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	Clinical Reasoning Record
	


[CTI Ref No]: [CTI Title]
The clinical reasoning record can be used:

· as a training resource, to be completed after each application of the skill shared task (or potential use of the task) in the training period and discussed in the supervision meeting

· after training is completed for the purposes of periodic audit of competence

· after training is completed in the event of an adverse or sub-optimal outcome from the delivery of the clinical task, to aid reflection and performance review by the lead practitioner.

The clinical reasoning record should be retained with the clinician’s records of training and not be included in the client’s clinical documentation. 


Date skill shared task delivered: [insert date]
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	Disclaimer 

Queensland Health has made every effort to ensure that the information in this resource, at the time of distribution, is correct. The information in this resource will be kept under review and future publications will incorporate any necessary amendments. 

The information in this resource does not constitute clinical advice and should not be relied upon as such in a clinical situation. The information is provided solely on the basis that readers will be responsible for making their own assessment of the matters presented herein and readers are advised to verify all relevant representations, statements and information. Specialist advice in relation to the application of the information presented in this publication must be sought as necessary to ensure the application is clinically appropriate.

In no event, shall Queensland Health be liable (including negligence) for any claim, action, proceeding, demand, liability, costs, damages, expenses or loss (including without limitation, direct, indirect, punitive, special or consequential) whatsoever brought against it or made upon it or incurred by Queensland Health arising out of or in connection with a person’s use of information in this publication


1.
Setting and context

· [insert concise point/s outlining the setting and situation in which the task was performed, and their impact on the task]
2.
Client

Presenting condition and history relevant to task

· [insert concise point/s on the client's presentation in relation to the task e.g. presenting condition, relevant past history, relevant assessment findings]
General care plan

· [insert concise point/s on the client's general and profession-specific / allied health care plan e.g. acute inpatient, discharge planned in 2/7]
Functional considerations

· [insert concise point/s of relevance to the task e.g. current functional status, functional needs in home environment or functional goals.  If not relevant to task - omit.]
Environmental considerations

· [insert concise point/s of relevance to the task e.g. environment set-up/preparation for task, equipment available at home and home environment.  If not relevant to task - omit.]
Social considerations

· [insert concise point/s of relevance to the task e.g. carer considerations, other supports, client's role within family, transport or financial issues impacting care plan.  If not relevant to task - omit.]
Other considerations

· [insert concise point/s of relevance to the task not previously covered.  If none, omit.]
3.
Task indications and precautions considered

· [insert concise point/s on the indications present for the task, and any risks or precautions, and the decision taken to implement / not implement the task including risk management strategies.]
4.
Outcomes of task

· [insert concise point/s on the outcomes of the task including difficulties encountered, unanticipated responses]
5.
Plan

· [insert concise point/s on the plan for further use of the task with this client including progression plan (if relevant)]
6.
Overall reflection

· [insert concise point/s on learnings from the use of the task including indications for further learning or discussion with the lead practitioner]
	Skill share-trained health professional
	Lead health professional (trainer)

	Name:

	[insert name]
	Name:

	[insert name]

	Position:
	[insert position title]
	Position:
	[insert position title]

	

	Date this case was discussed in supervision:
	[insert date]

	

	Outcome of supervision discussion
	e.g. further training, progress to final competency assessment

	· [insert concist point/s on outcomes of supervision discussion]
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