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Getting Around

· The Physical Therapy office is being temporarily housed in suite 201 of the medical office building #3700

· The inpatient office is located on the 3rd floor directly across from the stairwell (next to the 3rd floor nursing lounge)

· Patient floors

· Medical/Surgical

· 5 South= take a right when you exit the 5th floor stairwell.  This nurse’s station is always open and is the hub for 5th floor activity

· 5 North= take a left when you exit the 5th floor stairwell.  This nurse’s station is opened when a significant number of beds on 5 North are filled.  If it is simply being used for overflow then the patient charts will be kept on 5 South.

· 5 West= closed.  This is the PT Dept’s future home.

· Telemetry

· 4 North= take a left when you exit the 4th floor stairwell.  This nurse’s station is always open and is the hub for 4th floor activity.  The telemetry monitors are located in 416 directly across from the nurse’s station

· 4 South= take a right when you exit the 4th floor stairwell. Used for telemetry overflow.  The nurse’s station is opened when a significant number of beds are filled.

· 4 West= take a right upon exiting the 4th floor stairwell then another right into the first corridor.  Used in-season as the French-Canadian ward.

· ICU/CCU

· Exit the 2nd floor stairwell and walk straight ahead to the double doors at the end of the hallway

· CCU beds are the low number beds

· ICU beds are the high number beds

· Outpatient/Day Surgery

· Take a right when you exit the 3rd floor stairwell.

· PT will be called to this floor mainly for crutch training for outpatient surgeries such as ACL repairs and foot surgery.

· The cafeteria is located directly across from the visitor elevators on the first floor.

· Public restrooms are located on the first floor.  There are single stall bathrooms in each wing on the patient floors.

Getting Started

· The first thing we do each morning is to establish a daily census so the workload can be distributed among the therapists.

· Most of the time, “Rally”, our hospital-wide system, will already be up and running on the computer and you will see a bunch of papers in the printer.  We receive our new eval orders and screens via the printer.

· If you do not see any papers in the printer, it is typically an indication that something is wrong.  Click on the window that says “printer session” and make sure the line is solid.  If you see a broken line, it means the printer is disconnected and you usually have to use the menu options to reconnect the printer.  If this does not work, it may mean the entire rally session is disconnected.

· Click on the window that says, “Rally”.  If you come to a screen and see a menu in the background with a login prompt in the foreground, you are connected and your CI needs to use his/her pass code to log you both into the computer.  If you see a message that says, “disconnected,” you need to use the menu to reconnect the session.  Then enter the following:

· User ID:          (tab)

· Password:             (enter)

· Continue to press enter until you get to the password screen.  The printer should now be connected and ready to print orders.

· If you arrive and the computer is entirely down, you will have to do a little more work.  This is not unusual seeing as the PT computer is a dinosaur.

· Go to the back of the computer and turn the switch off and on.

· A Novell Client screen will come up with the name fritz.seide.  Click cancel.

· A second screen will come up asking for a password.  Click cancel again.

· From the desktop, double click on “Rally”

· Follow the above directions to connect the rally session and printer.

· In the event that the hospital intranet is down (and thus you cannot connect to Rally), the secretaries on each floor will have a paper system to notify us of any new orders and we have to go to each floor to obtain the census.

· Once all the new orders and screens have printed out, we go to menu option “Census Inquiry” to determine which of our patients are still admitted to the hospital.  We typically use the menu option 2 to search by nursing floor.  This will bring you to a list of all the admitted patients from CCU/ICU to the Rehab floor and you can scroll down to see which patient’s are still here or which have moved floors.  If don’t see a patient’s name listed in their former room and you are unsure if that person is still here, you can also use menu option 3 to search for patient by name.

· Each therapist makes his or her list and records it on a “Therapy Schedule”

New Evaluations (E)

· The order print-out will give you the patient’s name, room number, ordering physician, a diagnosis and any special instructions
· Perform a chart review.  Patient charts are typically located in a rack in the nursing station.  The exception is ICU/CCU where the chart is usually located on the desk directly across from the patient’s room and Outpatient/Day Surgery, where the chart is bedside.
· First go to the physician orders section and make sure there is truly a PT order in the chart.  Note whether the order is for “PT Eval” or “PT Eval and Treat”.  If there are no treatment orders, we will need to fill out a orders clarification sheet (see appendix) and check to see that it has been signed prior to initiating any further PT treatment.
· Check if patient’s lab work is within protocol (See appendix cheat sheet).  Most recent lab values can usually be found in the red folders at the nursing station or in the computer under “results inquiry.”
· Complete evaluation.  Do not leave any blanks.  If you have nothing to write in a section, please indicate the reason, i.e. “not tested”, “to be assessed”, “not applicable.”
· Make sure to use the stickers in the patient’s chart to ensure there is a nameplate on both sides of the evaluation form.
· Be sure to indicate any treatment provided including the time.
· Make sure goals are realistic and measurable.
· Be clear in your recommendations for the patient upon discharge from HMC.
· On the patient’s bedside clipboard (found in the wall units), sign the screening form and update the interdisciplinary plan of care.
· In the medical chart, file the evaluation under ancillary services, section #13.  Document in the progress note that the evaluation was completed and indicate your initial recommendation for discharge and any equipment that will be needed.  You might also note any clarification of orders you need, special concerns or recommendations for other disciplines i.e. speech, occupational therapy, rehab medicine.  If the doctor only wrote for “PT Eval,” treatment orders are needed.  Please fill out an order clarification form (gold sheet) and place in front of physician orders section.  Make mention of this form in your progress note and the need for it to be signed prior to PT working with the patient again.  You might also want to flag the front of the chart with one of our green PT communication stickers.
· When billing for an evaluation, we usually bill for an “evaluation intermediate.”  This is your standard eval.  If you performed only a bed level eval, the appropriate charge is “evaluation limited.”  If you performed a complex eval (i.e. intensive neuro eval), bill for “evaluation extended.”
Screenings (S)

· Screenings come to us as a result of the initial nursing assessment (see appendix: Admission Interview/Medical History). Page 4 has a functional screening that can trigger notification of PT/OT/ST.

· When a screen is received, we review the chart to look for indications for skilled PT and also interview the patient and/or family if possible to establish prior level of function/needs for services.  
· When enough information has been gathered, sign and date in the appropriate space on page 5. Your CI will cosign.
· If the patient would benefit from skilled PT, place green sticker on front of medical chart to request PT Eval & Rx orders and/or place gold orders clarification sheet in front of physician orders section.  
· It is optional but is often helpful to write a brief note in the progress note section indicating the results of your screen. This can expedite getting orders when they are needed and can prevent inappropriate orders.
Daily Treatments (1, 2)

· Always perform a chart review prior to seeing the patient to check for new orders, lab values, and contraindications to therapy.

· Treatments and missing treatments are documented in the bedside clipboard in the interdisciplinary daily report (there are sections for PT, OT and ST).
· Be sure to date your note and indicate the time you began and finished treatment as well as the appropriate charges in the margin of the paper.
· Treatment is typically documented in SOAP note fashion, although there are cases where a narrative is indicated.
· Don’t forget to sign your note.  Your CI must also cosign.
Re-evaluations (R)

· Re-evaluations are performed ever third treatment and filed along with the evaluation in section #13 of the chart.

· On the re-eval form, be sure to note any significant changes, labs, tests and surgeries since the last assessment.

· Indicate if PT will be continued and update goals as needed.

· Update discharge plan as necessary.

· Write a note in the progress note section of the chart to indicate that a re-evaluation has been performed.

· Re-evaluations are now billed as “performance test measure”- billing code 5224.

Holding/Discharging Therapy

· Physical Therapy services are discharged in the following cases (new orders are needed to resume therapy):

· The patient is transferred to a step down unit, i.e. med/surge to tele or ICU, tele to ICU

· The patient had surgery.

· Any significant decline in medical status (i.e. the patient is not stable to continue therapy).

· Refusal of treatment three or more times without medical reason.

· Lack of progress for more than a week’s time.

· Physical Therapy services are held if:

· The patient had a PEG placement (24 hrs)

· Minor surgery, such as wound debridement (24 hrs)

· Special procedures (i.e. upper or lower GI series- until the patient is fully awake and comfortable).

· PE and DVT: hold until at least 3 days of anticoagulant therapy and until PT/INR are within therapeutic ranges (see appendix for cheat sheet).

· As advised by the physician and /or the patient’s nurse.

· If lab values are not within the protocol limits.

· Per your professional judgment.

 In either case, document in the progress note section the reason to hold or discharge treatment.  If discharging the patient, please advise the MD that new orders will be needed to resume treatment. 

Patient Satisfaction

· Before you leave the patient’s room, make sure you comply with the five essentials:

1. Leave the call bell and phone within reach.

2. Make sure the patient’s water pitcher is within reach (unless the patient has fluid restrictions or special diet precautions)

3. Make sure the patient is comfortable.  Offer a blanket or adjust the room temperature as needed.

4. Bring tray table within reach.

5. Ask if they need anything else.

Outpatient/Day Surgery

· The outpatient/day surgery nurses will page PT to see patient’s post-operatively for gait training/therex upon the request of the doctor.

· Crutches can be distributed from the 3rd floor PT office.  Stick the yellow sticker on the patient’s face sheet to ensure the crutches are accounted for in the billing process.  All other equipment must be obtained from central supply or ordered by case management.

· Fill out the “Patient Education” abbreviated evaluation form to indicate the training you provided and whether the patient is safe to be discharged to home.

· When you do your billing, we typically charge an “evaluation limited” unless more complex training was needed.

Billing

· Use the billing grid to bill appropriately for your treatments.

· Charges are entered on “Rally.”  You and your CI will need to do this together since you will not have your own access code. 

Appendix: See attached for:

· General Guidelines for Precautionary Measures

· Therapy Schedule

· Nursing Admission Interview/Medical History

· Orders clarification sheet

· Sample Initial Evaluation

· Sample Acute Care Re-evaluation

· Sample Patient Education Sheet

· Sample Wound Evaluation

· Sample Wound Progress Note

· Billing Grid

· Total Hip Precautions

