
speech therapy discharge summary
example

speech therapy discharge summary example plays a vital role in documenting a
patient's journey and progress in speech therapy. This comprehensive document
serves as a crucial communication tool, informing other healthcare
professionals, the patient, and their family about the treatment provided,
the outcomes achieved, and recommendations for continued care. Understanding
the components and purpose of a speech therapy discharge summary is essential
for clinicians, patients, and caregivers alike. This article will delve into
a detailed speech therapy discharge summary example, breaking down each
section to illustrate its importance. We will explore the typical information
included, such as patient demographics, diagnosis, treatment goals,
interventions, progress noted, and future recommendations, providing a clear
understanding of what constitutes a thorough and effective discharge summary
in speech therapy.

Understanding the Speech Therapy Discharge
Summary

A speech therapy discharge summary is a formal document that encapsulates the
entirety of a patient's speech-language pathology services. It marks the
formal conclusion of therapy, outlining the patient's condition at the start
of treatment, the therapeutic interventions employed, and the functional
changes observed. This summary is not merely a formality; it is a critical
component of patient care coordination, ensuring continuity and informed
decision-making by all involved parties. A well-written discharge summary
facilitates seamless transitions between different care settings and provides
a valuable record for future reference.

Purpose and Importance of the Discharge Summary

The primary purpose of a speech therapy discharge summary is to provide a
concise yet comprehensive overview of the patient's therapeutic experience.
This includes detailing the initial assessment findings, the specific speech
or language deficits addressed, the individualized treatment plan, and the
progress made towards established goals. Its importance lies in its ability
to:

Communicate essential patient information to other healthcare providers,
such as physicians, nurses, and other therapists.

Educate the patient and their family about the condition, treatment
outcomes, and strategies for maintaining progress at home.

Serve as a legal document for the patient's medical record.

Aid in research and quality improvement initiatives within speech-
language pathology.

Justify the services provided for billing and reimbursement purposes.



Key Components of a Speech Therapy Discharge Summary

While specific formats may vary slightly between institutions, a typical
speech therapy discharge summary will include several core sections. These
sections are designed to present information in a logical and organized
manner, ensuring all critical aspects of the patient's therapy are covered. A
comprehensive understanding of these components is key to interpreting and
utilizing the document effectively.

A Detailed Speech Therapy Discharge Summary
Example

Let's explore a hypothetical speech therapy discharge summary example to
illustrate the practical application of these components. This example will
walk through each section, explaining the type of information typically found
within it and its significance.

Patient Demographics

This initial section provides fundamental identifying information about the
patient. Accuracy here is paramount for proper record-keeping and
communication.

Patient Name: John Doe

Date of Birth: 01/15/1955

Medical Record Number: 123456789

Date of Admission to Therapy: 03/01/2024

Date of Discharge from Therapy: 05/15/2024

Primary Diagnosis: Ischemic Stroke (Cerebrovascular Accident)

Secondary Diagnosis: Hypertension

Referral Source and Reason for Referral

This section clarifies who initiated speech therapy services and the specific
issues that led to the referral. It sets the context for the entire treatment
plan.

Referral Source: Physician (Dr. Emily Carter, Neurologist)

Reason for Referral: Patient experienced an ischemic stroke on 02/28/2024,
resulting in significant expressive and receptive aphasia, as well as



dysphagia. Patient presents with difficulty comprehending spoken language,
word retrieval deficits, and challenges with sentence formulation. Swallowing
evaluation recommended due to reported choking episodes during meals.

Speech Therapy Assessment Findings

This is where the results of the initial speech and swallowing evaluations
are detailed. It establishes a baseline of the patient's functional abilities
and deficits.

Initial Speech and Language Assessment

Upon initiation of therapy, Mr. Doe presented with severe expressive aphasia,
characterized by frequent word-finding difficulties (anomia), grammatical
errors (agrammatism), and paraphasic errors (substitutions of incorrect words
or sounds). Receptive language was moderately impaired, with difficulties
understanding complex instructions and abstract concepts. Reading
comprehension was also affected, mirroring auditory comprehension deficits.
Oral motor examination revealed no significant structural or functional
abnormalities of the speech mechanism, suggesting the deficits were
neurogenic in origin.

Initial Swallowing (Dysphagia) Assessment

The bedside swallowing evaluation indicated significant oral phase dysphagia,
including delayed initiation of the swallow and poor bolus containment,
leading to premature spillage into the pharynx. Pharyngeal phase deficits
included reduced laryngeal elevation and incomplete epiglottic inversion,
increasing the risk of aspiration. Multiple observed choking episodes during
trials of thin liquids and pureed solids were noted. A Modified Barium
Swallow (MBS) study was recommended and subsequently performed on 03/05/2024,
confirming mild to moderate pharyngeal dysphagia with silent aspiration of
thin liquids.

Treatment Goals

Goals are specific, measurable, achievable, relevant, and time-bound (SMART).
They outline what the therapy aims to accomplish for the patient.

Speech & Language Goals:

By discharge, the patient will independently produce 80% of target
words during structured naming tasks using visual cues.

By discharge, the patient will follow 2-step verbal commands with
85% accuracy without verbal or physical cues.

By discharge, the patient will formulate grammatically correct
simple sentences (e.g., subject-verb-object) with 75% accuracy in
response to picture stimuli.



Swallowing Goals:

By discharge, the patient will demonstrate safe swallows for
thickened liquids (nectar-thick) with no observed aspiration or
penetration on 90% of trials during structured mealtime simulation.

By discharge, the patient will demonstrate safe swallows for pureed
solids with no observed aspiration or penetration on 90% of trials
during structured mealtime simulation.

By discharge, the patient will verbalize strategies to manage
potential choking during meals, such as taking smaller bites and
chewing thoroughly.

Interventions Provided

This section details the specific therapeutic techniques and activities used
to address the patient's goals.

Speech and language interventions included:

Constraint-Induced Language Therapy (CILT) principles to encourage
verbalization.

Semantic feature analysis and cueing hierarchies for word retrieval
deficits.

Melodic Intonation Therapy (MIT) for improving verbal fluency.

Auditory comprehension exercises focusing on following multi-step
directions and identifying key information in spoken narratives.

Picture description tasks to promote sentence formulation and
grammatical accuracy.

Reading aloud and comprehension exercises to address literacy deficits.

Swallowing interventions included:

Compensatory strategies, including chin tuck and head turn techniques.

Dietary modifications: Progression from nectar-thick liquids to thin
liquids, and pureed solids to soft solids as tolerated.

Swallowing and chewing exercises to improve bolus control and oral
transit time.

Educating the patient on signs and symptoms of aspiration and the
importance of reporting them.



Progress Towards Goals

This is where the therapist documents the patient's improvement and how they
have met or progressed towards the established goals. Objective data is often
included here.

Mr. Doe demonstrated significant progress towards his speech and language
goals. He consistently achieved 90% accuracy in producing target words with
visual cues and benefited greatly from semantic feature analysis, reducing
word-finding pauses by an average of 50%. His ability to follow 2-step
commands improved to 90% accuracy, and he was able to formulate simple
sentences with 80% accuracy in picture description tasks. While complex
sentence structures and abstract language remain challenging, his overall
functional communication has improved substantially.

In terms of swallowing, Mr. Doe safely tolerated nectar-thick liquids and
pureed solids with adherence to compensatory strategies, achieving 95%
accuracy in safe swallows without aspiration or penetration during therapy
sessions. He has independently verbalized an understanding of the need for
smaller bites and thorough chewing for solid foods. Due to his consistent
progress and demonstrated ability to manage a modified diet safely with
learned strategies, the decision was made to discharge from skilled speech
therapy services.

Functional Communication and Swallowing Status at
Discharge

This summarizes the patient's overall functional abilities related to
communication and swallowing at the time of discharge.

At discharge, Mr. Doe exhibits improved functional communication skills,
enabling him to express basic needs and participate in simple conversations.
He can effectively use compensatory strategies to navigate word-finding
difficulties. His swallowing function is deemed safe for a diet of nectar-
thick liquids and soft solids (requiring minimal to no cutting) when
employing prescribed compensatory strategies and mindful eating techniques.
He is no longer at high risk for aspiration with these modifications.

Recommendations for Continued Care

This crucial section outlines what the patient and their caregivers should do
after discharge to maintain gains and continue progress.

Continue to practice naming objects and answering simple questions
throughout the day.

Utilize compensatory strategies for word retrieval, such as pausing,
using circumlocution, or asking for help.

Continue to follow 2-step directions and gradually work towards
following more complex instructions.

Practice reading short articles or familiar books, focusing on
comprehension.



Maintain a diet of nectar-thick liquids and soft solids, ensuring
thorough chewing and mindful swallowing.

Continue to implement compensatory swallowing strategies, including chin
tuck and smaller bites.

Monitor for any signs of choking, coughing, or throat clearing during
meals and report these to a physician if they persist.

Consider joining a stroke support group for continued social interaction
and communication practice.

Follow up with a primary care physician for ongoing medical management.

Patient and caregiver education provided on all recommendations.

Prognosis

This is a statement regarding the expected outcome of the patient's condition
and their potential for further improvement.

Mr. Doe's prognosis for continued functional improvement in communication and
swallowing is considered good, given his motivation, consistent effort in
therapy, and the support of his family. While full recovery from aphasia may
not be achievable, further gains in functional communication and safe oral
intake are anticipated with ongoing practice and adherence to
recommendations.

Signature and Credentials

This section formally attests to the therapist's work and responsibility.

_________________________

Therapist's Signature

_________________________

Printed Name: Sarah Lee, MS, CCC-SLP

_________________________

License Number: SLP12345

_________________________

Date: 05/15/2024

Conclusion

A meticulously crafted speech therapy discharge summary is an indispensable
tool in the continuum of care. It bridges the gap between therapeutic
intervention and independent living, empowering patients and their families
with the knowledge and strategies needed to navigate their ongoing journey.
By detailing progress, outlining recommendations, and providing a clear



picture of functional status, these summaries ensure that the gains made in
therapy are sustained and that future care is informed and effective. The
example provided illustrates the depth and breadth of information that should
be included, emphasizing the collaborative nature of patient recovery and the
vital role of speech-language pathologists in that process.

Frequently Asked Questions

What are the key components of a speech therapy
discharge summary?

A comprehensive speech therapy discharge summary typically includes: patient
demographics, date of service, referring physician, diagnosis, treatment
goals (initial and at discharge), progress made towards goals, functional
impact of communication/swallowing impairments, recommended home
program/strategies, assistive technology used/recommended, follow-up
recommendations (e.g., re-evaluation, referrals), and the therapist's
signature and credentials.

How long should a speech therapy discharge summary
be?

The length of a speech therapy discharge summary can vary depending on the
complexity of the patient's case and the duration of therapy. However, it
should be concise yet thorough, providing all essential information without
being overly verbose. Generally, one to two pages is sufficient for most
cases.

What is the purpose of a speech therapy discharge
summary?

The primary purpose is to document the patient's progress, the effectiveness
of the therapy provided, and to provide clear recommendations for continued
care and management. It serves as a communication tool for other healthcare
professionals, the patient and their family, and for insurance/billing
purposes.

Are there specific legal or regulatory requirements
for speech therapy discharge summaries?

Yes, healthcare providers are generally required to maintain accurate and
complete medical records, including discharge summaries. Regulations like
HIPAA in the US dictate privacy and security of patient information. Specific
payer guidelines or facility policies may also have requirements for content
and format.

How can I ensure a speech therapy discharge summary
is clear and understandable for a patient or
caregiver?

Use plain language and avoid excessive medical jargon. Explain complex



concepts in simpler terms. Focus on the functional impact of the patient's
condition and the practical strategies and recommendations. Consider
including visual aids or handouts if appropriate.

What is the difference between a progress note and a
discharge summary in speech therapy?

Progress notes are written periodically throughout therapy to document
ongoing assessment, treatment activities, and short-term progress. A
discharge summary, on the other hand, is a final document written at the end
of the therapy episode, summarizing the entire course of treatment, overall
progress, and long-term recommendations.

Can I find templates or examples of speech therapy
discharge summaries online?

Yes, many professional organizations for speech-language pathologists (e.g.,
ASHA), healthcare facility websites, and continuing education providers offer
examples and templates. However, it's crucial to adapt these templates to the
specific patient's needs and the requirements of your practice or facility.

Additional Resources
Here are 9 book titles related to speech therapy discharge summaries, with
descriptions:

1. The Art of the Discharge: Crafting Effective Speech Therapy Summaries
This practical guide delves into the essential elements of writing clear,
concise, and comprehensive speech therapy discharge summaries. It emphasizes
best practices for documenting patient progress, functional outcomes, and
recommendations, ensuring seamless transitions to the next phase of care.
Readers will find strategies for tailoring summaries to different audiences,
from other clinicians to families and referring physicians.

2. Navigating the Nuances: Advanced Techniques in Speech Therapy
Documentation
Beyond the basics, this book explores the more intricate aspects of speech
therapy documentation, with a particular focus on discharge summaries. It
addresses complex cases, interdisciplinary collaboration, and the legal and
ethical considerations involved in accurately reflecting a patient's journey.
The text provides examples and frameworks for articulating the value and
impact of speech therapy services.

3. Patient-Centered Progress: Writing Discharge Summaries that Matter
This resource highlights the importance of reflecting the patient's
perspective and functional gains in discharge summaries. It offers guidance
on using person-first language, quantifying progress in measurable terms, and
clearly articulating the patient's role in their own recovery. The book aims
to empower therapists to write summaries that truly capture the essence of
the patient's journey and empower future support.

4. From Evaluation to Exit: A Comprehensive Guide to Speech Therapy
Documentation
This all-encompassing book covers the entire spectrum of speech therapy
documentation, dedicating a significant portion to the critical discharge
summary. It provides a structured approach to documenting initial



assessments, ongoing therapy interventions, and culminating progress. The
text equips therapists with the knowledge to create discharge summaries that
are not only compliant but also informative and therapeutically valuable.

5. The Discharge Blueprint: Standardizing Excellence in Speech Therapy
Summaries
This title focuses on developing and implementing standardized templates and
protocols for writing speech therapy discharge summaries. It addresses the
need for consistency and clarity across different settings and practitioners.
The book offers practical tools and checklists to ensure all essential
components are included, promoting efficiency and quality in the discharge
process.

6. Quantifying Care: Measuring Outcomes in Speech Therapy Discharge Reports
This book emphasizes the critical role of outcome measurement in speech
therapy discharge summaries. It guides therapists on how to effectively
document functional improvements using standardized assessments and
subjective reports. The text provides examples of how to articulate the
impact of therapy in terms of improved communication, swallowing safety, and
overall quality of life, justifying continued support or independence.

7. Ethical Echoes: Responsible Documentation in Speech Therapy Discharge
This resource addresses the ethical considerations inherent in writing speech
therapy discharge summaries. It explores topics such as maintaining
confidentiality, avoiding bias, and accurately representing the patient's
progress and limitations. The book provides guidance on navigating
challenging situations and ensuring that discharge summaries are both
truthful and supportive of the patient's ongoing needs.

8. The Language of Leaving: Crafting Empowering Speech Therapy Discharge
Notes
This book focuses on using empowering and positive language in speech therapy
discharge summaries. It aims to help therapists frame the patient's progress
in a way that encourages continued effort and celebrates achievements. The
text offers strategies for articulating recommendations that promote
independence and prevent regression, ensuring a positive outlook for the
patient's future.

9. Bridging the Gap: Effective Communication Through Speech Therapy Discharge
Summaries
This title underscores the role of the discharge summary in facilitating
effective communication between healthcare providers, patients, and their
families. It highlights how well-written summaries can prevent
misunderstandings, ensure continuity of care, and empower individuals to
manage their communication or swallowing needs post-therapy. The book
provides insights into making discharge summaries accessible and actionable
for all stakeholders.
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