifica-
tion of a specific treatment plan (developed by each
caregiver); and assessment of the effectiveness of the
treatment plans. When the POMR system is used,
each practitioner relates his/her evaluation, treatment
planning, and treatment decision making to the pa-
tient’s database and problem list.

The SOAP notes should contain important, rel-
evant information about the patient; they should indi-
cate and clearly reflect the patient’s condition and sub-
sequent changes in his/her condition; and they should
be written periodically and frequently so information
is reported promptly and regularly. The method used
to gather the information and the development of the
assessment and planning phases are described in the
section related to the evaluation process. The relation-
ship of the SOAP notes to the decision-making process
and the purposes of documentations are described in
several articles and textbooks. Excellent resources for
information about the POMR and SOAP notes are
listed in the Bibliography.

Some suggestions of ways to improve the quality
and meaningfulness of documentation are listed in
Box 1-2.
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Avoid general statements and provide specific, clarifying information. In-
stead of stating “The patient is uncooperative,” state in what manner he/she
is uncooperative: “Patient refused to perform active assistive exercise.”

. Use objective statements. Instead of stating “Patient ambulates,” state “Pa-

tient ambulates 25 feet in 1 minute using bilateral axillary crutches on a level
surface, with assistance, using a three-point pattern for three repetitions,
with a 5-minute rest period between ambulations.” Functional outcome mea-
sure statements will more accurately describe the patient’s condition and as-
sist with obtaining reimbursement for the services provided.

. Be complete with your statements; record the significant or important in-

formation about the patient’s condition, progress, or response to treatment.
Remember: If an activity is not documented, it may be considered as not
having occurred. If an unusual activity or procedure is used, document why
it was selected and used. Unusual incidents and the action taken after the
incident should be recorded. An objective description of the patient’s con-
dition or reaction after the incident should be recorded. An incident report
should be filed with the risk manager or similar individual, but there is no
need to document that it was prepared and filed.

. Provide continuity with your status (i.e., progress) notes; be certain to indi-

cate why or how you reached a particular decision about the care or treat-
ment you provided, particularly if it deviated from the usual, acceptable
care or treatment. Programs or treatment plans designed for the patient to
follow at home should be well documented and should include precautions.
Your documentation should indicate how you determined (or the steps
taken to ensure) that the patient or family member understood and could
comply with the instructions.

. Identify that you informed the patient of the treatment he/she was to receive

and its potential risks or hazards; that this information was understood by
the patient; and that he/she consented to the treatment. If a consent form
was used by the service unit, a copy signed by the patient should be in the
medical record.

Be prompt and timely with your entries and be certain your writing is leg-
ible, including your signature and professional or staff designation; be cer-
tain the information is accurate and there is consistency between entries; in-
vestigate and clarify contradictory information. For example, is it the right
hip or the left hip that requires treatment?

Use abbreviations that have been standardized or accepted and approved
by the facility or the profession.

. Be certain there are no empty or open lines between entries and that there

are no open spaces within the notes; use the format approved by the human
information systems department or used by the facility or profession.

Outline the major elements of the notes in your mind or on paper before
you enter it in the record to avoid having to make a correction or a change
in the notes. Avoid omissions, such as the date of initial or subsequent treat-
ments, a change in treatment, or a discharge summary.

Properly countersign the entries of other persons according to state statutes
and facility requirements; read the entry before countersigning it. In many
cases it will be prudent to review the proposed entry before it is placed in
the record to be certain it is accurate and complete.



ENTRY CORRECTIONS

Occasionally it may be necessary to correct an en-
try. Careful and proper correction of an entry will
help to avoid accusations of tampering, changing the
entry for self-serving reasons or intent, or capricious
alteration of the medical record, especially if litigation
is involved or being considered. Standard procedures
should be followed when correcting a note:

1. Draw a single line through the inaccurate informa-
tion, but be certain the material remains legible.

2. Date and initial the correction, and add a note in
the margin stating why the correction was neces-
sary.

3. Enter the corrected statement in the chronologic
sequence of the record, and be certain it is clear
which entry the correction replaces.

In some situations it may be beneficial to have the
corrected statement witnessed by a colleague. Avoid al-
terations that create the appearance of tampering (e.g.,
erasing or writing over a word or phrase to improve
legibility). Never attempt to obliterate material in the
record by using a felt marker, correction fluid, a type-

writer ()\'(’I'Stl'ikt', Oor dan eraser. lmpr()per alteration of

an entry can create many problems for the practitioner
if the entry is questioned or used as evidence during
litigation. The practitioner’s credibility, honesty, and

intent will be challenged, which may lead to charges of

incompetence, negligent behavior, or poor judgment.
Many errors ol judgment are not negligent acts, but
any attempt to hide them can create serious problems
for the practitioner. Never enter a note or sign an entry
for someone else, and do not ask someone else to per-
form such acts for you. During litigation or when ques-
tions arise about the patient’s care, the medical record
is the primary source of information about the care a
patient received and his/her response to treatment;
therelore, accurate, timely, and proper documentation
1s important. Failure to maintain proper documenta-
tion and records can delay or cause denial of reim-
bursement, lead to dismissal or disciplinary action
against the practitioner, affect the accreditation status
of the facility, weaken the defense ol the defendant
during litigation, or cause improper or poor quality
treatment to be delivered. A basic principle to follow is
this: maintain the record so if all the persons who were
originally treating a patient were to disappear sud-
denly, the next group ol practitioners could immedi-
ately continue to provide the best quality treatment by
using only the information from the record.
Documentation is becoming more and more im-

portant as a means to assess or measure the quality of

care received by the patient so the caregiver or facility
will be more likely to receive payment from a third-
party payer (e.g., Medicare or an insurance company).

CHAPTER I = Introduction to Patient Care Activities 7

When a caregiver documents the treatment he/
she has provided or supervised, it is necessary to indi-
cate the functional outcome or outcomes attained by
the patient. Through the use of objective and measur-
able terms, language, or data, the documentation
must report the extent of change in the patient’s con-
dition that resulted [rom the treatment. The results ol
initial and repeated muscle strength tests, goniomelric
measurements, and vital signs data are examples of
objective, measurable information. However, it is also
necessary to provide objective information that indi-
cates the patient’s ability or capacity to perform func-
tional activities that are related to his/her activities in
the home, workplace, and community and during rec-
reation. Strength and range-of-motion data could be
linked to the person’s functional ability to perform
dressing, feeding, and personal hygiene tasks at
home; reaching, lifting, and carrying objects or use ol
office equipment at work; transfer and mobility activi-
ties in the community; and various sport or recre-
ational activities. The reader is encouraged to propose
other examples that would associate treatment tech-
niques  with functional outcomes. The caregiver
should be certain the functuonal outcomes relate di-
rectly to the pre-established treatment goals or out-
come measures stated in the treatment plan.

Persons who review claims and make reimburse-
ment- and treatment-related decisions have focused
on indicators ol functional outcomes of treatment con-
tained in the caregiver’s documentation. This process
can be expected to continue; therefore, the caregiver
must be aware of the need to provide accurate, cur-
rent functon-oriented documentaton. In addition,
the use ol function-oriented, objective, and measur-
able data in the documentation process will result in
the greatest likelihood of obtaining a favorable reim-
bursement response to submitted claims and gaining
approval to continue treatment [rom the third party
payer. Furthermore, it seems reasonable to anticipate
that a patient will have more motivation to accom-
plish a functional goal or task that is meaninglul to
him/her than to strive to attain a given strength or
range-of-motion value. In addition, well-organized,
accurate, relevant, and prompt documentation -
proves communication among the persons providing
care.

Before the initial treatment of a patient, the care-
giver must establish an organized, preplanned treat-
ment approach and process. A four-step process can
be used: (1) evaluate the patient, (2) develop a treat-

Q

ment program, (3) implement the program and
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re-evaluate the program frequently, and (4) terminate
the program.

Information about the evaluation phase is pre-
sented in the next section of this chapter; however, it
is important to understand the evaluation establishes a
baseline of data and information to measure the pa-
tient’s progress and response to treatment. The evalu-
ation assists in establishing a functional diagnosis for
the patient, setting outcome goals, and developing the
treatment plan and program. Goals ol treatment
should be established cooperatively by the patient and
caregiver once the patient has been informed of the
various approaches available or possible for his/her
care. These goals are usually designated as interim, or
short-term, and terminal, or long-term, goals. Short-
term goals are usually a specific component or lead-in
activity for a long-term goal. An example ol a short-
term goal is the patient will be able to perform a sitting
push-up in a wheelchair 10 times in 1 minute within 2
weeks. This would be a lead-in goal for the long-term
goal of the patient being able to perform an indepen-
dent sitting transfer from his/her bed to a wheelchair
within 2 minutes and then return to the bed in 2 min-
utes within 4 weeks. These goals must be stated in ob-
jective, measurable terms and should indicate who will
perform the activity, by what means the goal will be ac-
complished, the need for equipment or assistance, the
time Iframe in which to accomplish the goal, and the
functional outcome expected. Goals can and should
be revised or modified depending on the patient’s
performance and progress. Finally, goals should be re-
alistic and attainable for ecach patient.

The treatment plan and program developed by
the caregiver should contain treatment procedures,
techniques, and activities that will have the greatest el-
fectiveness to fulfill the previously established goals
and outcome measures. The sequence and frequency
of the program must be determined, as well as the
need for equipment and level of assistance required by
the patient. Consideration should be given at this time
to planning for the termination of treatment. Due to
the cost-containment requirements of most third
party payers, many patients will receive only a few
treatment sessions from a qualified caregiver; there-
fore, the caregiver must begin planning a program for
extended treatment activities after the patient’s formal
treatment program is terminated. Equipment needs,
financial assistance, family education and training, re-
ferral procedures, and follow-up or extended care
may need to be considered as alternate treatment
plans are developed.

Implementation of the procedures, techniques,
and activities selected by the caregiver should be
performed using the sequence and frequency deter-
mined previously. The caregiver must [requently and
consistently re-evaluate and measure the patient’s
progress and response to treatment. The extent to

which the patient fulfills the short- and long-term
goals and accomplishes the functional outcomes must
be measured and documented. It is not sullicient, for
example, to document a patient’s active range of
motion of shoulder flexion has increased [rom 90 o
120 degrees. Reporting a functional outcome, such
as the independent application and removal of cloth-
ing over the head, should be a component of the
documentation. The caregiver must be prepared to
continue, revise, or modify the treatment plan or the
individual components of the (reatment program
based on the patient’s progress and response to the
treatment. During this phase, greater attention will
need to be given to the plan and program for
extended treatment if it 1s determined extended
treatment will be necessary. Education and training
ol the patient and a family member should be
provided, as well as the opportunity to practice
activities (o be performed at home.

When the treatment program is to be terminated,
the caregiver should evaluate and measure the pa-
tient’s functional outcomes and compare them with
the expected outcomes, and the extended treatment
program should be reviewed and finalized. The writ-
ten or printed program should be given to the patient
or family member, and a copy should be placed in the
medical record or maintained in a separate file.

A summary of the patient’s condition and the
functional outcomes and goals he/she has accom-
plished, future treatment plans, and any re-evaluation
or follow-up care appointments should be docu-
mented in the medical record.

Additional information about the treatment plan-
ning process (Procedure 1-2) can be found in several
of the resources listed in the Bibliography.

[PRINCIPLES OF
EVALUATION

Patient evaluation guidelines are given in Box
1-3. In addition to these, the evaluation should con-
sider the patient’s emotional response to his/her con-
dition, family unit interactions and the support system
available to the patient, potential for improvement or
regression ol the patient’s condition, and goals or ex-
pectations the patient has for the treatment program.
The patient should be informed of the findings or re-
sults of the evaluation, and he/she should be consulted
about and assist with the development of the goals for
treatment.

The material in Box 1-3 is intended as a guide to
the general areas that should be considered for an
evaluation before initiation of treatment. Not all of the
activities will be necessary or appropriate for every pa-
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1. Patient evaluation

a.

b.
c.

d.

Determine his/her present condition, including functional abilities and
limitations

Establish a functional diagnosis and outcome goals

Gather data and information to use to develop a treatment plan and
program

Gather data and information for documentation

2. Develop treatment program

a.
b.

c.
d.

e.

Based on outcome goals related to function

Determine and select appropriate treatment activities, techniques, pro-
cedures, and equipment

Determine the sequence and frequency of the treatment methods
Initiate planning for extended treatment, after formal treatment is ter-
minated, as necessary

Prepare and document the treatment plan and program

3. Implement treatment program

a.

Techniques, activities, and procedures performed or applied according
to the predetermined sequence and frequency and the equipment
used

. Patient’s response to treatment is evaluated frequently and consis-

tently; progress toward accomplishment of functional outcomes is de-
termined

. The program is revised or modified depending on patient progress or

response to treatment

. Planning for termination of treatment is intensified; patient/family

member receives instruction, if necessary, for extended treatment
program

Patient’s progress or performance is documented and linked to func-
tional outcomes

4. Termination of treatment

a.

b.

Patient’s condition and functional abilities are assessed; the need for
extended treatment is determined

Patient/family member practices activities for additional treatment
program as necessary

. Written extended treatment program (home program) is prepared and

given to patient/family member

. Patient’s condition and functional outcome abilities are documented,;

the date for re-evaluation or follow-up care is established and docu-
mented

tient, and selection of the most appropriate tests or
procedures is the responsibility of the practitioner. In
many instances a specific evaluation will be required to
obtain the information or data necessary to develop
the best treatment program for the patient. Remem-
ber that frequent re-evaluation of the patient is an im-
portant part of the evaluation and treatment process;
without re-evaluation, the patient’s response to treat-

ment or his/her change in function or achievement of
the treatment goals or objectives cannot be identified.
This information is necessary to maintain the most
benelicial treatment plan and to enhance quality care.

The patient assessment or evaluation is used to
identify the problems to be overcome, abilities ol the
patient, and patient’s needs and goals. The develop-
ment ol a treatment program should include estab-
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BOX 1-3

Subjective Information

Subjective information can be obtained through interviews with the patient,

family members, friends, or other practitioners and by reading the medical
record. Effective listening skills and interview techniques by the evaluator are
necessary to obtain the most beneficial information. The following information
should be elicited:

1.
2.

il oo

ot

Patient’s concept of his/her primary complaint or problem.

Patient’s description of the progression or regression of his/her condition
(e.g., better, worse, or unchanged) over a period of time.

General health of the patient.

Any previous history of any similar condition, complaint, or problem.
Patient’s description of the primary cause of his/her condition, complaint, or
problem.

. The patient’s description of the results of any previous treatment for a simi-

lar condition, complaint, or problem.
The patient’s occupation, lifestyle, recreational activities, social interactions,
goals, needs, and values.

Objective Information

Objective information can be obtained with observation, palpation, and spe-

cific tests.

L.

IL.

Observe the patient’s

A. General appearance, body build, or configuration and any deformities
or absence ol any body part.

B. Posture as he/she stands, sits, and walks.

C. Skin condition and its appearance (i.e., color, lesions, or scars).

D. Locomotion or mobility activities: these could include ambulation; use of
a wheelchair; functional abilities, such as reaching, bending, or a change
in position; and his/her level of performance (i.e., dependent, semide-
pendent, or independent).

E. Use of assistive devices, ambulation aids, orthoses, prostheses, bandages,
slings, or casts.

F. Balance and stability while he/she sits, stands, and ambulates.

G. Coordination and motor control in his/her extremities and total body.

Palpate the patient’s

A. Skin and subcutaneous tissue to determine its texture, temperature,
flexibility, and pain response.

B. Muscles, tendons, and ligaments for their tone, pain response, bulk,
composition, strength, and stability/laxity.

C. Joints to determine any swelling, change in shape, tenderness, amount
of joint space, and pain response.

D. Skeletal components, such as bone surfaces, bone ends, and specific
landmarks.

E. Arterial pulses to establish their rate, force, presence/absence, and

rhythm.

I11. Assess the patient’s

A. Muscle strength by performing a muscle test either manually or
mechanically.

B. Joint motion, both active and passive, by performing goniometric mea-
surements.



