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Practice Guideline for 

Documentation and 
Record Keeping 

Approved by the Board:  April 2021  
Effective Date: April 2021  
Replaces: N/A 

Preamble 

The Nova Scotia Regulator of Physiotherapy (NSRPT) regulates the practice of physiotherapy 
in NS in accordance with the legislation. This Guideline is to assist registrants in 
understanding the Regulator’s expectations for collecting and documenting patient 
information, upholding their responsibilities under the provincial Personal Health 
Information Act (PHIA) as well their professional Core Practice Standards. Documentation 
demonstrates the accountability of the service provider’s actions and decisions. The service 
provider who documents is the same one who provided the care. 

1) Model Practice Standard: INFORMED CONSENT 

The physiotherapist obtains clients’ ongoing informed consent for the delivery of 
physiotherapy services.  

Expectations: Clients1 can expect that they will be informed of the options, risks, and 
benefits of proposed services; asked to provide their consent; and that the physiotherapist 
will respect their right to question, refuse options, and/or withdraw from services at any time. 

2) Model Practice Standard: DOCUMENTATION 

The physiotherapist maintains documents/records that are accurate, legible, and complete; 
written in a timely manner.  

Expectations: Clients can expect that their physiotherapy records are confidential, accurate, 
complete, and reflect the physiotherapy services provided.   

  

 
1 Client(s) - the recipient(s) of physiotherapy services and may be individuals, families, groups or populations. A client may be also be 
referred to as a patient. In some cases, the client may be represented by their substitute decision-maker. 
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3) Model Practice Standard: PRIVACY AND RECORD RETENTION   

The physiotherapist maintains client privacy and confidentiality in compliance with the 
requirements of the privacy legislation relevant to their practice.  

Expectations: Clients can expect that the physiotherapist will limit their collection of 
personal information to that which is needed to provide physiotherapy services. Their 
physiotherapy records are confidential, and their private information will be collected, used 
and shared with the highest degree of anonymity possible. They will know when their private 
information is collected, who will have access to it, how it is used, how it is protected, and 
conditions for its disclosure. Their consent for information collection, access, use and 
disclosure will be sought when required by applicable privacy legislation.  

What does the Nova Scotia Regulator of Physiotherapy say? 

Physiotherapists must consider their responsibilities as a self-regulated professional and 
adhere to the legislated requirements. Documentation should reflect an accurate account 
of what occurred, and when. It is a key communication tool that should include pertinent 
health information/ health status of the patient, current plan of care, and both the 
physiotherapist and patient goals related to the treatment. The chart is a legal document and 
charting by exception is not an accepted way to document, as it does not accurately reflect 
the interaction/intervention that took place. Charts must be accurate, legible, complete and 
written in a timely manner. Completion of the chart notes is part of the treatment and time 
should be allowed for proper documentation. The same rules apply regardless of whether a 
chart is hand-written or electronic. An electronic signature should be used in the case of 
electronic charting. Tracking and audit procedures are required for electronic access and 
encryption. Unauthorized access must be reported as per PHIA Guidelines. 

Charting 

Who: 

• The service provider who provided the care documents in the chart. It is first-hand 
knowledge that should be recorded. The treating physiotherapist must sign off using 
their professional designation (PT, Resident PT). 

• Students can document in the chart record and are expected to follow the same 
guidelines as the physiotherapist. They must indicate their designation as part of 
their signature {i.e. Joe Brown (PT student)}. These notes should be cosigned by a 
licensed physiotherapist as required by the worksite. Co-signing means that the 
physiotherapist has reviewed, discussed, and agreed with the student’s 
assessment, intervention and plan as written, or co-written, in the chart.  

• Assistive personnel may record the care they delivered in the chart.  
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• If there is an assessment or treatment change it is the responsibility of the 
physiotherapist to document in a separate note on the patient. 

What:  

• Informed Consent must be documented for assessment, treatment and for any 
change in treatment or protocols. Informed means that you have discussed with the 
patient the risks and benefits of the assessment / treatment as well as precautions 
and alternatives. Written consent is needed to share information with anybody 
outside the “circle of care” 

• If another health care provider has already documented an assessment, it is not 
necessary to duplicate the documentation but rather note that you concur with their 
findings and document anything new you find in your assessment.  

• Documentation should include a subjective component. You should document any 
pertinent conversations and emotions expressed by the patient. 

• The objective findings/assessment and evaluations are clearly documented.  

• There should be an analysis of those findings and a physiotherapy diagnosis. 

• Document the treatment and treatment plan as well as the treatment goals.  

• Document the interventions along with placements and dosages as appropriate for 
modalities used.  

• Document response to treatment interventions. 

• Any incident or adverse events must be recorded along with the preventative and 
follow-up actions taken.  All adverse events must be reported in accordance with 
employer and PHIA Guidelines. (Chart should show at a minimum, details of what 
happened, responses, who was informed, and what support was offered)  

• Corrections are crossed out with a single line and dated. Do not make Margin 
notations or fill in below the last line.  Late entries are recorded as such. 

When: 

• Document as soon as possible after you see the patient. If the entry is delayed, date 
and time the entry as you record it and then indicate the date and time that care was 
actually provided within the entry itself. (e.g. Patient seen at 9 am, April 20,2020. 
Chart entry not made until 11am. Note would read 11am April 20/2020 / Late entry 
for 9 am appt….).  

• When there are changes in patient status or response to care.  



 

4 | P a g e  
 

• When education, treatment recommendations and/or instructions are provided 
(include copy/details of information provided where possible).  

• After every evaluation of status or treatment intervention; there should be a record 
of attendances.  

• When transfer of care, discharge or termination of treatment occurs.   

• Frequency of documentation should reflect the acuity and complexity of each 
patient’s care needs.  Monthly would be the minimum in long-term care situations. 

Where: 

• Charting must be done in a non-public area which has restricted access. Charts are to 
be kept in locked cabinets and behind locked doors.  

• If taking a record offsite, take only the part of the record needed. It should be kept 
secure in a locked bag /briefcase during transport and preferably locked in a trunk. 
When possible, return records to the office as soon as possible. (Unless your job 
requires you to work from home). 

• If your job requires you to take charts home the same rules apply- charting in a non-
public area and securing the charts. (i.e. locked bag behind locked door). 

• In the interest of confidentiality and privacy, charts must not be removed from the 
premises unless necessary. 

How: 

• Clear, concise and legible notation (in a dark ink if written record) is essential in the 
event that you are not the next person to see this patient.  

• Avoid the use of abbreviations, acronyms and symbols unless there is a legend or 
list included in the chart.  

• Be sure to log out when leaving a workstation or turn over current charts on desk. 

• If you are using electronic charting, you must have security measures in place such 
as Firewalls, virus scanners, unique to user passwords, limited access and timed 
out log offs, tracking and audit procedures for electronic access and encryption. 

• Signatures must be present and unalterable if charting electronically. 
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Charting Tips 

Avoid vague statements and generalizations/ conclusions with no supporting facts. You 
may not be the next one to see the chart and the last notes may be buried back in the chart. 

For example: 

Don’t Write… Instead, write to give specifics. 

Status unchanged. Patient's  vital signs remain stable.. i.e. BP 
184/70;  pulse 72; SpO2 98% etc., as appropriate. 
Patient reports no pain; ROM is still 85 Flex and -
15 Ext. 

Patient had good day. Patient reports a decrease in pain, now at 3 on 
pain scale. WBAT on crutches (safely/ 
independently/ SBA) and ambulated 20 feet in 
hallway with family/nurse/PTA. 

As above.   There is no change in ROM or in pain level from 
last visit. Treatment continued with modalities 
(list) and back flexibility exercises as per 
treatment plan. 

Patient appears to be sleeping.  Nurses reported patient had a poor night and was 
just medicated. Patient presently sleeping so did 
not disturb at this time. 

 

Definitions 

• Custodian - A custodian is an individual or organization that has custody or 
control of an individual’s PHI for the purpose of providing the individual with health 
care.  

• Adverse event - An event, preventable or nonpreventable, that caused, or could 
have caused, harm to a patient as a result of medical care.  

• Personal Health Information - Personal health information (PHI) means identifying 
information about an individual if the information relates to the health care sought 
by or provided to the individual. (Identifying information means any information that 
either directly identifies the individual or could reasonably be combined with other 
information to identify an individual). 
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Related Standards 

• Advertising and Marketing 

• Communication 

• Conflict of Interest 

• Titles, Credentials, and Speciality Designations 

References 

• Tools for Health Custodians - https://oipc.novascotia.ca/node/472 

• NSRPT Practice Standards, Guidelines, Code of Ethics and Practice Advisories - 
https://nsphysio.com/for-members/standards-and-guidelines 

https://nsphysio.com/images/NSCPStandards/NSRPTModelPracticeStandards/NSRPT_Standards_of_Practice_-_Advertising_and_Marketing.pdf
https://nsphysio.com/images/NSCPStandards/NSRPTModelPracticeStandards/NSRPT_Standards_of_Practice_-_Communication.pdf
https://nsphysio.com/images/NSCPStandards/NSRPTModelPracticeStandards/NSRPT_Standards_of_Practice_-_Conflict_of_Interest.pdf
https://nsphysio.com/images/NSCPStandards/ModelPracticeStandards/NSCP_Model_Practice_Standards_-_Titles_Credentials_and_Specialty_Designations.pdf

