examples of skilled occupational
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The Art and Science of Skilled Occupational
Therapy Documentation: Essential Examples and
Best Practices

Effective occupational therapy documentation is the cornerstone of quality
patient care, professional accountability, and successful reimbursement. It's
more than just recording services; it's a narrative that showcases the
therapist's clinical reasoning, patient progress, and the inherent value of
occupational therapy interventions. Understanding what constitutes skilled
documentation is crucial for practitioners across all settings. This article
delves into various examples of skilled occupational therapy documentation,
exploring the critical components and best practices that elevate ordinary
notes into powerful tools for communication and evidence. We will examine how
to effectively document subjective reports, objective findings, assessment,
and plans, providing concrete examples to illustrate these principles.
Furthermore, we will touch upon the nuances of documenting skilled
interventions, functional outcomes, and the rationale behind treatment
choices, all while emphasizing the importance of clarity, conciseness, and
adherence to payer requirements.
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The Purpose and Importance of Skilled
Occupational Therapy Documentation

Skilled occupational therapy documentation serves multiple vital purposes
within the healthcare ecosystem. Primarily, it acts as a legal record,
protecting both the therapist and the facility by clearly outlining the
services provided, the rationale behind those services, and the patient's
response. Beyond legal protection, it is essential for communication among
the interdisciplinary healthcare team, ensuring that all members understand
the patient's occupational goals and the role of occupational therapy in
achieving them. Furthermore, accurate and detailed documentation is critical
for reimbursement from insurance companies and government payers,
demonstrating the medical necessity and skilled nature of the therapy
provided. Without robust documentation, claims can be denied, impacting
revenue and patient access to care. It also facilitates continuity of care,
allowing other therapists or healthcare professionals to understand the
patient's history and ongoing treatment plan. Finally, it serves as a
valuable tool for research, quality improvement initiatives, and professional
development, providing data on patient outcomes and intervention
effectiveness.

Key Components of Skilled Occupational Therapy
Documentation

Effective occupational therapy notes are typically structured using the SOAP
(Subjective, Objective, Assessment, Plan) format, or a variation thereof,
ensuring a comprehensive and logical presentation of information. Each
component is vital for demonstrating skilled care and justifying
reimbursement.



Subjective Information: The Patient's Perspective

This section captures the patient's own words, feelings, and reports related
to their condition, functional status, and participation in daily activities.
It includes information about pain levels, perceived limitations, fatigue,
motivation, and any changes in their symptoms or environment. Including
direct quotes can add significant weight to the subjective report,
illustrating the patient's experience and goals. For instance, a patient
might state, "I can't get dressed without my wife's help because my shoulder
hurts too much," directly highlighting a functional deficit impacting their
independence.

Objective Information: Measurable and Observable
Findings

The objective section details the therapist's direct observations and
measurements. This includes results from standardized assessments, range of
motion measurements, strength testing (e.g., MMT grades), coordination tests,
functional mobility observations, and performance on specific tasks. It
should be factual, unbiased, and quantifiable whenever possible. For example,
documenting "Right shoulder flexion AROM 90 degrees, limited by pain at 80
degrees" provides a clear, measurable deficit. Documenting the specific tools
or methods used for assessment, such as "timed up and go (TUG) test completed
in 18 seconds," adds further detail and credibility.

Assessment: Clinical Reasoning and Interpretation

This is where the therapist synthesizes the subjective and objective
information to provide a professional opinion on the patient's progress,
functional limitations, and rehabilitation potential. It explains why the
patient is not meeting their occupational goals and how the therapist's
interventions are addressing these deficits. This section is crucial for
demonstrating the skilled nature of the therapy. It should link observed
limitations to functional impairments and explain the impact on the patient's
daily life and participation in meaningful occupations. For example, "Patient
exhibits decreased fine motor control and grip strength (Objective: grip
strength 2/5 R, 3/5 L; observation of buttoning shirt showed fumbling and
dropped buttons) which directly impedes their ability to independently dress
and prepare meals, impacting their self-care and role as a homemaker.
Occupational therapy intervention is medically necessary to improve fine
motor coordination and strength to enable independent participation in these
ADLs."

Plan: Future Interventions and Goals

The plan outlines the proposed interventions for the next session or
treatment period, including specific exercises, adaptive strategies,



assistive devices, patient education, and any necessary modifications to the
treatment plan. It should also include short-term and long-term goals, which
should be SMART (Specific, Measurable, Achievable, Relevant, Time-bound).
This section demonstrates foresight and a systematic approach to treatment.
For instance, "Continue with therapeutic exercises to improve shoulder
strength and ROM, focusing on functional activities such as overhead reaching
for kitchen tasks. Patient education on joint protection techniques for
managing arthritis pain will be provided. Short-term goal: Patient will
demonstrate ability to don/doff shirt independently with minimal assistance
within one week. Long-term goal: Patient will achieve full independence with
all ADLs required for discharge to home environment within four weeks."

Examples of Skilled Occupational Therapy
Documentation by Setting

The specific language and focus of occupational therapy documentation can
vary depending on the practice setting and the patient's needs. However, the
underlying principles of demonstrating skilled intervention and functional
progress remain consistent. Here are examples tailored to different
environments.

Outpatient Clinics: Examples of Skilled
Documentation

In an outpatient setting, documentation often focuses on improving functional
independence in community, work, or home environments. The emphasis is on
addressing specific impairments that limit participation in meaningful
activities.

Initial Evaluation Note Example:

S: Patient reports, "My carpal tunnel is so bad, I can't type at work
anymore. My fingers go numb, and I get shooting pains up my arm, especially
at night." States goal is to return to full-time sedentary office work
without pain or paresthesia.

0:

Finkelstein's test: Positive bilaterally, reproducing sharp pain in the
wrist with passive ulnar deviation and thumb flexion.

Grip strength: R 3/5, L 2/5 (dynamometer); impaired by pain provocation.

Pinch strength: R 2/5, L 1/5 (pinch meter); difficulty maintaining
sustained pinch due to discomfort.

Functional task simulation: Attempted typing for 5 minutes resulted in
reported numbness in R thumb, index, and middle finger, with observable



guarding posture.

e Manual edema assessment: Mild edema noted around the wrist bilaterally.

A: Patient presents with bilateral carpal tunnel syndrome, evidenced by
subjective reports of pain and paresthesia, objective findings of reduced
grip/pinch strength, positive Finkelstein's test, and functional limitations
in typing. The identified deficits in hand strength, sensation, and pain
management significantly impair the patient's ability to participate in their
desired occupation of office work, necessitating skilled occupational therapy
intervention. Treatment is focused on reducing inflammation, improving nerve
gliding, and restoring functional hand use.

P:

e Fabricate and fit custom resting splint for nighttime wear to reduce
pressure on the median nerve.

e Instruct in median nerve gliding exercises and tendon gliding exercises
to improve nerve mobility.

e Initiate pain management modalities (e.g., cryotherapy) as tolerated.

e Educate on ergonomic principles for computer workstation setup and
pacing strategies to manage symptoms during typing.

e Short-term goal: Reduce reporting of nighttime paresthesia by 50% within
2 weeks.

e Long-term goal: Return to full-time sedentary office work with no pain
or paresthesia during typing within 6 weeks.

Inpatient Rehabilitation: Examples of Skilled
Documentation

Inpatient rehab documentation emphasizes regaining functional independence
following a significant illness or injury, often focusing on activities of
daily living (ADLs) and mobility in preparation for discharge.

Progress Note Example:

S: Patient stated, "I'm so tired of needing help for everything. I just want
to be able to shower myself and get dressed without feeling like I'm going to
fall." Reports improved confidence with standing balance.

0:

e Modified Independence (Mod I) with bed mobility (rolling, supine to sit)
with moderate assistance for setup and supervision for safety.



Independent with transferring from bed to wheelchair with setup and
supervision for safety.

Requires Moderate Assistance (Mod A) for lower body dressing (socks,
shoes) due to decreased trunk control and balance deficits.

Requires Minimal Assistance (Min A) for upper body dressing, with
therapist setup and verbal cues for sequencing and safety.

Managed to stand and pivot transfer to shower chair with Min A for
stabilization.

Patient participated in 45 minutes of therapy including upper extremity
strengthening exercises (seated), core strengthening activities, and ADL
training for dressing and bathing.



