Patient consultation form

Learner name: Date:

Patients name:

Information required from patient prior to consultation (please tick as appropriate)

Referral form attached

\

The case study replicates the process of the Exercise Referral
Instructor receiving a referral patient, completing a consultation
and planning and implementing their patients program. This
resource has been designed to help you complete the case study
successfully — we hope it helps!

Tramsfer medical records attached

Rizk stratification records attached

Medical and lifestyle information

Medical and surgery history Medications

Physical activity history Physical activity preferences
Motivation and barriers to participation Current fitness level

Stage of readiness Personal behavioural goals

Height Weight
Blood pressure Heart rate
B Waist circumference

Fill in your name, date (of consultation) and patients name at the top
of the page and tick the 3 boxes in the information required section

{nce all 3 pieces of information have been completed. Templates for

these records can be found later in the case study.

Ensure all sections are complete here giving as much detail as
possible, you can expand the boxes if needed.

Information on conducting a consultation can be found in chapters 4
and 5 of your learner manual.

Patients short, medium and long-term goals

Ensure all boxes are complete here.




You must ensure you use the information gathered from your client
so far to establish short, medium and long term goals for at least
three of the following aspects. It's usually easiest to establish a long
term goal and work backwards, setting short and medium term goals
that build towards the long term

Medical Generzl health and Physiological P=ychological
management fitness
Lifestyle Social Functional ability

Patients signature

Diate:

*an electronic signoture is occeptabie for this documant
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Exercise referral transfer form

&n Exercise Referral Transfer form will need to b= pravided by the scheme referring the patient. If you are
warking with @ patient that has not been referred to you via the referral scheme you will need to complets 2
referral transfer form faor this case study. You will find an sxample of an exercise referral transfer fgom, below.

*  |fyou working with a referred patiznt: You can copy and paste a JPEG {photo) of the referral form into

the space below this statement.

Inzert a Copy of the referral form here:

*  |fyouare warking with a patient that has NOT been referred: You can wuse the example referral form
below. If you patient has not been referred you will need to add 2 copy of the patients’ PAR-D. Please

see below for an exam ple you can wse.

If you’re working with a real life referral client you can insert the
referral transfer letter you received here. If you're client is
hypothetical you can complete the example form on the next page.




Exercise referral transfer form

PHYSICAL ACTIVITY/EXERCISE REFERRAL TRANSFER FORM

Physical activity referral is one way of increasing physical activity levels of patients with

specific medical conditions.

It may mot be the most appropriate route for patients where there is no underlying
medical conditions or risk. A general recommendation to increase physical activity levels in
arder to gain health benefits may be all that is required if you consider the patient has

reasonable motivation and resources to safely increase their physical activity levels.

Refer to the scheme inclusion criteria and use your professional judgement to determine
whether the exercise referral scheme is the most appropriate route for the patient.

PLEASE COMPLETE THIS FORM IF THE PATIENT I5 BEING REFERRED
To be completed by the Referring Practitioner OMLY

Piease complete all sections of the form, incompiete forms may be returned and your

patient may be temporarily deferred until all relevant medical information is obtoined.

Patient details Referring practitioners details

Surname MName
Foremame Paosition
Maleffemale Address
Date of birth
Address

Tel Ma.

Fax Ma.
Contact Tel Email
No. address
NHS Mo. Referral

Mo.
Registered GP details: Please check against scheme inclusion/exclusion criteria
Name Address
Practice

I All boxes in these two sections need to be completed.




Tel Ma.

Fax MNao.

address

Reason for referral  [Inzert list of conditions included in the scheme if preferred)

Medical Information: Pleaze provide all relevant information about the patient's health status

Systolic BP: Diastolic
EP:

Mftﬂﬂ Eﬂﬂd“iﬂﬂi: Muida give detmils of all relisaast ¢ urres and padl ha st probams

Details: Dates:

Here you must give at least two of the 15 conditions that fall under an
exercise referral instructor’s scope of practice.

Complete all boxes in the medical information section.

Medication: Physical limitations:

Muiss provide a [ of any medications baing taken M provide detail of sy physical limitagons

b, Birta Blackir a. . Arthrith of the hig

Additional relevant information: ruese insss iy sdds Il rasarion which has st basn

Tneluidid s otisr g i ol 1his Barm.

w.g. awaiting further investigatiens

Here provide details of ALL past and present medical conditions/health
problems.

Medication: list current medication details.

Physical limitations: list any physical limitations the patient has, these
may or may not be the result of one of their conditions.

Include any relevant additional information that hasn’t been covered so
far.




scharm hik b fully soplaisad 15 me. | am prapired o garticinate asd | give sy per mission Tor s inkarminian
o b passed vo snall o e physicsl Betivity rafasrsl sehisa,

Please print your name:

Signature of patient:

Date:
Irmipartast: This relarral i valid for 3 montha. IT1he gatient Tais 1S @fand the initial coniuRatios within 3 mentsa of e date of relarnal
and il wiisss e participate in the relered schie=a, the satant musl s the Relierrng Priselitoni is ordar 10 56 resalared.

Phyiical activicy Olicers i advised NOT TO ACCEPT respoasiibilvy Tor a relared patiest astil @l lieen dinical isfarmanion is
conifirmied asd digned.

Aafarral lnvers or Tarss witsout this inflor=aten or containng enly blanke? shrides voc® asl knew of no meesen mhy Meg ¥ should nar

N e are ned a bl i part of & guallty refieral s

‘Patient’ to print, sigh and date.

Transfer medical records: Muss neude any sdfitenal relavast sSamnion which ha not bees inchedad in othar pans

ol i, Te i

If patient has declared something and you need further evidence, for
example requesting medical records from previous doctors or physio.




PAR Q

& physical activity readiness questionnaire for people aged 15 to 69

Being more active is very safe far most people. However, same people should check with their doctor befare

they start becoming more physically active.

f you are planning to become mare physically active than you are now, start by answering the guestions
below. If you are between the ages of 15 and 65, the PAR g will tzll you if you should check with your doctor
before you start being more active. Ifyou are owver 69 years of age, and you are not used o being very active,

you should check with your doctor before you start any new activity.

Please read the guestions and answer each one YES or NO

1. Has your doctor ever said that you have @ heart condition and that you should only da

physical activity recommended by a doctor? YES
2. Do youfesl pain in your chest when you do physical actvity? Y¥ES
3. Inthe past month, hawe you had chest pain when you are not doing physical activity? YES
4. Do you loz= your balance becauss of dizzinesz ar do you ever o= consdousness TES
5. Do you have a bone or joint problem (for example, back, kn=e or hip) that could be made

worse by a change in your physical activity? TES

§. |syour doctor currently prescribing drugs (for example, water pills) for your blood pressure
of heart condition® YES

7. Do you know of any other reason why you should naot take part in physical activity? YES

NO
NO
MO
ND

ND

]

MO

Delete YES or NO as appropriate and make sure that all information in
the bottom is signed and dated.

If you answered YES to one or more questions.

You must talk with your doctor BEFORE you start to become more physically active or BEFORE you have a
fitness appraisal. Tell your doctor about the PAR O and which guestions you answered YES.

*  You may be able to do any sctivity you want — as long &5 you start slowly and build wp gradually. Or,
you may need to restrict your activities which are safe for yow. Talk to your doctor about the type of
activity you wish to participate in and follew his/her guidance.

+  Find out which community programs are safe and helpful for youw

If you answered NO to all the questions.

i you answered NO honestly to sll PAR O questions, you can reasonable sure that you can:

+  Start becoming more physically active = begin slowly and build up gradually. This is the safest and
easiest way to go,

# Take partin a fitness appraisal — this is an excellent way to d=termine your basic fitness sa that yau
can plan the best way for you to live acively. It is alse highly recommended that you have your blood




pressure evaluzted. If you reading is over 144,94, talk with your doctor befare you start becoming
physically active.

Delay becoming more active:

*  |fyouare not feeling well because of & temporary illness such as 3 cold or fever — wait until you feel
batter; ar
#  |fyouare or may be pregnant — talk to your doctor befare yau start to become more active.

Please note: If your health changes sa that you then answer ¥ES to any of the abowve questions, tell you fitness
ar health professional. &sk whether you should changes your physical activity plan.

Mate: il 1he PAR O i Beisg given 104 perion Befere hafibe paricpaes in @ physical #Stivity profras=ss or a Bk speraiaal, this scies

may bie used boe lgal & sdminiirase punsedas.

‘l have read, understocd and completed this gquestionnaire. Any guestions | had were
answered to my full satisfaction’

MName: Date:

Signature: Date:

Signature of parent or guardian:

Witness:




Risk stratification

Identify the lewel of risk on the Irwin and Morgan tables below and include a short sentence
to state what risk your client is (Low to Meadium only — the learner cannot use 2 high risk

client)

overweight

Mo complications

High normal BR

[130-138/85-82) not medicatad

Type 2 diabetes Diet controlled

Reconditioned Due to sge or inactivity

older people aged = 65 Mo more than 2 CHD risk factors and not at risk of falls
Antenatal Mo symptoms of pre-eclampsia / no history of miscarriage
Postnatal Provided 6/52 week check complete and no complications

Osteoarthritis

Mild where physical activity will provide symptomatic relief

Mild bone density changes

BMD > 1 and < 2.5 50 young adult mean

Exercise Induced asthma

‘without ather symptoms

smaoker

one other CHD risk factor and no known impairment of
respiratory function

Stress/mild anxiety

Seropositive HIV

Asymptomatic

Information on risk stratification can be found on pages 72 and 73 of
your learner manual.




Medium Risk — People with significant physical limitations related to chronic disease or

disability

Hypertension Stage 1

[140-158/00-35) Medication controlled

Type 2 diabetes

Medication controlled

Type 1 diabetes

‘with adequate instructions regarding modification of insulin
dosage depending on timing of exercize and warning signs

Physical disabilities

Mo other risk factors

Maoderate OA FRA

‘with intermittent mobility proklems

Clinical diagnosis Osteoporosis

BMAD — 2.5 gt spine, hip or forearm or > 4 on fracture index,
with no history of previous low trauma fracture

Surgery — Pre and Post

General or Orthopzedic. MOT CARDIAC

Intermittent claudication

Mo symptoms of cardiac dysfunction

stroke / TIA =1 year ago. 5table ¢V symptoms. Mobile no assistance
required

Asthma Mild [respiratory limitation does not restrain submaximal
Exercise)

COPD ‘Without respiratory limitation but would benefit from

optimisation of respiratory system mechanics and
improvement of physical de-conditioning

Neurclogical conditions

‘foung onset Parkinson's Disease (stable); Multiple sclerosis

Early symptomatic HIV

Moderately diminished cD4 cells, intermittent or persistent
signs and symptoms e.g., fatigue, weight loss, fever,
lymphadenopathvy

Chronic Fatigue Syndrome

Significantly de-conditioned due to longstanding symptoms

Depression

Mild or moderate

Fibroemyalgia

Associated impaired functional ability, poor physical fitness,
social izolation, neuroendacring and autonomic system
regulation disorders




Older people = 65 years at risk
of falls. Frail clder people with
Osteoporosis and history of
fracture

REFER DIRECT TC FALLS SERVICE

{BMAD = -2_5 at spine, hip or forearm in the presence of one or
maore documented low trauma or fragility fractures) REFER
DIRECT TO FALLS SERWICE

Unstable and uncontrolled
cardiac disease

Claudication with cardiac

dysfunction

orthostatic hypaotension Fall SBF >20mg/Hg or DBEP = 10 mg/HE within 3 mins of
standing
stoke / TIA Recent (=3 months 3go)

Severs 04/ RA

‘with associated immobility

Type 1 or Type 2 Diabetes
[advanced)

‘with accompanying autonomic neuropathy, adwvanced
retinopathy

Maoderate to severe Asthma

‘where respiratery limitation restrains sub maximal exsrcise

COPD f Emphysema

‘with true respiratory limitation

Al05

‘with accompanying neuromuscular complications, severe
depletion of D4 cells, malignancy or opportunistic infection

Psychiatric illness / cognitive
impairment / dementia

AMT score < B

Risk stratification statement

Client name:

[Insert your statement here)

Here explain and justify the level of risk you have indicated.




Exercise referral programme 1

Patients name:

Learmer nama:

Recommended exercise activity

1)

Recommended exercise activity

12

Recommended exercise activity

{3

You now need to plan a 4 week progressive programme that work
towards the goals you have set for your client. You will then need to
plan an exercise session for each of the 4 weeks.

Complete patient and learner details at top.

Give the main activities you recommend for the first week —a
minimum of 2 are required.

Description of environment

Description of environment

Description of envircnment

Describe the environment you want your client to complete each
activity.

Safety/Environmental
cansiderations (1]

Safety/Environmental
oansideratians (2]

Safety/Environmental
considerations (3]

Weekly goals

Frequency Frequency Frequency
Intensity Intensity Intensity
Time Time Tirme

Description of any equipment uses

Give the safety and environmental considerations for each
recommended activity.

Frequency: how many times per week they should complete activity

Intensity: % of MHR or RPE they should aim to work at. This could
also be % or 1RM for resistance work.

Time: length of time client should spend doing activity in one
session.

Weekly goals can include specific session goals or they could be
lifestyle based such as walking to work instead of driving.

Describe any equipment that is to be used in the above activities




Session plan 1

LeErmer namea:

Condition 1 Condition 2

Purpose of session: Duration of session: Resouwrces required:

State the two conditions your client has.

Purpose of session: give some general aims of the session i.e. what
components of fitness you want to work on.

Resources required: give any ‘non gym’ equipment that may be
required for the session e.g. HR monitor.

Exercise Activity {including s=ts, reps, Zafety points Adaptations, progressions

time, intensrty)

Exercise/activity: here plan the exercises/activities that your client
will complete for each section

Exercise Activity {including s=ts, reps, Zafety points Adaptations, progressions
time, intensrty)

Safety points: here give safety points/considerations for each activity
that may relate to your clients conditions.

Exercise Activity {including s=ts, reps, Zafety points Adaptations, progressions
time, intensrty)

Adaptations/progressions: in this column give an option of how you
could adapt the exercise for the client if they are having difficulties,
possibly due to their condition.

Complete all four programmes and session plans l




Exercise referral programme 2

Patients name:

Learner namea:

Recommended swercise actrvity

11)

Recommended exsrcise activity

12}

Recommended swercise actrvity

13

Description of environment

Description of envircnment

Description of environment

Safety/Envirenmental
considerations (1]

Safety/Envircnmental
considerations (2]

Safety/Envirenmental
considerations (3]

Frequency

Frequency

Frequency

Intensity

Intensity

Intensity

Weekly goals

Description of any equipment uses

=
H
o
]
=
H




Exercise referral programme 3

Patients name:

Date:

Learner name:

Date:

Recommiended exercise actnwity

11)

Recommended exercise actrwity

12}

Recommiended exercise actnwity

130

Description of environment

Description of environment

Description of environment

Safety/Envircnmental
considerations (1]

Safety/Environmental
oonsiderations [2)]

Safety/Envircnmental
considerations (3]

Frequency

Frequency

Frequency

Intensity

Intensity

Intensity

Weekly goals

Description of any equipment uses

=
H
a
H
=
H




Session plan 3

LEEMMEr name:

Condition 1 Condition 2

Purpase of session: Duration of sessian: Resources required:

Exercize Activity {including s=t=, reps, Safety points Adaptationsy progressions
time, inbensity)

Exercize Activity {including s=t=, reps, Safety points Adaptationsy progressions
time, inbensity)

Exercize Activity {including s=t=, reps, Safety points Adaptationsy progressions
time, inbensity)




Exercise referral programme 4

Patients name:

Learner name:

Week no 4:

Recommended exercise activity

11}

Recommended exercise activity

12

Recommended exercise activity
3

Description of environment

Description of environment

Description of environment

Safety/Envircnmental
considerations (1)

Safety/Envircnmental
considerations (2]

Safety/Envircnmental
considerations (3]

Frequency

Frequsncy

Frequency

Intensity

Intensity

Intensity

Weekly goals

Description of any equipment uses

o
E
o
A
o
E




Session plan 4

Learmer name:

Condition 1 Condition 2

Purpose of session: Duration of session: Resources reguired:

Exercise Activity {including sets, reps, Safety points Adaptations) progressions
time, inbensity)

Exercise Activity {including sets, reps, Safety points Adaptations) progressions
time, inbensity)

Exercise Activity {including sets, reps, Safety points Adaptations) progressions
time, inbensity)




Patient review questionnaire

Patient name: Date:

Reason fior review (to be completed by instructor)

Ouestion for patient Details of any action to be
taken [to be completed by

instructor)

How easy has it been to find
time to follow the exercise

programme

2. Would you like me to change
any of the activities | have

sugpested

3. Have ther= bes=n any
significant chamges in your
lifestyle since we last spoke,
if 5o please give details?

Once your patient has completed their 4 week programme you
need to complete the patient review questionnaire.

Provide details of the responses of your patient’s
responses/answers to each question.

In the last column give details of any actions, alterations or
adaptations you will make in response your patients answer.




Question for patient

Plzasze tell me how close you
feel you are ko achieving each
of the following goals which
we set (poals to be inserted
by the instructar)

Details of any action to be
taken (to be completed by

instructor)

]

El

d]




Question for patient

5.

Which of the exercizes do
you feel are the most
challenging?

Details of any action to be
taken (to be completed by

instructor)

Which of the exercisas do
you feel are the least
challenging

Please indicate any activities,

x

CES Or
you would like to be changed
fram those originally agresd?

I am planming to introducs
some adaptations to you
current programme

Do you have any objections?




Adaptations to programme

Patients mame:

Learmer name:

Recommended exencise activity

11}

Recommended exercise activity

12}

Recommended exencise activity

3

Fill out patient and learner details at top.

Based on the information provided by your client in the patient
review questionnaire, plan any adaptations you intend to make to
the programme. Complete all sections for each adaptation.

Description of environment

Description of environment

Description of environment

Safety/Environmental
oonsiderations (1)

Safety/Envircnmental
considerations (2]

Safety/Environmental
oonsiderations (3]

Frequency

Freguency

Frequency

Intensity

Intensity

Intensity

Weekly goals

Description of any equipment uses

4
E
a
A
4
E




Patient exercise guidelines assessment checklist

exercises/physical activities that are:

®  Appropriate to patients’ medical condition/'s, goals and level of

fitness

To be completed by your assessor.

=1: planned specific outcome measures, stages of achievement and

=2: ensured appropriate components of fitness are built inta the
programme

=3: applied the principles of training which are appropriate to
exercise referral patients and their condition/s to help achieve,
short, medium and long terms goals

=d: described a range of resources required to deliver exercise
referral programmes for individuals and groups, including:

»  Emvirenment for the session
#» Portable equipment
# Fixed equipment

Final result: [ | Fass [ ] Refer

Learner's signature: Date:

*an electronic signoture is occeptable on this documant

Assessor's signature: Date:

*an electronic signeture is ecceptable on this documant

1A0°s signature: Date:




Patient review assessment checklist

The learner has:

A1 monitored patients’ progress using agpropriate methads

A2 explained the purpose of reviewing progress to patients

A3 kept accurate record of reviews and their outcome

A4: recorded changes to programme plans to take account of
adaptations

A5 monitered the effectiveness of exercise referral as necessary

&5 monitored integration of exercise referral programme and
wider physical activity [see review guestionnaire Q1)

AT: provided alternatives to the programmed exercise/ physical
activities if patients cannot take part as planned (see review
guestionnaire Q2)

AR review short, medium and long terms goals with patients at
agreed points in programme, taking into account any changes in
circumstances (see review questionnaire 03)

A% encouraged patients to give their own views on progress (see
review questionnaire Q4)

&10: used suitable methods of evaluation that will help to review
patient progress against goal’s and initial baseline data (see review
guestionnaire 04}

A11: identified goals and exercise/physical activities that need to be
redefined or adapted (22 review guestionnaire Q5 & OQF)

A12: identified and agre=d any changes to resources and
enwironments with the patient (see review questionnaire O7)

A13: provided alternatives to the programmed exercise/physical
activities if patients cannot take part as planned (s2e review
guestionnaire Q7)

A14: introduced sdaptations in a way that is appropriate to
patients, their needs and medical conditions (22 review
guestionnaire Q8)

A15: gave feedback to patients during their review that is ikely to
strengthen their motivation and adherence




A16: agreed adaptations, progressions or regressions to meet
patients’ needs to optimise achievement |s2& review guestionnaire
ag)

£17: agread review ocutcomes with patients and other professionals
where necessary (see review guestionnaire Qg)




Letter to healthcare professional

{imstructar ta insart lattar to healthoors professional hara)

Here you need to compose a letter to the referring health
care professional giving details of the patient’s progress in
meeting the goals you set in the consultation.

Ensure the letter contains specific information and uses
professional language.




Letter to healthcare professional assessment checklist

The learner has written a letter to a healthcare professional
communicating:

Appropriate information

Using accurate language

Final result: |:| Pazs |:| Refer

L=arner’s name: Signature: Date:

Nrsessor's name: Signature: Date:

I0A s name: Signature: Date:




Candidate statement:

The submission of any worksheet or plans or case study material must be the work of you
[the student). Should you chose to share the delivery of your workplace sessions the work
submitted here must be entirely your own. The assessment and internal guality
assurance teams at YMCAfL audit candidates” work thoroughly and should any concerns
arize all parties will be subject to thorough investigation, which will be taken up by the
awarding body.

Diploma in Exercise Referral candidate statement

| canfirm the information submitted is entirely my own work.

Candidate signature: Date:

Read the statement then sign and date.

If your patient was real they need to read the statement and complete
the details below.

Participant statement:
As a participant in this Diploma in Exercize Referral case study you may be contacted by
YMECASL to further authenticate the candidate work. Please complete the information

below.

Diploma in Exercise Referral participant statement

| coansent to my information being used for the purposes of {insert
student name) Diploma in Exercize Referral case study.

| understand that | may be contacted by YMEAfT to confirm my consent to participation and
answer guestions to authenticate the programme.

Participant Mame:

Participant Signature:

Tel No.

Date:




Assessor feedback sheet

Learner's Name: Assessor's Name:

Question number Assessor feedback

Final Result: |:| Pass |:| Fail

Learner’'s signature: Date:

*an electronic signoture is occeptable on this documant

Aszessor's signature: Date:

*an electromic signoture is occaptable on this documant

140" s signature: Date:

*an electronic signoture is occeptable on this documant




