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Important notes

Status at commencement of program

Speech pathology clinical diagnosis
· Requires broad medical diagnosis in conjunction with the speech pathology clinical diagnosis for the client, eg. severe brain injury – severe dysarthria and dysphagia, severe brain injury – moderate cognitive-communication deficits
Pre-existing speech or language issues

· Include any pre existing variables or factors that impact upon the client’s communication capacity. Examples include non-English speaking background (NESB), hearing impairment, language delay, learning disability, intellectual disability, stuttering, cleft palate, social-emotional problems

Functional limitations

· Record the client’s functional limitations at the commencement of the program. Use the following domains: communication eg. receiving messages – spoken or non-verbal, producing messages – spoken or non-verbal, conversation – interpersonal interactions; learning eg. reading, writing, problem solving; eating and drinking
Summary of service provision

Duration of intervention

· Record total duration of intervention in months and frequency of intervention eg. weekly, fortnightly, monthly
Functional limitations targeted during intervention
· Record the client’s functional limitations that were the focus of intervention
Strategies used
· Describe the strategies that were applied during intervention. These may include direct therapeutic techniques; carer education programs, eg. carer education re mealtime assistance; consultation with teachers, eg. identification of problem solving strategies to be applied to classroom activities; communication aids, eg. no, low or high tech AAC devices; environmental modifications, eg. second-skin suit; and self-management strategies, eg. self-managed participation in community leisure activities
Barriers
· Record factors that have restricted the client’s achievement of functional gains as a result of intervention. These may involve environmental barriers, eg. assistive devices unavailable, multiple changes in attendant care arrangements, integration aid unavailable for consultation regarding application of classroom strategies or personal factors, eg. depressed mood, illness, and family crisis
Measured change 

· Record changes in functional outcome using standardised outcome measures, rating scales (client, other, and clinician ratings), documented change from baseline recordings of behaviours at commencement of treatment and/or documented change during a measured therapy break
Revised intervention plan

Treatment goal
· Record functional goals that the proposed treatment is attempting to achieve
Strategies
· May include direct therapeutic techniques; carer education programs, eg. carer education re mealtime assistance; consultation with teachers, eg. identification of problem solving strategies to be applied to classroom activities; communication aids, eg. no, low or high tech AAC devices; environmental modifications, eg. second-skin suit; and self-management strategies, eg. self-managed participation in community leisure activities
Client activities
· Identify the goal-related activities in which the client will participate. Be sure to record the context of the activity, eg. classroom, community, work environment, home
Functional measured outcome
· Indicate how functional outcomes will be measured to determine whether goals have been attained. Measures may include standardised outcome measures, rating scales (client, other, and clinician ratings), and documented change from baseline recordings of behaviours at commencement of treatment
· Please make reference to the client’s level of performance at the beginning of the treatment program and their projected level of performance at the end of the treatment program

Example 1

	Treatment goal
	Strategies
	Client activities
	Functional measured outcome

	1. Patient will use strategies to attain a level of 85% intelligibility at a phrase level in 1:1 conversations
	1. Graded prompts provided by carer as per speech pathologist guidelines

2. Deep breaths

3. Increased mouth opening

4. Exaggerated/over articulation

5. Loud voice
	1. Functional phrases
2. Drill work

3. Conversational practice

4. Assisted community activities


	Patient will be understood by listeners 85% of the time on first attempt of phrases in 1:1 context
Patient will achieve score of 85% or greater on customised probe of 20 standard phrases (currently scoring 70%)


Example 2

	Treatment goal
	Strategies
	Client activities
	Functional measured outcome

	Client will produce appropriately structured verbal language during therapy and class room activities
	-Weekly speech sessions at school specifically targeting reported expressive language difficulties

-Provide continued education and recommendations to the family and school re: strategies and practice
	-Weekly sessions incorporating intensive practice of a range of expressive language based activities and tasks including:

-Sentence formulation and sentence building tasks encouraging appropriate grammar and different sentence structures

-Organisation and sequencing of words/ideas and expressing them (i.e. generating wh- questions/responses, simple object and picture descriptions, explaining procedures, narratives, retelling events/experiences)

-Provide appropriate prompts and cues/structure (i.e. use of question words, feature analysis cue cards and basic story grammar format)

-Transference of skills through modelling/practice in some group sessions, as well as practice of skills in classroom


	1. The client will be able to produce appropriate and grammatically correct sentences including selected adjectives, simple adverbs and conjuctions
   - 75% or greater of the time (without picture cues)

  - 90% or greater of the time (with picture cues)

2. Able to produce a simple verbal narrative/story in relation to a five-picture sequence, on at least two out of three trials (rated according to a customised checklist)

3. Able to retell an event/experience on at least two out three trials (rated according to a customised checklist)

4. Able to appropriately present and describe a “show and tell” item to the class

5. Expressive language score on the Renfrew Bus Story will improve from an information score of 9 to 28 or greater, and Sentence Length from 7.2 words to 9 or greater when next assessed.


Proposed measured therapy break
· It is recommended that measured therapy breaks are included within treatment programs that have exceeded six months. A measured therapy break is a predesignated period of time in which therapy ceases. Client performance is measured prior to commencement of the break and re-measured at the completion of the break. Comparison of the data collected pre versus post therapy break provides an indication of the client’s ability to maintain gains independently and an estimate of the efficacy of a therapy. Measured therapy breaks are not holidays and thus should not be scheduled during the client’s holidays
Proposed review date
· Identify a proposed date for review of the client’s progress
Please note:
A section for rationale of treatment goals, strategies and activities is not included for the revised intervention plan. It is assumed a clear link between functional limitations and goals will be evident and that providers can present rationales upon request from the TAC.
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