Appendix 4

Weekly FCP Portfolio Reflection-(submit to supervisor weekly for feedback). 

	FCP Name
	xxxxx

	Clinical Supervisor
	xxxxx

	Date
	xxxxx




	What happened:
Describe a situation. What happened? What was your role in the situation? What actions did you take? What was the outcome? What were the consequences? What was the reaction of others? What feelings did it evoke? What was good/ bad about the experience?

A 70 year old female patient sustained a fractured proximal humerus after a fall in February 2021 and was last seen by Orthopaedics in June, where the advice had been to continue to manage conservatively as she has reasonable function and reduced pain, the only surgical option was a reverse shoulder replacement due to displaced fragments. She had received one appointment with the NHS trust physiotherapy department which involved basic range of motion exercises, she was then discharged. The patient wondered if there was anything else she could do to aid her shoulder range of motion; her main problem was stiffness which caused periscapular pain and aching at the deltoid. She has a review planned in December 2021 with Orthopaedics, if the patient is functionally managing and pain is manageable, she will be discharged. A reverse shoulder replacement will be offered if not. 
On assessment the patient presented with a stiff shoulder, where more passive range of motion was available in comparison to active. Powers were full in the available range of motion. An explanation was provided surrounding post fracture stiffness. She was able to function well and pain was tolerable, she did not want to have orthopaedic surgery. These factors would be considered by Orthopaedics. Exercise progressions were provided to improve active range of motion to equal passive range of motion. It is likely the patient will be discharged from Orthopaedics.


	Differential diagnoses and clinical reasoning:

1)	Post fracture stiffness given the onset, the known fractures and assessment demonstrating a stiff shoulder in a capsular pattern.
2)	Cervical spine referral, prior to the objective assessment, because of the periscapular pain and deltoid symptoms. This was excluded with a neck range of motion assessment.


	Reflection- what did you learn:
Discuss what you learnt. What does this mean? What were your thoughts as you acted? What did you base your actions on? What other knowledge can I bring to the situation? What could/ should I have done to make it better? What did I do well? What is my new understanding of the situation? What are the broader issues that arise from the situation?

I learned that Orthopaedics can be limited in their fracture management dependant on the type of fracture, for example this was termed a four-part fracture and only a reverse shoulder replacement could be offered due to the risk of avascular necrosis. I learned that the assessment from an FCP point of view prevented a re-referral to the trust physiotherapy service as the patient was happy to self-manage and await Orthopaedic review, prior to likely discharge.


	Impact on your practice—what will you do the same or differently next time and why:
What do I need to do in future to improve future outcomes and develop your learning?
How might that change the outcome of the situation next time?
What time frame will you do it in?

I will continue to encourage patients who are contemplating Orthopaedic surgery to consider their current pain levels and function, then consider what they may or may not gain post-operatively. This means the patient is informed on what to expect and whether surgery and the associated risks outweigh the benefits. In other cases, it would also guide referral to Orthopaedics.


	Supervisor’s comments- competencies demonstrated, learning points:

You ascertain the patients expectations well which guides your management. Good recognition of the MECC approach and reducing the burden on other services by not referring to the local Trust Physiotherapy team.  Expected benefits and limitations of surgical intervention explained well. 

Consider other reasons why patients may not be Orthopaedic candidates such as PMH including frailty, bone health etc. This lady may have had no co-morbidities.  

A1-2, B3,4. C10,11.




[image: ]
image1.png
S Healthshare




