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Purpose:

To guide therapists on the use of the Assessment / Plan to guide strong clinical documentation and justification of skilled therapy services that are reasonable and necessary.
Question Intent:

The Therapy Assessment / Plan section is intended to provide the interpretation of objective testing as well as the justification of why skilled therapy is reasonable and necessary for the
patient at this time. It is important that these primary components are documented to support the patient’s need for skilled therapy services.

Per Medicare Benefit Policy Manual Chapter 7 - Home Health Services, the Therapy Assessment / Plan portion of our notes helps support that "the skilled services must also be reasonable
and necessary to the treatment of the patient's illness or injury or to the restoration or maintenance of function affected by the patient's iliness or injury. It is necessary to determine whether
individual therapy services are skilled and whether, in view of the patient's overall condition, skilled management of the services provided is needed. "

Response - Specific Instructions:

1. AtRoutine (11) visits each visit should indicate how the patient is progressing towards their goals. This documentation speaks to incremental gains from visit to visit or week to

week as compared to a formal reassessment whish is longer in length and more thorough of the entire plan of care. Keep responses to routine visits concise and relevant to the

goals written.

2. Inthe first question, Indicate how your patient did on the visit today in an objective format. The below example if for a PT patient:

1.

Therapy Assess/Plan

INDICATE SPECIFIC OBJECTIVE PROGRESS TOWARDS GOALS DURING TODAYS VISIT.

INCREASE DISTANCE ON GAIT TODAY BY 20 FEET MEETING SHORT-TERM GOAL FOR AMBULATION. FLEXION AROM MOTION
INCREASED TO 78 DEGREES, GOAL IS 95. TRANSFERS REMAIN THE SAME WITH MINIMAL ASSISTANCE. PAIN AT REST IS
5/10 WITH GOAL 3/10. IMPROVED BY ONE NUMERICAL LEVEL COMPARED TO PREVIOUS VISIT. PATIENTS PROGRESSING WITH
GOALS OVERALL.

3. Inthe second question, discuss of the patient responded to your interventions performed. Were there any physiological changes/responses, learning responses, skills gained,
physical responses, teach back level, etc. Speak to if they responded to the session in a positive or negative manner and if negative, why do you think that is. Be concise and

specific to the patient. Avoid using only improve and or function alone, but add specifics. The below is example is for a patient receiving PT:

1.

Therapy Assess/Plan

INDICATE PATIENTS REACTION/RESPONSE TO TODAYS TREATMENT SESSION .

THE PATIENT'S KNEE PAIN SUBSIDED POST THERAPEUTIC EXERCISES FOCUSED ON INCREASING RANGE OF MOTION. RANGE.
MOTION INCREASED BY 6" IN KNEE FLEXION. PATIENT WAS ABLE DEMONSTRATE 80% CONSISTENCY ON GAIT STEPPING
SEQUENCE WITH THE WALKER WITH OCCASIONAL VERBAL CUES TO CLEAR FLOOR ON HEEL STRIKE

4. Lastly, indicate the continued therapy plan. Select from the drop downs the items that you plan to complete next session. The lists are discipline specific and the below example

isforaPT.
1.
Therapy Assess/Plan
INDICATE THERAPY PLAN FOR NEXT VISIT (SELECT ALL THAT APPLY).
GAIT TRAINING

TRANSFER TRAINING

BALANCE TRAINING /FALL PREVENTION

—

THERAPEUTIC EXERCISES/ACTIVITIES

PATIENT EDUCATION / HOME EXERCISE PROGRAM

ROM EXERCISES

STRENGTHENING EXERCISES

BED MOBILITY TRAINING

LYMPHEDEMA WRAFPING

MANUAL LYMPHATIC DRAINAGE
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