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          Physiotherapy Palliative Care Assessment
	Name
	Date of assessment
	Consent   Y/N

	DOB

H&C
	GP

Tel No
	DN

	Address
	Other professionals
	Care management



	Tel Number
	Diagnosis

	Next of kin
	

	Main problems identified by the patient (subjective assessment)

	

	Recent medical history / treatment
	Recent investigations (scans / blood tests)



	Relevant past medical history
	Medication



	Social history

Accommodation

Bedroom    up         down

Bathroom   up         down

Stairs

Access

Occupation / hobbies
	Family support



	
	Family insight
	Patient insight

	Risks: Handling Y/N                Behaviour Y/N         Environment Y/N

	Pain                                                                                                                           N/a □ 
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	Constant/intermittent

Severity 0-10

Pattern (am/pm/night)________________

Aggravated ________________________

Eased by __________________________




	Patient name ___________________   Patient identifier _________________


	Mobility                                                                                                                     N/A □

	Subjective assessment

	Issue
	Y
	N
	Details

	Bed mobility
	
	
	

	Transfers
	
	
	

	Stairs
	
	
	

	Balance
	
	
	

	Falls
	
	
	

	Mobility inside
	
	
	

	Mobility outside
	
	
	


	Mobility aids
	
	
	

	Objective assessment/ Shortened Rivermead

	Date
	
	
	Key

5 – independent

4 – independent with aid

3 – supervision

2 with 1

1 with 2

0 cannot do

Level of confidence:



	Turning over
	
	
	

	Lying to sitting
	
	
	

	Sitting balance
	
	
	

	Sitting to standing
	
	
	

	Standing unsupported
	
	
	

	Transfers
	
	
	

	Walking indoors
	
	
	

	Stairs
	
	
	

	Gait/Aids used



	Neurological                                                                                                             N/A □

	Subjective assessment

	Symptom
	Y
	N
	Details

	P&N or numbness
	
	
	

	Bladder, bowel, saddle parathesia
	
	
	

	Visual disturbance or headaches
	
	
	

	Muscle weakness
	
	
	

	Other
	
	
	

	Objective assessment 

	Muscle testing

	Sensation


	
	Proprioception



	
	Muscle tone



	Range of movement testing                                                                                       N/A □




Name of therapist (PRINT)_______________________ Signature________________ 
	Patient name ___________________   Patient identifier _________________


	Respiratory                                                                                                               N/A □

	Underlying pathology
	Y
	N
	Comment

	Pleural effusion
	
	
	

	PE
	
	
	

	COPD
	
	
	

	Infection
	
	
	

	SVCO
	
	
	


	Subjective

	Respiratory symptoms
	Y
	N
	Comment

	Chest pain
	
	
	

	Cough
	
	
	

	Sputum
	
	
	

	Haemoptysis
	
	
	

	Breathlessness
	
	
	


	Breathlessness
	Y
	N
	

	Level of breathlessness
	
	
	Aggravated by

	Rest
	
	
	Relieved by

	Minimum exertion
	
	
	

	Walk short distance
	
	
	Level of anxiety / distress (emotional impact, ADL / functional impact)

24 hour pattern



	Hills / stairs
	
	
	

	BORG SCORE
	
	
	


	Objective

	Observation and Auscultation


	Exercise tolerance

	SaO2

	Details of O2 use                                                                                                 N/A □


Name of therapist (PRINT)_______________________ Signature ______________
	Patient name ___________________   Patient identifier _________________


	Fatigue                                                                                                                N/A □

	History
	Daily activity pattern * most important

	
	Morning
	

	
	Afternoon
	

	Aggravated by


	Evening
	

	Relieved by


	Sleeping pattern

	Appetite / Diet
	Night
	

	
	Day
	

	Lymphoedema                                                                                                    N/A □

	Subjective

	History of oedema – (include date of onset, progression, previous management of oedema, previous    

                                        cellulitis and management of, patients perception)



	Objective
Observation

Area affected
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	Skin Condition
	Y/N
	Comments

	
	Dry
	
	

	
	Fragile / Taut / shiny
	
	

	
	Fatty
	
	

	
	Fibrotic
	
	

	
	Fungal infection
	
	

	
	Cobblestoning / hyperkeratosis
	
	

	
	Fungating lesions
	
	

	
	Limb shape distortion
	
	

	
	Deepened skin folds
	
	

	
	Pitting / Oedema
	
	

	
	Temperature changes
	
	

	
	Lymphorrhoea
	
	

	
	Discoloration
	
	

	
	Venous signs (staining, ankle flare, ulceration)
	
	

	
	Arterial signs (cyanosis, IC, red/blue discoloration when limb dependent
	
	


Name of therapist (PRINT) _______________________ Signature __________
	Patient name ___________________   Patient identifier _________________


	Measurements

	Date
	
	
	
	

	Location
	Circumference
	Circumference
	Circumference
	Circumference

	
	R
	L
	R
	L
	R
	L
	R
	L

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	Date
	Problem List
	Intervention
	Goals

	
	
	
	


Name of therapist (PRINT)_______________________ Signature _______________
Name of therapist (PRINT)______________________Signature _________________
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