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A. S nt of the Problem.

The Need for Re -Certification_

The quality and increasing cost of halthaore services are of major

concern ta persons -in the health care professions, the government ,

health related organizations and blisinesses, on-ct the generai publ ic.

One of the crucial questions is how consumers can be osured of

r6cei.?ing the quo lity of health care that is needed_ and clserved.

Another question is ha persons oEd organizations that- pay health

care bil Is can be assured that they aye receiving the quality of

servites for which they are payin'g

Answers t some ese questi-ons can be found in researcI j on the

health car delivery system, the. hea Ith manpower supply, nowledge

-and teckni-ques of hea lth care, and educatiOnal programs. lAnother

aans er to the question of quality control is that.rnore must.:be done to

ensure that those pet-sons whoare credentialed as health care practitioners

are periodzaliy re7cre:dentialed.on the basis of demonstrated cbnipetency.

At the present timn most healh care fields, _once a-person has rnéf

the ducatoi, work experiencek n or ea ination -requirex

for entry -evef lictrisure, certiflicatior1 and/or registr Ion, his or her
a

competency icreIy re-ev luaied, ex. ept through 6 _ anoardtzec



eciluotions by the eriiployer.

This problem is compounded by the fact that practitioners hr many

health professions can drop ot of the work force for many years,

and re-enter' the profession as competent to practice simply because

they haye retained their credential through payment of annual

licensure certificati n or registration fees A system for periodic,

renewa I en enti Is on the basis of dern strafed job compeIency

iv need d in order to provide more protection For the consurner,,

e ployer.and.the reimburser.

Problems in thel4en of a Re-Certification Program

AIlthough most certification organiz tions for health care professions
-

gniz Si need for a -certified---tion system, only a few organizations

re-certificalon program. One of thectua Ily 1 pl ernente

pr ncipal problems or questions expressed by certifying organizations

concerns the best way to me sure and assure continued competency.

Many'o re erti ficati on programs that have een implernentgd

'are designed on the basis of mandotory.pa rticipation in continuing

educar n program's; however in 1967 the AOT& decided, against

a re-certification procedure based upon rnanda tory conti-noing edu-
.

cation requirements. The eviderice ex mined by the AOTA indicated

-2-



jab competency, can not be adequately measured through a system

ollecting pRints or credits for attendance atappr:oved conferences

courses orks and semin'ors. Co tinuing oducatton programs

. can be used help maintain job competency; however, evidence

d'f havIng atthded 6 inui. g education programs is no gurontee

that learn ng as taken place, that job comtency has been

or increased that quality of care is being provided .

n aincd

Other procedurs, such as written arid or& examinations ond sirnuTb

j-ob testing, ia been discussed, and in sone cases, have been

developed and riplemented as the basis far re-certification. How-

,
ever, some o pioneer work in #the development D f rd-certification

grams is now

anal fficiency

que_tioned as to its suitability, effectiveness

he assessment of competency. \V, i ten exam-

Inon o con test cci nitive ski) Is d knowledge but no guarantee
. .

r .

Df )he goal ity'of acip' l on .-the-j b perforance . Kn, ledg- and

skill demonstrated ori-,an examination

the actual job situation, The written

et necessatily appiied in

exam
/
na ti an can pr.-.dict

.;

the ability to per forrn,., but does,not access ac u on-tke--job perfo ce

se 'simu1ed job testing can bewhich is the crucial issue- Like

very timconsurT1ing , expensive, subjectKe, and except in highly



al Fields, can not tes e-Ful I range oF expected job mpe7

Another problem is tht an-adeauato and eqUi

fication should take into consideratjon th

ble Wstem of re-certi-

ds of specialized

profession Is. After entry-j el certifica ion as a generalist,

hea Ith care professionals 6ecome sp cialized practitioners,

educators, and drninistrators in various speciality areas of a

profession. Although advanded practitioners educators-, and

administrators are expected to maintain certa n core or generic

a rea DI entry-level competency, they are not expected to ain-

tain al l .en y-level k ledges andskillS For instance, the

occupational therapis hos become specIalist in the area of

psychiatr)OS expe -ted to b Ic to denionstrate expertise in, that

cid tty area 6nd in the. core knb-wledges and..skills rtted to

ccupationdI th re-0y proctice(however, this specialist in psychiatry

is not oxpec rnta in all the entry-I v-1 knowledges and skills

reloted to all other areas of practice suc

odevetopnentaI disabi li ties.

physical disabilities

Therefore, the problem of measuring i,ob competency is compounded

fact that an entry-I vel certification examination can not be



I

used for rneasurig the competency of.those indiv" I h have

-ia lized practitioners, educators,

As long as an n_ry-level certificatior ex

updated p

generalist,-

Lfl

qTjin istzators.

ion r ed and

iodical ly to reflect current standards of prO tice as a

ould.be reasonable use this entry-10\rel exa ina-

tion as a rnechanisrn for re-certifying those persons $,Rrho 'choose to be

re-certified as a gene I ist;. however; di fferent .corno Zency assêssnient

mechanisms must b ova Iable for those individul whu hckve become

specialized proctitione s educators or adrnnsfrator

The AMA Continuing Certification Progr
4

For many years the,AOTA has.been working on a solution to these

problems . Irr1971, as a resulr of a resoluti n to the A,OTA.

Delegate Assembly, the Continuing Certificotin Pro,g am was

developed. Substantial progre's }las been made on this program

and much of what the.AOTA has alre dy learned and mplished

has guided the deve,keprnent and implernentation of this proi eat. ,

A descript ton of the AOTA Continuing Certification Prog arn an

Rosolution #300 is in luded in Appendix 1.

-5-



:Fho,AOTA believes that it may be Possible to desiQn-a rrification

m which is not only a more accurate assessoent 'of job corope-

, bat also takes into Onsideration The needs ofspecialized

Proctitioners.

potency assessnient Rroce ure is the chart audi ecord

r virzw procedure. In some he Ith core fields, pyrticularly rnedicin

,
Wit procedures have b-een used on the local and state level,

i , 0
number of years, and have, beep proposed as a mechanism for

tificar ri; hówever, no national professional association has

hod fensive experience in using chart audit/record re'vie

,-proc dur- for re-certification. Few guidelines are a a ilabl

for -iona I associations which are a tte -Tting to design a re-

icaton program based on the use of chart audit recora

revieNv procedure

In ?73, pre i 'nary literature review indicated that standards

ob perforn _nce must be available as guidelines if a cha t

audit and a peer review process were to- be used to rneasura job

CoMpet and quality of care.

-6-



Research also indicated that if.a re-certification program-was

impleni.ented, there would be in reused need and demand frit- continuing

education programs which were easily accessible, not too costly,

and relevant to j b expect tions and standards of job performance.

C ntinuing education programs should be available as a learning

resource, not as'a requirerrzent\for re-certific ti_pa*

Therefoje, in 1974 the AOTA submitted to'HEW Division of Associated,

Health Prdfessions, a contract prop l outlining a ptoject to develop

methodology for the develerrt of standards of job perfo

and cont nuing education opportunities which would help nioint

nce

the competency-of occupational therapists.. This project was viewed
4

as the first step in competency-based re-certification

prograrn4 !!, Subse ,ould focus on the deiveIopmentof

a chart audit/record,rev system.for re-certification purposes.

The contract was awarded ond the project was conducted over a 26

monch period, July 1, 1974 to August'31, 1976.

The neXt sections of this report contain c description of the specirir. c

purposes, methodology, ond accomplishments of this project.

-7-



ulPfoseanJ Scope of the Project

I . Purpose of ect

The obje ct iv es o f this prOj ect were t fold a di vi ded into

two partS:

I) The jective of Part I vs to:

dev el op a meth odo logy For estabI1shng standthds of

L. job perFormanc

2) .srho objective üf Pert II was to: H

dev lop a meth ado logy, far establihiñg re levant dort inuing

edu cation programs

Adt hough trzie f=3cus of the proj ect was or the deveIment. of a

method ol ogy for es ta bl ishing s cindards of jUb peornonce.ond

c anti nuing edu cati on prog ra ms For o c'cupa ti.one 0 t herap ists, the

primary purposq of the pro je et 'as P0 dey el op a generic trn thodolog y

wli ou Id-a Iso be applicable to other heal th core professions_

kcco mpl ishth nt oF the Part I on d Pdrf I I objectives Vould form n thy

foundation for su bs equen t 'work on tho d igri f recertification

progori ung a chart au di Vrecord revievq procodure as the Competency

as5elSrTVCflt mec hon7sm.

rog,



,

2. SDaWjrkD

s_ss

T ie on tract 5,ner Tried re fol I ow Mg tasks Fr ?ort

" ) Dev elc,p c mefhodp log 7 for es.tob IisHrg stondrdsz of job

erForianco i-or health cc re psn-tc lit i on ers y .=_Jti I 7; Lin the

Fo I row ng ?ro ce_ nes whIch shot I be Conti rluo:osls,s/ ass ess 6,3dw

d eterrnH eosibiIit-joc.o cenericrnodeI

Fi --101 -7tv r-7;f alt- s-/ practice stsyclIf rl.)e s ele etQc-f

to :cut, f, I ft, 4', loprriwiT Dt sr-Lind,cird uf pro cti

f

cT!C eas ir

e 56:--rde alien co f th e h

11de: Lrgl-Lk ,ptt t 1Uh s I

work ing 1,, a 1.),'..11 t sot- ort-,LJ or

tHe uiidiecr or-d ±=ieoc rap hir_ (1151i L_:4i 011 01 eitpe,rk

ty

US t=1-1 ttl the spe CIO it flf&-:-.10S {

)(.2 I cctj 1),in dLtfa = I ilp".it I ..-"h0 11+.--friuv,

st, L.5 ocolls,oliac to Litecot =ftj Loteoari as,

!t-=. Isina ith condi t iuns, ,==nd speciFc c.lie,a1 erk

)U(2,11 (15 41Tiplo y ce hornemg,,,set -tho. I.

s L.. pet r iirtLjriers ut IS Ik

erc,os cot cCcJpcotIocouI he Rip)/ piclutiskKill be ,===l1Doch



0s ccnsul nts and or task force members. These

ci ddates shall b'e selecred by the project stQft v,dith

assistance from memhers of tho AUTA CouriciF cl,r1

Practice -.rid the Council ,,11 hJu ior lh task

farce for uch ceciotty utnu u Hu cr ice sh,,,J I I

C.

members kted by CI numbei Lit LIctfleI rnernbtr5,

iul CUriu1tLwt5 with exie1=tj in peck:on-mince

Ic,),Jr1f Ttl de s.,IC=_,-pnic1)1`

IeTcilncJ,_111 knj.7 -- Ade u Jciii 11

tu I J. I 1,111J.,,,

I.. I arid

thc: "ract

omber& 11,,

uf,Li t. L I I Lt=lUt..tit 0 ]

fl,e (Jelin iron of spociulf y roL

nri; shu 11 bH mu Lit- us nt2eci
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Trio project staff, consultants, and taskfarce rnenibers

shall formelu e o procedure For developing rnea5urahle

II 1

4= rd-. of pei=farrnuriLe and 5hu II prepure prel irninary

=JOS uf perforn once for euch of he Nelected special ty

pIe lIniIy stunduiJ s shall ht reviewed and

itj-ed by seIetud consultants ond roeraber5 t the

ll nn PiuiL Lirid Lducutiori wHo are expe

I he cansa ltuats anJ eipelI t

"Ikea e,a I e tl IeiT tp

t lie stand-aid;

trwas %/I k.J I

tf-21 I, jrc ,4 I r VvILO LI deiV,)

vI

11

I I --cr fled the tot Iwinq tasks toi Puir II;

.1. 1.1t.

r) p ci rnntoudology fLr Qstablishtny (.p.ntinuintj edocut

nit 10 ,,,thiLh us5iSt health care pr Ti-oners and .1.,/

C-A.1 OrS 1-0 tvaint rain and IflCri(1SC ab cc mpe tency This shall

r)rt pinK thra lIes canduted at th(t regional



ID

ossessecland revisiorts rode

gen ric opplica ion of the model.

Regional Level St

cedures ho If be continously

nec s-- y to 4nhance

-

The focus k t develop continLin educ-tion progrorns

ot the loco level. Stote offilrote associcniun 'members

will be troinoi learnir needUjId cni,surne the

responsibility for developing and implerrionting their

wri LItit iriiinq oducuti un proic nis lmCleriicntatien

thc tuft-,

IJenti.ui i f a rey1,4 cit

Lit 11111,-AI ,+350ciur I on. o. L i k.J.,

i.ii t2t,N

11,1, 'hi forri.,1 iLt IN 1,1 ,7 it if , iiit
V VVii VtU FtltiVlIt

-11,f
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I r

,
shall be s-I ==td for he dvIprrien r umg

educitin programs The foriowing selection LH-

feria shall tie emplLoyee:: the n [Tibet of tk4ropisr s

(npiene Ey tFi peciulty iItU und rIve CLiri tir Li ing

educat ion uf, the ifkerupists within the req Lona I

area this Inform° inn shol I lie ubto in ed +Ion the

COMPI

I 10:ttl- ,thd TuS-

hove

eXpiI p(aLritiun

iH.l JnLuiu I thrifts _=,pec Iii lt j1cCi 5ho II Le

iuj fr orn.ain_1

,1,1 Con SU

I

,

I.

idenfif)v tke iiiw leridge, sind ski In , 1uirrJ to

pur {ow) rhe,47tis_nolry i3I -.41d

imele IJCflhIfIcJ w

deveop t-,Q t-,_Issessrnent ned_kinments which

p:{=1 Ct II; of iefl) cind d u uii )550SS

their knowledge und ski Hs in The 5p -Tolty mu-

ident fy L1VCJ i trb le reg Iona I ontinuing edu Lt

ti LiI i Lig q01111 iJEiJ re=isiout LtS IU ih pec y oreo;



b.

ifa
V-

I ICI I i uncl e Althauvf, develtipn

and i H subsequently identify additional

prograrns and resouces N.v1-fich are not available.

- plan haw to develop, obtain, artd publiLize the

ntin:Jing education plogr. needed in the

speck, lty areas. Local continuing educati

Tesaurdes already available within ucoCnvc and

work seHngs will be u ilized,

- Thipleniet the conHnuing edlicof ion plan.

ienal Level- Study

IN to eduLet iov, (Dgfaii

cciallzd ,e9i0,10 I

CI4I J cal lu L 11-,1 C oc,

lo,1 1 la, 45 ,

t

Or I le ctill tl A fri. I. I), 5 ,

it) ilitLifiy ,wet, 11 u Is.ii ILjlit It) I/IJI

study focus is on H development of a variety at self-study

materials which can readily be made Qviii la file to ru

cis well a urburi proctif tArld



The national le4el s wi I be implemented in tile foHowing

mut -ir) =

( 1) I tot. I pru ct it ono- 1.) ,1

eciliCC4ors with exper ti_so it) the speciialty a rea

(2) Idebtifi,cotbiti ducLurien needs in

(6)

Ty u, by moons filLdt.: v c@.-

ili4ing the ,Ase,.Imeol men deve t_.7A

r h repionat study.

I

11,.! t±,1, , can t I

.filoiti

hut 101 ftiotet ,up

t Ora ct if! orwis of fki educators to! pt_irpas es ot

Ori .

Di`hikut im` Dr -stooy too to, 1

ti'opors ond t=idurla "
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:=Jf, the_ tvlethodolog Problens Ln,:ount ed; EvJluotion

of the Met kaclokog ; Recommendations tpr Revision and Refinerr en

Pateritiol Apyl for Other Heel h Cute Professions

Th'e low-4 inforrnotion describes t-f, work perfpfcned mid the

rnethodoivgy used on the Port I sectich of the project conducted

horn Jul y I974 tc.., December JO, 1975_

rep Prepoio nor( irluLT Hip&

JU'SCIIF-411,41 ..4t 141Ciltl)_ i.4I4,,j,

P. t2,44-t )1,Jtt (7,t1t14,,Ac-JJ I ,_,, r,tI , 4;

41, 1 I,. r .., (4, 4 4.4 L.(4 f,

itj4,4 , ..= t

r I I . r,

yea 1,-( 14,4l4

I., I i I f

C7C-11 Cr C Z ,41) it14 4 4-114 11 nit, th,J
o

Puit I una Purr U pr.._,31c.-:,,,75_ A:, is mai co rtfri thc tirr,e1,100

s on-1G f the project activities vvete concer.-ent with each other
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The Project `.)taff discussed the selection of speciality areas

with her rnumber of the ACTA nati nol oti'fice ,ituff, the

AOTA Continuing CrtiFcton Program Feb _1 .1[19 Comm tt ee,
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se of the data horn the AOTA Data Questionnaire sent

to all AOTA members in 1973. Having objective informa-

tion about the types and number of employment settings

and clients w- an important element in deciding what

speciality areas should be selected.

devloprnent of criteria for the selection of the speciality

discussion of the selection of the speciality areas with

other members of the AOTA national offIce setaff,

the Coordinating Committee and the Division of Associated

Health Professions. It was useful to present and discuss

the ration le for the selection of the speciality areas

with persons not inti- ately nvolved- in, the project and/

or the professio

selection of speciality a eas according to health conditions.

N w that the Project Staff has- more experience and eXpe e

in the development of standards, we believe that it would

have been too costly in terms of ti e money and effort to

-23-
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'develop standards accordIng to the original modular

approach. In addition, it would have been hard to avoid

overlap and duplication that probably would have made

standards difficult to use and und rstand.

selection ofgeneral (e.g. physical disabilities) and diagno tic

(e.g stroke) speciality.areas. It was, a good decision to

explore the usefulness of a co. bination of general and

diagnostic standards. The Project Staff anticipate, hat the

physical disabilities stand can serve as the general frame-

work and baseline for the development of stanckirds for

additional diagnostic categories, e.g. spinal cord

InIurs hand injuries, and cardiac conditions. Having

the-ge'n-efdl-b seline established should mean that only

niare-specif c details will need to be added for each

diagnosis; thus saving tIme, costs and effort.

Since the stroke and arthritis standards are more detailed

and specific, it is believed that they will be more useful

for chart audft4ecord review purposes than the 9 neral

physical disabIite s. standards. For this reason, occupa-

tional theraPists may need to develop standards in more

diagnostic areas for chart audit/record review purposes.

2 8



d. recommendations for revisions and fefinement:

The Project Staff recommends no major changes in the methods

used to select the areas of practice; hoWever, within one of

the methods used ( he development of criteria for the

selection of the-4areas ) it is recommended that the criteria-
.

not be developed until the long range purpose for the

development of the standards has been clearly identified.

The answeri-to Utah questions as "Why are the standards

nebAled?" and "How will the standards be used?" should

.help in the development of criteria for the selection of the
r

areas of practice. For instance, if the standards are to be

used as part of a re-certification program, it is important to

care ully analyze what types of generalist and speciality

certification will be av 'fable to the practitioners.

Step 3. Selection of occupational therapy practitioners and educators

as task force me bers and/or consultants for the deline tion of roles

and functions and the development of standards of perforrnance; selection

of consultants with expertise in the development of standards of

job performance and patient care evaluation studies. scope of

work items Lb. and c.)

-25-



a. desciption of the hodology:

The Project Staff selexted the task force members and con-

sultants on the basis of recommendations which were sought

by mail, phone, or in person from members of the Council

on Practice, national office staff,'Coordinating Committee

and well-known experts in the field. The list of task force

members consultants, and Coordin ting Committee myfnbers

is attached in Appendix IV.

At least four task force members were selected for each

speciality area of practice. The criteria for the selection

of task.force members and consultants included: exp

knowledge and skill in the selected area; experience m

develDpment of standards; representation of a particular type

of work setting and experience; ability to work in groups;

intt and availability to work on the proj The.ability

to write concisely and clearly was an additional diterion

for the occupational therapy consultants.

Whether or not a person met the criteria was determined largely

by subjective judgement%based upon knowledge of the person,

-26-



experience in working w th the person, .publications, and

discussions with the person.

Since not all task force members met all the criteria, the Project

S aff also considered the composition of the task force in

terms of a balance of expertise and abilities so that the task

force as a whole mot the criteria.

. evaluation of the hodoiogy:

The methods and cri eria used to select the-thsk force members

and consult ere satIsfactory. With fe ceptions, the

task force members and consultantsworked effectively and

efficiently; sho ed a commitment and interest in the project;

accepted responsibility which required extra expense, travel,

and work beyond their regular job responsibilities.

Although problems arose in some of the task forces, for the

most part, the problems were due to the nature of the task

itself rather than to the task force e- bers.

c. recommendations for revision or refinement:

Although-the criteria used for the selection of the task fore-c

members were satisfactory, it would have been beneficial

-27-



to spend more time in an in-depth analysis of

how well the person met the criteria.

. Because the Project.Staff felt, the neces y to select the

task force members withIn a limited period of time so that

work on the project could begin the staff spent only the

equivalent of 2-3 weeks , in iden ifying possible candidates,

soli iting recommendatIons, analyzing the infor ation,

and contacting the candidates. If time permits, it is

-recommended that noré in-depth information about the k

candidates' qualifi-cations be sought from more people,

i.e. -each candidate's qualific tions should be discussed

at length ith t/ h candidate and several other persons.
F

ep 4. The delineatIon of roles andlunctions tn each of the FIve

spec! lity are scope of work, items I .d and e.)

a. descrip ion of the methodology:

The primary purpose for delineating the roles and functions

in each speciality area was that the delineation was expected

to provide an initial frame of reference, foundation and guide-

line for the development of the standards of practice. The

-28-



Projeo Staf believed the delineating process would provide

a necessary ocus and beginning point for- the development of

the standards, and would help identify and clarify differences

of opinion an the philosophy, theory, practice, and terminology

used within he field of occup tional therapy.

The definitio of roles and Functions was thought to be a
u

prerequisite hrst step toward the development of standards.

The Projeet toff believed that until the job, the ---sks, or

the performarce -elements were identified, no explicit stand-

ards could b established to determine how well someone was.

perfor7Ming.hi The_dssumptico was that before

statements --o Id be 'Made indic -ting "how well-quality"

-"how much -q

a person is ex

ality , "in what time", and ""

ected to perform a task that tI

first be clearly identified.

what manner"

e task must

Puring the First quarter of the project (July to October 1974),

the Project Staff developed a plan to utilize three different

methods to delineate the roles and functions. Once the project

was completed, each method would be analyzed according to

effectiveness and efficiency.



The three methods to be used were:
fi

) On the basis of th ir own professional expertise and judge-

ment, the task force members would delineate the rotes

and functions. These delineatipns would be sent to

other expert therapists for review and critique. Revisions

would be made as needed. The task forCe on skilled

nursinp facilities was to use this method.

2) The ta k force members would ask other expert therapists

to identify the role and function of occupational therapy

in the speciality area. This information would be

obtained through a qtlestionnaire developed by the task

force. The results would be analyzed and the delineation

prepared by the task force members. The task forces

on mental health and developmental disabilities were to

use this method.

On the basis, of a-selected litera ure review, the Project

Stff would delineate the roles and functions, The

delineation would be sent to,the task force memebers

and other expert therapists for review and critique. The

Project Staff would revise the document as needed. The

-30-

3 4



task force on school systems and stroke would use this

m thod.

As discussed previously in this report, the selection of the

speciality areas was changed during the second quarter of the

project. (October to December meant that two

of the task force, chool systems and skilled nursing facilities)

were discontinued and t o new task forces were formed (physical)

disabilities and artilritis Consequently there was not as much

time available for the Project Staff and the new task forces

ta delineate the roles and functions and have the documents

reviewed and critiqued as was originally planned.

At the time wken the selection of the speciality areas was changed,

the task forces on mental health and develop ental disabilitie

had already sent questionnaires to several hundred occupational

therapists. The infent of the questionnaires was to establish

the parameters of Occupational therapy practice in the speciality

well to begin to specifically define the functions of the

occupational therapist practicing in the speciality area.

- I-



The ental health que,tionnaire was sent to 250 therapists

w rking in the area of mental health. The 250 therapists

were selected from a Stratified sample of n mes obtained

fr m a computer print-out based on the data obtained

from the 1973 AOTA Data Questionnaire.

The developmental disabilities task force sent several

questionnaires to expert Sccupational therapy practitioners

and educators which the task force members selected.

In each Case, men al..health and developmental disabilities,

about 50% of the questionnaires were returned to the task

force members. The ment I health task force had access to a

computer, at no cost to the AOTA or the contract, thus they

were able to put the questionnaire tabluations on &cornpufer

program.

Because of the shortage of time, the pressure to begin

working on the standards, and the cost of task force meetings,

the questionnaire results were turned over to the Project

Staff wh; prepared the initial draft of the delineation of roles

3 6
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and Functions in mental health and developmerital disabili

Another AOTA national office staff member irt the Practice

Division assisted in preparing tbe Preli inary documents.

During the first quarter, the Project S aff be an to identify

literature to be used ma selected literature review on the

role and function of occupdtional therapy in the treatment'

of stroke patients. In the second quarter, the Project Staff

and the Practice Division staff member prepared draft docu-
,

rnents on the role and function of occupational therapy in

the ar f physical disabilities, strqke and arthritis., in

addition to reparing the documents pertaining to mental

health and developmental disabilities.

The delineations of roles and Functions were organized accord-

ing ta the major processes of octopational therapy practice:

evaluation, programor treatment planning, and program or

treatment implementation. The m jor responsibilities within

och of these three processes were ide tified based on the

n obtained from the questionnaires, literaturein for

review, other expert therapist d/or personal expertise and

j dgement. In some areas, e.g. stroke and ar hritis, specific

-33-
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treatment approaches or techniques were identified; however,

for the most part, the delineation rather general, allowing

for greater freedom and flexibility in the choice of particular

treatment methods.

In general the delin- tion of roles and functions reflects a

blend of actual and optimal occupational therapy great; e.

There was considerable debate over whether the roles and

functions and the standards should reflect a tual or optimal

practice. This isstie will be discussed in the next section

dealing with the development of the standards.

All of the preliminary role and function documents were

reviewed and critiqued by the Project Staff, other members

of the na ional office staff, the task force members, and.

selected experts in the field. The talc force meMbers reviewed

and critiqued documents inrneetings and/or by mail. It was

decided that tile documents needed extensive revision

in order to make the content more comprehensive, and

to improve their clarity and readability. In order to do this,

the .Project Staff 'utilized-c nsultants who were expert

therapis. in the spec ality area and who were well-known for

-34-
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their ability to.write clearly and concisely.

E ch consultant worked a total of iwo to five days on

reviewing, editing and rev sing the documents. No

consultant was used in the area of mental health Because the

Principal Investigator for Fort II and the mental health task

f e for the Part II project ere ble to satisfactorily

delineate the reles and functions In mental health. The

final documents are included in Appendix V.

b. problems encountered:

The Project Staff were uno a e of the Feder l govern -ent

requirement to have prior approval by O. M. B. of

all questionnaries which are to be sent to more than nine

Persons,. Since the questionna. es had-alyeady been sent,

e
the solution to the probelm was to not charge to the contrac

any expenses related to,,the ouestionnaries.

Other problems were related to the amount of time which the

delineation of roles and functions required on the part of

Prbject S ff and task force members. The task force members

were no -ble to meet frequently because of'time ran



contraet budget limitations. !laving 'to rely on mail : and.

telephone con-,ifnuni cations made 7 collaborative thinking

difficul

addition, .the .flroject Staff and taslc force el bees did

not know exactly hat type .of content, scope and elepth,

the detinealion.of roles and fun cFi2ns

would be the most useful _d5 the founda ion and fro

for the next step of the development of the standords .

Similarly neither the Project Staff o task rcp members

knew the best--paS iblemethod'to delineate the miles

functions. These "unknoWns about the nature of . prOduct'

and the methods- contributed to some disagreeMent and.

frustration on the part of the Project Staff and onie of the

task .force members.

An her problem in some instances was-the tendency, for the

Project Staff and some task force membersto become self,

invested in their work. On occa ion this made it difficult

to occept and incorporate comments and sugg tions from'

each o her andfrom the reVie ers. Considrable time

4. 0
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and effort as pent in obtaining concensus in aceas such

as technical terminology, definition of terms, and the

inclusion or exclusion of controversial functions and

techniau

Some of the tdsk force members were confused about the

purpbse and potential use of the delineation of roles and

functions. Although it was explained that the purpose

to provide a frame of reference for the development of stand-

ards, many of the task force members were concerned th- t

publication of the roles and functions woulc:kmean that it

could be used for purposes-aher than the intended purposes.

For example, they were concerned that the document could

be used by the federal government and third-party payers

to determine reimbursement for occupational thercpy service-

in malpractice suits, and in legislaion requiring a definition

of occupatiLn-I therapy services

As mentioned previously, there considerable concern
6

and discussion over whether or not the delineation of speciali y

area roles and functions should reflect actual practice or optin

-3



practice. This problem arose because there appears to be

some disparity between actual practice and optimal practice,

and because there are philosphical differences about the

type of occupational therapy services that should be provided.

Although the Project Staff and consultants revised the delineation

of roles and functions to reflect a blend of actual and op imal

practice, they were reluctant to insist on dras ic revisions on

which the task force members emphatically could not agree

or which were not reflected in any of the reviewers' comments

Since the purpose of the delineation of roles and functions was

to pravde the task forces with a frame of reference for the

development of s andords of practice, it seemed unwise to

insiNi on extensive ,tnt changes with hich the tusk tu,e

did f IL/ uyfee

c. evaL,utur ul the t-

The P1OCLt Statt believes too moLh lime wes spent on'itie

delineation of roles and funet (ins. The ptocesses used,

i.e. the questionnaire and the literature review, were

probably not worth ihe costs in terms of staff and task force

time and other expen

-38=



In addition, because of the concern th t the documents

would be submitted as part of the work produced on the

contract, too much time and effort was spent making

the documents suitable and satisfactory for publication

and distribu ion Although public education was not

the purpose of the docuTients, because they were to be

published s part of the final contract report and would

therefore not be limited to internal and restri&ed use

by the Project Staff, task force members and consultants,

it became necess ry to spend more time in making the

documents as comprehensive, clear, and as readable as

possible

In 1)11e uefUlricSS to th0 Di

force membeis, the written documents and the process of

delinea ing the roles and functions were of limited, short

term volu _ in relation to their putpose on the contract and

the expense ut time, effort and cost in producing them.

d. Recommendations for revision und refinement:

It would be of fur greater valve and less cost,to state from

the begining of the project that alt1 _ugh the roles and

-39-



fun tions would need to be discussed by the task force

members, only "in-house" notes shoula be made as needed

for reference purposes. Since the standards should be

distributed for extensi- e review and critique, there should

be na .need to also send the roles and functions for review

and critique. Likewise, no documents on the roles and

fun tions would be submitted as part of a report that would

be published and made available for .iwide distributi-n within

the profe -ion,that is dev loping the standards and ny

other organization or agency.

Another pusible PPI h woul o hove consultants

cpule dt1 11111101 written &Cal Of th, roles and functions.

Thk iiut ajid be made availabl to the task force

siu Ipuses oidei I

in thinking about th ft and tent -f th e

standanis It is tnk_ommended that LUrSuI1Uflt5 uthei than

the Project Stuff, piepure this initial draft document, unless

the Projet Staff themselves are expert in the particular

speciality

4 4

-40-



Another recommendation concerns a question which the

Project Staff later raised "Is it absolutely necessa y to

define the roles and functions, before attempting to

develop standards?' For instonc it might be just as

useful to first define the expected outcomes of

c5upational therapy services, e.g. "What do you want

the client to achieve as the result of your services?"

From the answer tc; this qu stion, it would be possible

to move to the next question, "In order forjhe client to

achieve this outcome e.g., independence in performing

elf-core activities, what occupational therapy services

-should be provided?"

Ihe next )tep of dev l-piny the standards would be to a5k

the ques . "What evidence wo -Id you look for in order

to determine if and how well that service had been provided

(process st-ndards) and if the client has achieved the

expected outcome (outcome standards).

These questions will be discussed further in the next section

of the development of the standards.



Step 5. development of standards of job performance. cope of work

item I.f. and g.)

description of the methodology:

I) review of li erature:

The first step which the Project Staff undert o9k was a

selected literature review on performance evaluation,

the development of standards, and peer revieW.

The literature on performance eval -nd the develop=

ment of standards hich was found be the most useful

is listed in the bibliography in Appendix VI. A biblio-

gduphy of selected literature on peer revie in\cluded

in the packet of ion peer I e

in Appei,diA VII. l is impur a it to note that this was

not a c.amplie III -_pth IiteiaIue review of (All ovut

attached

Oth&I uiiu r,,,ievved I Lri

from health core Fro essional ass-aciattons at the notion- ,

-.and local levels. The Project Stoff reviewed some

ie standards tho had been previously develop d in

the fields of occupational therapy, psyd,hology, physical

thorePy, medicine, social work, and nuk-sing.
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Most f the standards which had been previously developed

were proce4 standards which did not specify the expected

quality ley of the task to be perf rme* Instead, the

standards were a general description of the task to be

performed, with very little indication of "how well,"

"how much", "in wh t e" , or n what manner" the

task should be performed; It was more 0f a question of

,wnether the pr e itioner performed the task or not,

with no question 460 the quality of the task perform-
9

once. For instance, a common type of standard was

"the practitioner should document the treat -nt plan" or

"should evaluate the eliertt"; This type of s andard gives

very little indica ion of the.expected content of the

trutriient plan or evalution What is to be evaluated?

What should the tiwufinent plan include? How should

the treatment plan be rela ed to the evaluation result- ?

ndards attemp ed to specify a quality level by

9 that an appropriate-evaluation should be done",

or that "tile treatment plan should be appropria

However, thi- type of qualifying _diective does not give

-43-
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guidance to the person who must decide if an

appropriate" evaluation was done.

The Project Staff recognized some of the diffi ulties and

dangers in developing standards which spec' i d the

elements of quality, quantity, time and manner; however,

the s aff decided th t it would be dvantageous to try

as much as was feasible, desirable and realistic to

include so e of these elments into the standards.

Inflexible and restrictive standards were naturally to

be avoided; however, more speific standards which

contained some indication of the expected quality level

would be of more use in assessing the quality of practice.

The degree to which to Project Staff and task for-

members were suceessful in this at mpt to specify

quality levels will be discussed in another section

of the report.

2 ) discussion arkshop with consultants:

During the second quarter, the P- ject Staff met with

the principal consultant Dr. Brown. The process of

4 8
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developing staridards was dscussed and a workshop for

the task force embers was planned.

A 2 1/2 day workshop was held during the third quarter

(January 1975). Dur.ing this time, the two consultants

(Bro n and McConkey) assisted the Project Staff, the

AOTA Practice Division staff member, and the task

force members in learning the process of developing

standards of practice. The pro ess will be discussed in

another part of the report.

3) meetings with task force. membecs:.,

The task force members worked in small groups, accord -

ing to their speciality area, e.g standards for develop-

mental disabilities. Four of the task forces had chair-

person_ previously selected by the Project S f; one task

force appointed their own chairperson. '

The chairPersons were responsible or tlf. work of the task

forces and for comrnunication with th- Project Staff and

Practice Division -taff member.
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The consOl -n s held one workshop with the Project

Staff and task forde members. For the remainder of the

project, (January to December lc175) the task forces ld

total group meetings with at least one member present from

the Project Staff or the Practice Division. There was only

one meeting of one task force that a st me ber cl-id not

attend. Most of the task force members worked on the

project outside scheduled total group meeting time. some

task force members worked individually and/or met with a

few other task force members or other therapists on their

own ime and their own expense.

There was extensive reliance on mail and telephone

comm uni cation in order to reduce travel and per diem

expenses. All of the task farces met a least twice;

most of the gruups met Four times; -no task force met

five times.

clarification of terms:

One of the inttial steps in the process Df developing
,tivt

the standards was to clarity new terms that \dare

frequently being used by the consultants and Project

.Staff.
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- The Follow ing definitions were given to the task force

me 6 rs-

Standard - "5 ething established by authority, custom

er general consent as a model;for exa ple, something

ablished for use as a rule or basis for comp n in

measuring or judging capacity, quqntity, content,

extent1 v lue, or quality."

The type, model, or example commonly or generally

accepted or adhered to; criterion set for usage of practice."

"A level of excellence, attainment, etc., regarded as a

ure of adequacy."

Syn. criterion, gauge, yardstick,

"A statement which indicates how well, how much,

what time, and or in whet manner an individual is

expedted to perform a task . "2

IGuralanik
David B. (editor): Webster's New World Dictiona y. The World

Publishing Company; New York, N. Y. 1972

2 Gray, M. "What are Criteria for Performance Objectives"
Evaluation, proceedings of a Training Institute, Bella J. May, Editor,

College of Georgia, 1973.

Performance
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C ent: "Standards already exist in the form of

a lob description or a list of tasks to be performed.

Caution should be taken, ho ever, to develop stand-

ards for the level of acceptable performance. The

standards must be stated in measurable terms. They

, should be s ated not only in terms of what is to be done

but also in terms of how well it's to be done, how often,

how much should be accomplished, and any other

.3quantitative criterto.

Structure Standards "the appraisal of structure involves

the evaluation of the settings and instrumentalities

available and used for the provision of care. While

including the physical aspects of facilities and equip-

ment struct,rre appraisal goes far beyond to encompass

the characteris ics of administrative organization and

the qualific

Proce

ions of health professi n ls.

Standards - "the assessment of process i s the

evaluation 'of the activ Ces of physicians and other

3
"Cross-Refe enc " merican Hos ital Ass ciatiun. V 1.-3, N. 4
April, 1973.

4 Danabedian, A.: "A Guide to Medial Care Administr tion, "American
Journal of Public Health, Vol. 11, New York, N. Y. 1969.



health pfofessionak in the nagement of patients,

the criferion generally used is the degree to which

management of patients copform wih the standards

and expectations of the respective professions. These

standards and exPectations may be derived from what

is considered to be ideal, good, or acceptable practice

as formulatad by recognized let4ders of the profession.

Such standards may also be inferred fr m patterns 'of

c re observed in actual practice. it5

Outcome Stand ds sessment of outcomes is the

evaluation of end results in terms of health and satis-

6
faction.

Quantity Standards "re ers to the how many, the how

much, the number, the amount. It is generally best

if quantity standards are sta -d as a range of acceptable

quantity, rather than as arktabsolute amount.

5lbid,
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The folIowiig stctments are examples of quantity

standards:4

ites 3-5 progress notes per week

2. evalua 2-5 patients per week

3. attends 60-80% of all case conFerencs withtn the
Rehabilitation Department

4. performs passive ROM exercises at least 5-15
minutes per day with each assigned bedside
patient

writes l3 treatment plans per wee

evaluates, plans and implements tre tment programs
for 25-30 'patients per month."7

u lity Standards - "refers to the how well

appearance, the acturacy, the error rate, the resUlts

obtained

The following statements are e rnples oF au lity

standards':

no mare than 5-10 errors in every 25 nuscle strength
evaloations

treatment pl s re sufficiently accurate; the
instructor rnaks fewer than 4 changes in each
treatment f'31ar

7 Gray;
-50-
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dent makes few errors in teaching patient
dressing techniques. The student is corrected
no more than 3 times

written reports, treatment plans, progress notes are
written so legibly and neatly that not mare than
5 out of 100 must be redone

at least 75% of the time, patiebts are able to follow
the student's direction. Patients do not make
mistakes, become confused or irritated because of
the student'sinstructions

student establhhes suFfiient rapport with patients
So that few patients 9dplain about the student's
manner or attitude

no patient is ever-s I usly herrned by what the_
student does .8

Time-standards refers to the how soon, the time within

which the'lask should be star

it is usu Ily best to st t

as '. an absolute amount.

or completed.

tirne as a range, rather than

The following statements are examples of time standards:

within 24 hours of receipt of patient referral, the
student has reviewed the patiet t's medical chart,
and has completed on initial interview with the
pa tient,
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2. treatment plans are conipleted within 2 day after.
evaluation is completed

initial evaluation note is written in pati
record within 3 days after receipt of referral

4. - all accident reports are submitted to supervisor
within 2 houts after accident hos occurred."9

Method Standards "refers to the manner in which the

task should be done, or tine method which should be

used, or h w the task should be performed.

The following statements are examples of method

,standards:

I. the student writes legibly

2. the student speaks alba rly and di- inctly enough
be eaSily understood

the student uses the Denver Developmental Tesfi
battery to evaluate the Chi Id 's level of development

4. the student always locks the brakes on the patient's
wheelchair before transferring him from iNheelchoir

bed

5. follows standardized procedures for eva1licting ROM
as outlined in the procedures manudl."

. _

Ibid.

1°Ibid.
5 6
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discussion of process vs outcome s andards:

From the ery beginning of p -je6t there v..jos x hsive
_ ,

discussion on the advantages'and disadvanta9es of

developin process standards s. outcome standards.

One'.-of the problems with te process-briented approach

is that it may allow the quality assessment peaces

the re-certification progarn to lose sight of the Main

target - the client Instead of focusing on the ultimo e

go l the client's heneFit from the service, the process

oriented a pproach focuses on what kind of services the
_ .

clienureceives. Another potential disadvan age to

process standardsis that they niay tend to stifle creative

experimeritation and research with new treatment methods.

Oh the other hand, out e standards are dif ;cult to

state in such a specific manner that it can be clearly and

easily determined that the client did or did not achieve the

expected outcome. In order to be usable, the outcome

standard must oe stated in 5uch a way that the therapist can

document evidence of the client's achievement of the outcome.

5 7
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If the therapIst does not or can not document what the

client chieve.,--,then the chart auditor can not identify

if the trne standard was achieved. Accordingly, ihe
t

herapist mustuse of obtaome standards requires that

t..

lea a different type of documentation; e.g. the docu en-

outcomes rather than process.

Anot er problem arises over the question of the relation-

he client's nonachjevernent of an out-ship betwee

come and 'the therapist's lack of competency. Since

many variables can affect the outcome, e.g. client's

otivation, finandal status, family relatuorships,

types and degree of health problem and age, and since

there is not sufficie t research evidence on the relation-
.

ship of client achievement of outcomes and- practitioner

competency, it would be difficult to d ny re-certification

to a therdPist

standards.

-hose,olients do not achieve outcome

This same problrn holds true for the use of process s'tandards

I e basis for re. ertification -Without suFficient

research e idence, who is to say that ,therapists who do

-54--
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A..
not met the prbcess stanpjds are less competent and

should be denied re-certifica on? On the other hand,

one of the merits in the proc is approach appersto be

that since process standards are statements of what

occupatielnal therapists consider to be good or tijuality

es3ccupational therapy practice, it weuld seen, ro

f llow that a therapist who is not providing the

quelity servkes shooki not be re-certified.

This diScussion Of process vs outcome s

-'fo.the fact that the AOTA must be wd-remely

points

ul

in_tbe.design of the_rertificoljon progrom,_ Thp..

re-certific tion program must use policies and procedures

which protect the consumer, are fair to the therapist_

ond are legally defensible.

-Eh refore until solid research evidence is available

an the rlatonship of proCess and outcome to job

competency, one ppr_ ch to re-certification lel be

to establish a policy that re-certification will be given to

those therapists' he are:_ tisfactorily participating in an



on-going quality assurrince program using mbination

of process and outcome standards hi a chart \udit record

review program. Guidelines and procedures could be

developed to identify satisfactory participation in a

qua litwssurance 'pr gram.

In summary; the Project Staff, and most of the task

force members, consultants, and the Coordinating

Committee members agreed that since one of The principal

p rposes of this project to explore and develop a

methodology for the development of standards') that We

_should attempt_ to de

standards. Also, since we were not sure what type

I p both process and outcome

of standards would be useful For re-certification purposes,

we concluded that the development of both types of

standards could be helpful in ev ntually making a decision

on what types of standards would be useful in.a e-certi

fi cation program.

discussion of actual vs-. optimal practice standards:

An ther decision that had to be made during the

development of the standards concerned the question
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hether the standards should reflect actual practice

or optimal practrce.

While there was a strong desire to help improve the quality

of care by deve.loping high standards,..there was also a

concern for the practitioner who will.be trying to meet

the,stand_ ds. Until there are enough continuing educe
,

resources whi ch are relevant, of reasonable cost, and

easily accessible, it does n t seemleas-nable to expect

practitioners to provide services which they-have .not

b en trained to provide.
- ...

Althaugh the AOTA Standardk-for accredited educational

programs reflect optimal occupational therapy practice,

,the the pist who will- be portcipting in the-re-

certification program will h ve graduated from an

education program at least five

means tha

more years ago. This

Ithough educational progr ms-have cqntinually

updated their programs to reflect optim l practice,

therapists may not have had the sa e oppotuni y to do

so, except through loCal continuing education programs.

-57-
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Participation in graduate education is beyond the

financial resources f many ,prOC'ti,tioners,

Another reason for not developing optimal s andards at

this ti e is due to a concern that if the rds do

not appear reasonable and achIevabletáthe practitioners,

'the practitioners will be reluctant tO- participate in the

re-certification prograM.

After discussion of these points, adectsioñ was

try to develop sten ards which reflect an acceptable

les;e1 of pr ctice rather than an optimal level of

practice. Since the intent is to periodically up-dot

the standards as practice improves, the standards should

Ily reflectaptimal practice.

identification of characteristics which the standards

should_have:

With the assistance of the two consultants during the

work hop mqeting, the Project Staff and task force

6
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members determined that the standards' should have ,

the following characteristics:

event

understandable

measurable

. behaviora I

achievable

which the Project Staff and the

worked oh the standards tHe standards weie pertodic Ily

reviewed to determine hw welt they weregrneeting these

characterist cs. Revisions ere made accordingly.

) Preparation of initial draft of the s ndard.:

The basic method which the Project Staff and task force

members used was group discussion with at least one

person reccirding significant points on a Fhp chart or

other paper No specific group process tethniques such

as brainstorming or the Delbecig technique ereA.Jsed.

Although ther e were differences in the dyna ics of the

group, the task forces basically used the same procedure,

with some variations in terms of sequence.



The general procedure used far the development df the

process standards was as folio

the 4ualities of "good" practice were identified,

i.e. verything that a therapist should or should

mat do for a given client was listed; from this list,

the most essential and. critical tasks that a trap

must or should perform we 6 ident fled.

these t sks vsrre grotiped according to the categories

of the total process or proctice in occupational

therapy, these categories wereevoluati on, program .

planning and-p'r 9i-ara-impaementation.

the list of tasks was reviewed duplications

de leted; missing, tasks. w e addeclezi:,

as much as possible, the taski were written so hiSt

the task statement included an indictio h cif how:

well how much'14-1

-60-
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the Ihera stwi to per

'some cases, these elements were not included in

k statements because of a concern that the

standard would be too rigid.

,T ly, a standard does not have

elements. It can be sufFicenr to simely s

d as a. task that must b0 .perfor ed

have these

merit the treat- ent plan"-;.

f standard. esuied .by simply de

if the`ther pist Performed the task. Ho

stated preViousJi, this type andard does not
_

give any "guidelines for deterrmg wbetherthe

me t plan

the standdrds were he task force

members and staff to det the standard

the desired ' : teristis of being relevant,

standabl,e

6 5

al, and achievable.



The general procedure used for the develtent. f the ou come
tza

standerdi wai llo s:

the problems which were comrnr dywhich required

occOp hional therapy servi ce were identified .

b) th'e goal; or objectives wer

Ch problem. These goals

outcomes.

'the ted ou Comes were

ed in relation

e the expected

o cagories

related hd the over-all goals of prctrce. For instance,

'in occupational theraPy, the epcted outcomes

ouped into coteries such a$,!'independence in

,s-elf care erortnAic impbv ,P416 L 0 ctio 6-,t ,
,

as much

written

p ssible, the exp

that

cted outè

e.statement ,icl

es were

ded indication of

how well, h w much', in what mnriner, and/or

in what ti e the clieht was to hie the out-

come Again, like the process standards, this

6 6



not done For -1

tbsk force

be too rigid

all clients.

ndards, bec u th'e

'lhought the standards wopld

ilways bappIicabIe to

he standards we

rne bemand staff

were relevant,:

termini if the standards

ndable easurable,

.behaviF66,d,Q oubl e

made as n ed

.evisions were

It is important to nt that in the early Stadis

project, the staff and k force mem4ers were

unskilled jn these pr edwres. therefore, -a e of the

steps were erforrned M. or cessfully than others fhe 7

next step- of having other th rapists critique the standards

proved I.; be an etrrnl qont and valuable meth d

of identifying errOrs ims, areas of confusion,

as well as areas oFaree

critique of the s

6 7
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As .ectch task force comp! e n iti al doff

toncla rth d al I subsequ enti'y revi ed dra fts the bnd

tn.
he to skaids mere sent to

Fore th

the r thercpis ts for wit iq

foll p s for

t-fcer

the selec tion of e)cp.ert thcropis ts'

the selec tioti f -tliereptsts vvh a wer vie!! knovn

for th ei r exp: se in,t he spec ia lity örecl, but vv-. ha

ffere not tieqopsan y known .perornlI y by ditdsk

of. therapts vvh ovre ernbers

specil inter, t rup, e g. ehe develo rat I

d isab ilfi t spcia I Enterèst group

sel

I

f. 9

rapists srdh o id enti fi eèJ th,em-

the peckil i!), rear e.g.. mentc:

h e h, THs infalLrdat ion wc obtoned frorn a



print-out based on data available from the 19 73

AOTA Data Questionnaire.

the sel ection of ;herapists who responded to a

n- ice in the ADTA Newsletter, indicating

that any interested therapist may critique

the sta dards,

The thetoplsts wI asked to crItique the standards

received the folio ing Litems in cdditiori to the s andards:

a letter of orientation tathe project, the deadl ine and

instructions for the critique u glosumy t tnrs , and

stamped, self- ddrensed refur n envelope.

I-LA Ire pa, he Jud time a

wit 1i many cornmor,r5, 1 he Itiow3I seemed f o he tuvoiab

received and t He hem" .msts Wet e L10 Ite

10 anul ys is 0- t the itpiiewer5 ciIl1ue, ievstuii ot he &olds

as needed:,:

The criticiuer onalysi;,. and revi si on phose ppm

of the steindo rds was a cant in UbLIS cyclical proc,..iss



March te December 1975. The Critiques were analyzed

and re ons made by the staff and or task for.ces.

In some cases, the critiques were returned t o the staff,

who reviewed them and sent the cornrnents.-to th task,

force members for their use either indivieNd4

next task Force rneetiriq. In sortie inst

revised the standards and sent them

members for review and comment. Iro

me ber of the task force or the chairper

critiques and was sponsiluu e for wmrnQrzlri

in prepa ation for the next task force meeting t

the standards.

revise

Durmq thc 10,t review periLod, August October 1975,

oyet two hundred ieviewen 111)11 led critique of the

fundords to the Froiect Stott to( ieview, ono lysis ond

In 9ulic11, tliG Li,1 lc favorable;

ho ever, thole were mun> ugestions fur revisiot

cante t terminoiogy, format and orqaniznton. Many

reviewers felt that the standards would be e °=remt-ly



use ;defines far planning new programs

educa ing other he- I h care personnel about occupational

1therapy, and for assesisng fl7ko

therapy procimm.

lity oF the occupational

11) critique of the standards through a chart audit study:

a) pilot chart audit staciy:

From March to July1975, the only method used

to evaluate the standards was an arm chair"

revew of t e standards by other therap sts.

The revirwers critiqued the -tandards on the

bqss bF their awn knowledge, expel tise, and

judgement.

- Towor J P ,, end of thk =ie w ped cid, the P1 oj e-t

f dkcussed 1ie possibl ity of conduatina on

ernpirt Lai revtekAt, asking therapists to use the

oundu

0_7

hey were intended re be ;Jsed rU a

ori rvIuw = OWt uudit proporn, The, VR-IUCt

SrQ t met with ono task force ancl planned a small,

pi lot char ucjit study usinq one scat, of t -t adards.



The four members of the task force reviewed, or asked

-
other staff members to review, a minim rn of ten records

or charts_

purpose of the chart audit study, the Project

d veloped a data abstract from which the

therapists .coul,d ue to record whe-her the standard

was met or not record wbether

therapi tfQtHought relevant,

understandable, measurable, behavio al, and

vabl e.

The task force members su marized the comments

obtoine_ From the -ilot study and thc s dards weru

revised at the neKt tosk force meeting

he re-

01,1

he pi lot studyindica.Fed that churt

was a u$ett proced re for identifying areas

of confusi n inaccuracies, and duplic:ation,

b) chart audit dy vvith all the Tiards:



After the pilot ehert audit study was concluded in

September 1975, the Project Director requested and

received approval for a three- onth contract

extension in order to conduct a f 11-scale chart

audit study with all the standards.

No additional contract funds were requested,
la

because th Project Staff believed the,study cold

be conducted within the existing contract budget.

ere heid-ta 'a 4-ninirnurn by elying on mai!

aricttelephane comrnuniatohNo individu 1

t'or gr jp rneeflng were held with any of the task ,

force members or any other participant in the chart

audit study.

P(1,1 to the developrneat of the pilot und th tuft-

---le chart audit studies, th, Proi --t Staff co1Iectd

informotii on chart U Jet procedutes and develooe

a pocket of inforrnation Qn peer review pro edures.

(Appendix VII) An er s off member h

responsible for the AMA -PSRO program, assisted

the Proi oct Staff in gathering information on
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the development of stondords and chart audit procedures.

The PSRO staff rne ber also worked with another

cons ltant, Dr. Donald Ciennis, who had extensive

experience in designing medical core evaluation

studies

All of the s andards were conv.erted into a data

abstract format, similar to the one used in the

pilot study. The data abstract form included the

standards, and a section to be used to evaluate

each standard. One of the data abstract forms

used in the ch_ t audit study is attached in

Appendix

,The P

so lect

ct oft loll ovsnr -rIteriC to

articipate in the study:

eNperier1ce with -=--hart audit pr

witi -he devele

expert 1QCtitluiel n the peciuIity eieu.

-edures; perienc'e

OF rec nized

4
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A total of forty-two therapists were asked to

participate in the study. Some therapists received

standards for more than one speciality area and were

asked to select additional staff members to participate

in the study. In this way, each set of standards would

be evaluated by a minimum of ten therdpists. Each

therapist was asked to review a minimum of three

charts.

The therapists received a letter orientin them

to the study, a set of instructions with a 10 day

return deadline the st- d rds, the data Astra t

forms, a stamped, special delivery, self-addressed

re urn envelo- and a stamped,, self-addressed

reply curd indicuting whethel or n

Pa

they would

ticipate in the tudy. The therapists were also

instructed to call (collect) the Project Director if

there were any questions, howeves only four

perstris ca !led.

A total of seventy-one therapists participated in

the study; 117 dataaabstract fOrMs were returned
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review and analysis by the Project Staff. A

therapists did not hove time to participate

in the study and some therapists were able tc

complete only one or two data abstract forms.

The l ck of full participation was probably due to

the short amount of time available forlhe s udy

(10 days) and the fact tha the study was being

conducted right before the holiday season. Due

problems in mail delivery, sortie therapists did

not receive the material until after the deadline ON

date for retu of the data abstract forms.

ihe Project Staff cvit,wed, surnmalized, and

yzed th ,_oatments rec hied on the standards.

lhe standards j he dabo obstruct homs

revised uLLuIJifljly. BecOose the 5 hdords

to be i luded in the final report for the Port I

section of the Lefirt_ horc iLicto

time to r_ ndards to thedask Force itcrwt,Q,5

for their comments and recommendat

tilis was done ot a Liter dote.



The standards will be submitted to the AOTA

Delegate Asse bly for their approval. Approval

by the Assembly will.make the standards official

AOTA standards.

b. problems ncountered:

One of the primary problems encountered was

a tendency on the part of the Project Staff

9nd task forçrrtembers to lose sight of the fact

that one of the rasons for conducting the prbject

to develop a ethodology for the develop-

ment of standards of job performance. There

was a tendency to focus more on the develop-

ment of the product rather than on the pro

Altho -h t nti-n was paid to the pro-

the Project Stuff and tusk force members did

not utilize o tunclord procedure for recording

and eval ing the process. Although he Project

stuff and task foice inLer were

document what process was used, It would have

been useful to s nd document at

regular infervals the process that had been used
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during each stage of the project.

A related problem was that some task force

members expec ediM*Pete, specific instructions

on how to develop the standards, instead of

realizing that one of the purposes of the project

was to develop such a methodology. -Wh4r1,

neither the consultants nor the, Project Sgpff

gave detailed, specific TristrtIctions,-some task

force members became frustrated with what

seemed to them as a lock of direction:

Although this was a problem in the intital

stages, each task forcewas able to overcome

this ploblem awl-complete their tasks_

probltrus u bo,...use of a lud, of

c ri fica tion Una ondertunding regahting the

respect iv iules 4.,t tFe tusk tl.11 ce inerribei ond

the Project Staff Whereuli, the Project lutt

viewed the task force members as being

instrumentol in tho initial development of the

standards, the Project Staff did not view the

C
I
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task force mrnbers as boirig the ultimate

responsibiliffy for the content, fo a and

terminold y of the standards. Because the

Projec Staff ponsibk and acco ntable

for the contract work, they vie -d themselves

nec ssa ri I y having the tiniate responsibility

for the quality of the work pe formed on the

contract'. On the other hprid, some of th

task force members v

having the-ultimat

,racl r he tdsk fore as

epon51bi i ty for the -nd-.

ards So e members fft ht siace they were

selected for their expertise in the area, then they,

as the expert's, slcouIdthve the fin l auth6.4ity.

ortie of the task for ers felt, the Piolect

Stuff were making char im the iole and

functic-,n documents and tF tandards simply
a

ot their own discter ion .

tiju uiect 5tuff rradditioh

to feeling fi1t=l ine ccountabiI it v for the pr

_611

also felt that since thy WLIl IViW11 uri

analyzing the c- 'ved by hunaleds of
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+7,

therapists, that they he ski f) were able to make

reasonøble revisions of the roI Function,.

documents and the standards. if time and

contract funds.would havé',perrni more

task force meetings,, it would hqv been

desirable to hove all revisions nicde or reviewed

by the tail< forces; ho ever, time and budget,

constrnints did not allow for

the review and revision process,

in all stages of

of the other problems encurred were

ktted tize difficulty in developing specific,

ut non-rigid process standards. In some coses,

the quolity elemen,.s 9

porured into the standErds,

this wys not possible becous

t---

w

insto.1"c.

Naild id would

Si I.al problems IvHing rhc ffi,,lcud

standards. For the most part, the Outcome standards

were general, roth-r than specific, because the

staff and the task forces had eot difficulty 1n. stating



.4+

717e4it'utcome starrdard in such a way that it woutd

be achievable for most clients and measurable.

The chart audit. resul $ indicated tHat most ci,f the

outcome standards were not measurable. Therefore,

in the final vel's,ian of the standards all the outcome

standards, except thme t ra'rthritis- were .

el iminated.

Other problems were due to the divergent paints

of view regarding thelheory and proctfce of

occupational Therapy. Some therapists ascribe

to the medical model of occupational thprapy

ce, othclis 05cHbe to a heoIth/edation

rnodcl I dittQlent peisper,i Ives 0.,cuonIed

some conflkts aver whetI1 e. thc standards should

letlect an empho$i$ bei, iLe$ to, the i.duction of

pathology or an emphasis on services' to incit,-ose

the client's ubility to tunk_ ion in his or

occupotiona I rule and environment. A cuitiprornis e

solution was to iry, as much as possible, to

incorporate 1,:).th poinH5 c) vi_v !iowever, because

-77-



n dards- are -ote,g3arized ,ccording to

I [-7 pond-it ions , some therapists nay auto ot-ical ly-
kz4

-u e on e basis f thej r first inpression:

-thct the 5tarcds reFI ct n ly the medical rhoci el

Ie ctiv

A few p robl ern re encourt tered w ith the fu 11- -

czhart oudit study. One prablern vva s the s

amot of t e 1D days) ov i la 1;,1 e r th e

.rherapiS ts to roviev,./ t he

data crbs ct forrrs Corisequently, sqnie the pi sts

-were no t ob le ha port lc ie o r vier-

mc] a re rrr t ha

elurn one Or two data abs!:rac t Forrn.

A. 1011,1 p robi o'fli Ii

,

n ly a bl e= to.

I lull tO ii -Alal uucti,

t I rni1 iJ Cd I rird th C

1_ e

Adf her the si-andci d wc relev

deFIuiduIJI. t eosunabl,

1-1 J id r, or L, 1..)11,71,-.-1 ICI lid r IIL



record the tliervzipisVs reaction to the standard

was placed.on mich page of the daft] abstract firm

itself; therefore, some therapists became confused

,..over nat,-.-tney were supposed to evaluate., .

e cases the therapists tHed to record -th

.evaluation- of the chaet content rather than-
, ,

contenraf thestandard itsel

eva luation QF ihe methodOlogy-:

The process and procedures described in sub-steps

one .through-eleven page 4T-42) wer4 useful in

producing the desired results. the exploration and

development of a methodolagy to develop standards

of performance; the actual development of

star';dards of pe formance inliVe speciality areas

of occupational therapy practice.

-0*

;There vvere,a n of proI. I t'ins encouintered,

as outlined in 'the:preceding s tion.'Of the report;

however, for the most pail the probje s were

satisfactorily resolved.

83.
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The ulti ate detrintnatt6ii o ectnoness

of the methodal, gy.ond.',i,he quality of the

Will be the degr e to,which other persons and/or

groups can sattfactorily use the methodology,
.

the degree t6 Which the standard; are accepted and

d by occupational therapists. Naturally, thiewil
4444

ave-to.be deterrnined at a .later point- in time.

recommendations for revision and refinement:

The Protect Staff,:-recornmends that, the fol lowing

4efinements be-made to enhance the methOdology:.

1r if consu
1)

are-usea to conauct a. workshop on

the pro veloping standards4; hay

coeSsuflatits prepare

.instrucl n which the -Project Staff and task

nd after the

s,
men outline of

force members cari .use

if task forces are used to develop.the standards,

obtain oncensus on the respective roles of the

task force members, task force chairperson and

the Project Staff. The drds .of r nsibility and.,



authority and pie Fines pf commun ca ion should

mutually understoo

task force meetings are held;o4dys have one

persofl present who represéhts ,the

-responsibl,e fer planning

develop ent of the

hich is

nd coord3n4 ing the

ndards. Otherwise,

unless detailed written:/reparfS are received from

the,:.task.force, it is ficult for the Project Staff

.A1 fit

to be fully infor ed about the task force's work.
r

ask force meetings are held, .explore the use

pecific group precel. teçhn1qus Slich.as brain-

rming and the Delbeca technique.

ask forces ,are used to develop standards,

provide written instructions for'the development

the standards provide

standards and send each
a

ritten eXo pies of

the standards being developed by all the other

task forces. -The P ct Staffshou Id'

A



if ,other practitioners arid educators .are.asked t9..

-review nd-ccitique the standards, request them

to eturn their comments with their full naie

and address attached.. This allows for an

easier process of sending a follow-up leter

of apprediation to ,the parti !pants in the review

proces The folloq-up letter is probably an-
imPortant element in maintaining the degree

which participants will be will ng to take
,

7
ptirt in further stud-10.

s-

iPa choet audit study is .conduct-d to evaluate,

-rthe standards,_ use aseparate form for the evalua ion',

of the stahdäids;db not incorporate the valuation

form into tiiplci ta'abstroct form used for the

record review or hart audit. 'Define the terms

uspd to evaluate the standards, i.e., the terms

"relevant", "measurabi , "understandable"



if a 'chart audit study is conduCted, o

-miniMum of threweeks for the receipt and

return of,Jhe rnatOials. .Allow the participants.

to, use the -client's ove II reeo d/chart,.

aS the therapOt's. internal

.departmental recoOs.

if a chart audit study is,conduc ed, ask

ptidik nts to indicate term not underst

make suggAtion for changing any stand

with 'h they do not agre&6r do not

understand. Ask them to not onlyrindica

.where el-ranges are needed, l?ut also to reCo

what the chdnge should be. Ask for specific

suggestiOns -for -well terminolog

The Project St ff also has the following comments regarding future

The monthly reports were more useful to the Project

5tfF than quarte-rly reports. This reporting change

was made in the third quarter of the cOntroct and

proved to be very helpful. The .Project Staff also

-83-
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suggests that the contract specify that the monthly
- ...-

report include copies of all, work in progress,

even though it is in draft form. This may be

useful to,the Project Qfficer.in obtaining a

clearer picture of the direction,of the work in

progress.

2) Depending upon the nature of the contract,

mighebe useful for theiProject Staff, the Project

Officer and other associated cbntract, staff to

have the Proiect Staff give ar orat'preseritatian

oe the contract work on a-a- orith intervcit basis

sion of the- contract,
Li

Conuderation 'af the Potential Applicability of t

er H- lth Care Professions

ethadology

-The Project Staff belleVes the fano ing stirnmarized steps of the

metijodtogy would be useful and applicable to individuals and

ossociÔtions represehting other h Ith aare professions:

prepare a proje e-tabf,

selpctareosiof p the development-of standl

-84-
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.select praçitoØrs, educators ond/o

task force

t er expertsas

-em ers and or consultants to develop the

preliminary standards

d) review selected Itteratyre.o
,

the development of

standards and redord review/chart at4tprocedure s

duct an orientation 'and training workshop for the

task forcrtm bers or consultants to le rn the,process o

developing standards

Ici.iffy terms

uss and obtailh conceri

r les a nctions of task force m

-discuss and decide if process and

diScus's and decide IF the standards will reflect

actual and _r optimal practice_
.,

identif the -hara ristid5 whth e standards

should Have

discuss the roles and functions of the p c iHoners

arld the- expected a

iting s.

comes-for the cl tent

ndards.-



revise the standards

Detailed descriptions of the procedures used within each

f the above steps and reconinénded revisions end refinements

e contained in preceding sections of this report.

toridards of job performance which can be developed by

fol lowing the above methodology r designed to be used in

a self-assessment
e

peer review and
-,

r re-certification program,

_Thdse h- lth core profession groups,ar associations which desire

to utilize standards for these purrioses should be able to

the rirtkodology,

I3Ply

long as the health core profession has the

following characteristics:
w_

the mojority of onnel are direct seNice p(htiiioners-

the pfactitioners document their serviixes regularly

-ufficient detail,that the docu entation

ely reflects the seryice protided



practitioners', documentation is available inl:
'1

orne retrievable form for self-assessment and

peer review purposes.



Part II Project:

Description of (the Methodology; Prob

of the Methodology Recommendation

ems Encountered; Evaluation

or ReVision and Refinement;

. Potential Applicability for Othr Health Car essions

The folio ing information Clescribes performed and the

methodology used on the Part II secti

frorri January I o August.1.31

ork.the contract scope o

he project conducted

1976, 'The inforMat an is keyed to 4:

The objec ive of the Part II project was to

establishing relevant continuing education

divided:into two tudies: a regional level

develop-a methodology for ,

plogrom5.. The project was

fr*
tudy which.focused clA the

development or continuing bdu,cation progra s at kie

a national I vel stUdy which focused on the developme4 of continuing

educ tion pfogmnis at the national level.

Descri ion of the Methodology; Problems Encounte-rerf--

Re_ on& LeVel Study:

The focus of the.regional level.6-udy was to develop continuing

education programs at the local lave!. (scope Of worlc item 2.



Step I) Identifica ion of a region area, conta n ng s&veral )

state affiliate, associations -cope oF wrk item 2.a 1

Th- northea rn region including all. the Ne E Jand states

and New York was selected as the geographkO

the regiOnal level study foe the followtng reasons :

approximately 24% of the total of oecupdt ono! th I t

prac icing in menbi health resde in Hid northeastern

region . P represents one OP the ._thre ns.or

high concen ion.;

Of theSe thre
.

greatest u

regi6ns- his region contained the

à4occupa.tioriol therapist cuericula4

Many uflivivs y fo'Cilities and faculty i'nembers would
,

e available a vources for the 'project..

c. Travel bet en AOTA and them in the'

northeast yiotd be relatively

Step 2) Selevtionof oneof the fiv pfOlit y he-

development of continuing education.*

-89-
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The specia ity area of mental health was chosen for the focus-

of the continuingtkeducation proect because:

a large propOrtio4 of occupational ther pists work .

in the mental health field.

there was a lack .of-Continuing education programs

offered in-mental health, as compd with the number

Those oFfered in physical rehq4.tation and develop-.

-Mental J,sabilities, Thse numbd categ

.Prr1Jr1r1l. annolinced in the A llovipaper ware

tabulated for a-six, mnoiitli p.jicl. Ihero. were fewer

ii; Menta(,,health than in othe' a ()i,ories regarding

continuing edbea ion received by the AOTA office ,
4

Fiki4

'conFirmed thl5 conelusiorf.

on the 1973 AOTA Data. tionnaire, large ,

proprtion occopa ional-therapists selected meritl

health-related topics as their first ch icQ Oirou h

fourfh choice for -continuing educati n\programs.

know1,0d9e and skill in he- mental health area ot
--

oice would cont ibute-t othet'malor prea of:

0-



ccupa Ion& therapy p ctice. Continuing

education programs designed for mental

,health practitioners should be valuable to

occupational therdpiits practicing in other

fields.

LI

The fherapists re chosen on the basis Qf thblrexpertis

eP
in the special ty area and in the developmert of

continl

r.,education programs. The se.lect on mode aftr't1iscusston

with members of .the Council an Educatiek, Council on Practice

an Other me'rnbers d the AOTA, ional offiCe staff The

ist oF regronal level task focemembers and consulta ts is

or-

included in Appendix 1X.

Step 41 ..tclenti cbtiOn' .kiip

perforen- the ru.n_tions ii



The regional level ta k-force. members began this project bY.-

reviewing the stalement of The.R 1- and Functions oten`

Occupational Therapist as a Mental HealthJ1actittoner and

):he task inventory developed under th' cusp! es cont c
. ,

, NO1-AF1-24172.11 The Project Staff and task foree m.embers
4100,

translated the role and kinetions into knowledge and kiJls

-1Althoughproblerhs were encountered injrying to stqte ihe

knowledge and st<ills;in qucntifiable o se ssessrhpnt
:

purposes, the-Eindldocament on:kb-04 ledgeanij skills (Apperldix

X4) was Used asia refeeerrce fo(tbe next step -of the project, the
--t

dnvelopnient of the:content of the self-3ssessreent instement

S ep-5) DeVelOp self e vien instru ents Which pactifioriprs
A

onct.educators can use. to slZsakeir knoWledge ancrs-kitri in -the

-speciality Or sdope of work item, 4

11
A y The 4nol Report on fife Project to Delineate th; Roles,and Functions or
,Entry Level Occupati&nor Therop7Personnel in the Detail .Needed to Serve as

b

the .for- the Deielopment of Proficierry Examinations. Contract, NO1-AF1-
24172 une 1973.



Aftcrrnuch discussion and study of a varie y of approaches,

the Project Sta ff and the task forcernriThers decided to d

a seif-ossessnient instrument that would assist occupational

therapists in identifying. thei kill in occup- ional therapy

evaluation of patient clients. Th tFree case study examples

and occ- ying qu nnair corrtained in Appendix )(11)

are the final v rsioo, of the asssment instrurnent that was Usecf.

The design was successful-in that if served to confirm our

concern regarding th rapists' lack of sophistic ted skill in

the evaluation proce

Prior .to use of the self-assessment instrument, the Project
I

Staff obtained critico I problem data, collected by the

faculty of Ohio S tote University, to assist in deciding upon

di ection and format.- The Ohio State Uni -ity occupational

therapy faCulty sked occupational therapists to identify

spe ific problems encountered v'hile on the job. The Proj ect

Staff earmarked the probImn inventories completed by

occupational thrapss who ere health specialists.

The responses from ill Sample vere hose obt ined

from a group of gnerIists. Most of the respondents idicated

management issues as critical The data did not help in the



des ign of a c oi ilia lig education Sprogiam, but did h

the Project S tuf-5, c onsu I tant and task force me bers re lize

thti sel i-a 55e5 5111

to i der211F4 Spec

t ins

eeds

rtument must be carefully structu

The- Pr oje ct StaFf ru led out the option of desi9ning a forced

branchingtype paper nd pencil examination for

assssiirt. "[hot oproa ch, to inSu re vaUclify would have

req uired the em pIo>irnent of the services of a testing agency.

Th es timnfi - of me and money was too large for the scope'

of Hlis cc ntract

csesLd); 5eIF -assessinr't instrument s mailed to 200

occup-ati a I tH ists the northec n re ion who indicated

in the 1973 AOJA -3ate Questionnaire, specializatipn in the

fie ld of rier; tal hec 1th, AniounernehtYdf the project

subrni 'led to o th state affi I iate newspape to inForm therapists

about 'the- proj ct nd to invite then, fo participate in the self-

ass essrment stu In addi Han , the Project StafF contacted the

afFilicite presici,--3nt and curri -ulurn directors askiv t

kncwldg a nce of, the proje.ct and encourage members



,A. total of eleven completed instruMents were ceceii ved . A number

of others were incomplete and several had been completed by

therapists working in :child psychiatry. The Project StafF realized

that it i possible to justify an interpretation of the data based

upon such a 5rna II response; however, the content of the responses

received did indicate specific problems related to the evaluation

of patient client function and differences in opinion iegarding

the role of the occupati n I tierapists in the area of mental health.

The to l f the occupational therapist as reported by the respondents

was varied, often not clear and frequently not consistent with,

the rol e- as des cribyti. er and Furvctions of an Occupational

Therapist as a Mental FiecOth Practitioner The task force members

and Project Stall hve obseried in their positions as consultants

and fa u lty hot- this is o frecjObrit problem. Facilities use occupa-

tion I the -py services quite difFently and the expectations of

occupoti -nal therapy progr-m, varygreatly. Oftentimes the

occupdtional therapist's role ovrlops r,itth the role of other

activity-type men hea Ith professionals'.,

l,forfnation from other sources, e.g., 1976 reports from the

AO A Menta I Heal h Task Force and the Americon pipatonaI

-r py Foundation research semin r, allowed the Proje6

-95-



Staff to generalize the findings oF the self-assessrnent

instrument; therefore, the Project Staff concluded tha

important goals of a continuing _education program would be

to: improve the ability of the occupational therapist to

etuate patient client's; and to clarify the role of the

occupotiona therapist in the area of men t I health.

Step 6) Identify availa'le regional continuing education

programs and resources in t e speciality reo; and identify

additional programs and resources not- available.' scope of

work item 2.0 .(4))

The Project Staff conducted a study in the regional or

identifyongoing continuing education programs available

to occupational therapists specializing in tha area of mental

Occupational therapy curriculum direstori, affiliate

assOciations and continuing education coordinators were

contacted. No one could identify any prbgrams being

offered to occupational therapists specializing in mental

health. Interdisciplinary programs_were oval fable but none

specif icaf ly to meet the continuing education needs of

occupationo I therapists in rn rap, health. This finding

0
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reinforced tire beef that there was a need to provide assiitance

to affiliate associations and 1other groups interested in providing

continuinweducation progra s.

Step 7) Plan how to deve lop, obtain, and publici-ze the

continuing education programs needed in the speciality area.

scope of work item 2.a L(4))

The Prolect Staff with th assistance of the task force members

developed a frame rk i'r Continuing eduFation program to

be adrninhtered nationall and regiopally.. The proposed pldn

is in Appendix XIII. 'The lanis a generol plan and does not

.
address itself to mechanic f publiczing the,progra s

obtaining speakers or foci! ties. The Project Staff concluded

that tkfe merhaniesof the Ian must be worked out on ore

individualized basis, depedding upon tlie,nature of the prog am,

the geographic locati n of Fhe program and the lin s

camrnünication within the affiliate Its dafion membership.

Step 8) Implement the continuing eduicatin plan. iope of

(Nork-i-tems 2.a.(4)

-97-



The proposeCI continuing education plan was presented to the AOTA

Executive B- rd For discussion. The Board suggested that funds

be sought to support the implementation of the continun g

education plan; The proposed plan was then submi ted to

the AmerIcan Occupational Therapy.Foundation and

-subsequently he Foundation developed a continuing educati n

grant propose 1,phich has recently been submitted to 13

foundations.

The Part II Principal Investigator also initia ed the present non

of a resolution to the AOTA Delegate Asse bly, requestin

the establish ent of an Office of Continuing Education in

the ACTA national office. In Apr 1 1976 the Delegate

Assembly approved this new position nd a person has been

hired to develop and implement a continUing education pl n.

National Level Study:

The focus oF the national level study was to develop self--study

materials which can be made available from the.-nation 1 16vel

to rural as well as urban practltiopers and educators. '(scope of

work itrn 2.b)

-98-



Step I ) Selo- n ofronsulFants, practitioners, and educators

w thexpertis- in the speciality area. (scope oFwrk item

2. b (I))

The task Force members were seleated according to t e sa e

criteria and process described in the regional study-.. The

,Hst oF the notional level tast< force members is attached in '

Appendix IV.

The Project Staff continued to work with the regional level

c nsultant; therefarei-no additional consultoniwas selected.

a.

Step 2) Identification oF continuing education needs in the

speciality area by means of a ample survey utilizing tke

se lf,assessment,instrument developed in the regiOnal study.

(scope of work item 2 (2))

The delay in the developrnent.oF the self -aSsessment in trument

in t regi&ia I level study caused a lime problem in the use of

the self-assessment instrument on a national basis. In

additi n minimal data r- urned on the self-osse

-99-
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instrument indicated significan!, problems with the

instrument, It took therapists too much time to complete

the assessment and the open-ended nature of the instrument

yielded genetol rother than specific identification of

continuing educati n needs.

Had there been more tIme and if the need had been critical

to the accomplishment of the project1s objectives theself-
.

assessment instrument would have been modified and distributed

.notionally; however, the Project Staff anththe regional and

national lev-L task force members agreed that they hod suffiCient

information from --urces; e.g., the Ohio State University

problem inv n ory the AOTA Mental Health Task Force report,

the American Occu ional Therapy Foundation research

seminar rep rt, fo be a to identify continuing educ- tion

ds in sufFicient scope nd depth for the p urpose

project.

Step 3) Identification of the kind elf tudy materials needed

based on the survey of can tinuin9 edu6 tion needs_ (scope of

work item 2.o -(3))

10



The Project

of contkiing

and tosk force piembers designed a series

du aHon programs. ThNirst part of the

series, tlfedev 1 ment of udio-tape cassettes, would be

completed as port of this contrdUt. The other segments of

the series would be suggested as part of the AOTA con-
,

tinuingeducaIon program plan.

The proposed s tes of continuing ed

mental,Jiealth would include:

Focus of the Sen I

clarification of role of
occupational therapits
71-acticing in rnenta I
h ea I th

orientation to occupational
therapy principles of
evaluation, program plan-
ning and program imple-
mentation

indepth experiences in the.
use and design of occupa-
tional therapy evaluation
tools

orientation to and exper-
ience in use.of peer super-
vision programs. This can
be designed to reinforce
study of evaluation
principles

-101-
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tion pr grams in

Method. tdbe Use

audio-toped demonitration
-of occupotianal therapists
collaboratin\g with inter-
arid intra-disciplinory
colleagues

audio-taped demonstration
of an occupational therapist's
evaluation of a patient/
client and presentation of
planning ,For that patient
client

programmed instructional
packet's, possibly in an
audio-taped and textbook
combination

an outline of topics and issues
for discus ion with focussed
questions. Groups can be
given tasks to then be r.evle
by experts



A pre and post self-assessnienl instrum nt should be designed

to -v luate the effectiveness of the series. If the Materiak

are found to be successful, ci Format could be developed

for topics concerned with treatment program. planning and

treatment/program i plement tion.

Step 4) Development of inVicated self-study guides and materials

(scope of work kern 2.h.(4))

The P o t Staff and task force members planned the content

for the audio-tape cassettes. Scripts writter and

several prel iminary taping sessions wer e conducted before

the final tapes ere made. -The content of the tapes focused

on the role-of the occ Hone! therapist in mental health and

on -the occupational therapy evaluation of a patient. The

role of the occupational theropiit WaS demonstrated through

tl e taping of an occupational th pist's presentation and

discussion in qn interdisciplinary team conference. The

occupational therapy eve luat ion, of a pat lent was demon-

stra red through an oral presentation Fo the team me bers.

10
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The third part of the 'tclpe consists of an actual peer super-

vision session. This included to demonstrate how

occupational therapit con assist one another in dev !aping

proficiency in their fuflctions. . Although this session Was

spontaneous, the participants deliberately tried to address

themselves to the use of activities in the tr nt of the

A self-study program guide was developed to be used in

conjunction with the topes. Th-e guide contains the actual

luction instruments discussed in the tapes, as we11 as

uctions and s pporting materials. The self- tudy program

gui is attachgcl in-Appendix X11.

Step 5) Evaluation of he sel dy materials by a sample

group of practitoners and educe -r . '(scope of,work

item 2. b. (5))

The task force rneber s asked seve-ral accupo ional therapists

to review the taped program and to _ess its value

,ontinuing educallon program. The sample included advanced

level occupational 'therapist mental health prlactition rs,

-103-
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eciucat

and on

an en try.-I .v 1 pist in eerLtalhealth,

upation I -therapy student intern. In odRioh to

reviewing the materials, tl y :,Adere

... .

istrihution and use of materials on nationa I level ,

c

ked to sugg st methods

Step 16):

In the intere t of time, ,the data was collected vie teApphone

inte lew . The following is syn thesis of their genera I

comments on the value of the proin

With _ut 6(ception, alIreviewers thought the1mateii

was excellent and ould be import.ont -for occupOtiona I

therapiSts-spocializin in mert& hea 1th.

Some revie ers thought the taped presenta tion was too

long d shot;Id be shortened. Others suggested that the

rose conferenc (First part) could be wmrnrized.

A few _ie e s suggested -he Fopes could he more beneficial

if a transcript aF Ole types was included 3n th0 study guide.

Several reviewers ought tha t the rroterFa would be

especially helpful to occupational therapists who liave
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E v en thoug h 're r7int eric I was pr -pa red or the advanced level

tbe?rop-ist, he edcci FIDU9ht that it could

be usec] in bas ic ioF ess [-anal programs as well One of

rev e ers has Tecueted permission to use the materia I

ih a ceurse next sem F3 e=r

Step 6) D istr bu ion of the se If ---.,:tudy materials to piuctl ioners

and educe tom . (sca-ne d -arI fterti 2 .b (6))

Il a odic., )01,-,:s se .1f --tucly perAdruur guide Wi II be

'node ova i lob feu!, ost to I ineiested therapist = The AO TA

ul pis)! ht.i il p,,,11T, Iii

hd 6 holy IT+ I

LiI t f the,

I I1.119 U 10

cements ut t

10 15 will bm mud In th(st

Aiot icor) Joki the,lopy, the AU I A I la

pap, , the, AUTA

oL, I

Or, letter to of

'he ken lop t he Sul ow I pluti tor

distribution of th tpod pr9g7-atr :

-IG



The avalleibility o the programs should be announced in

the ACTA Newspaper he suggestion that the program

.used by groups of occupational therapist, mental health

specialists. A leader ch group should request a

rqmplete sot_ THe leader should a lso receive guidelines

for pre- orir- o s'_-udy seminar.

Li) ih w gioup I eader should charge the participants a fee

,ov.er the of duplicatioli, mailing and to-urn rental,

t ni 'rneOir- the pre-study

r l lt J fruIUIfl StUllid Lc. Loli,F, I ciczisl und cuIIestid

y

I I , .i.1 J J. i I

hc topes,

till

SCISSI OHS VA/kcil LIIIIjJ tea

si ,dy jCtk==I ut t1-10

srady program otld subrnt it to 11--

flie F cadet hou e nr) OcCu---CIOncjI tFiurapkt 1.2dui
present romparoble quoiifica

der,

sorne.une t.c-11



cl) THe eadejhouId prepare o structured sem in- r based upon

the pie --Jt1d-pos

shuu d irciLide i

-id --or ind- viduu

dy farms. The Look of the seminar,

ti f i cation of fui tudy for the -r-vp

T he hder L-3ho d themi assess the tutu proy---rn and pre- re

=,

a teport the AO IA, Cordiroto : of

t 6h -uld b u5ed as a guide

rIUpilirr tk)irt p1 ucpulio

11 \
- - - =

F-wli ow 1, .6-putt con tu I rhC

t I 1 C.k.) tt i ft,f1 01"..1 C. rii

dde oiriq I no I sisIj

iucLt 'fior,41pi5tf, neede.d r u foi oLilci tu speutticolly identify

LU ti fl let= The hypothesis WCIS thu t so I

IL

den Hty

:74

r basis ut

jr --F spu, ea

I T1

loth-

ossis t tJ0ipiSt In



Seq uent-ia II y, He project used the t o1Icwing .eps to design the

splfossessment instrument:

del p eorinn of ro!es and functions

know ledges (And ski 115

V
developme t of thd self .str en t instrumen t

fht; rtui.,(.( Si ft 0 rusk oice enri1or vvould n ()It

commend such

die 111111- d

ppfoo .7h h."-, mstessmen insrument

y ur

ersipls Fs identityilFg f

at, J J 3k rr--5

bOi i.7,c of

t uodi pro r p ur:c.-.5 04, IJ be

J- I ii i d1 leo g needs.

°i-h 5rrt o 1,,L, trj rjriLCr s dd

orrriir'd rh e deveruprneHr ot rape ccsse treJs (mid stydy guides kJ

I rent HI tjrF(j c,(ILL al Iv! q!'! Unct.!

I

0,1d st

rr audit proLef;zi,

0 05(.: IF

cire cOSe Iles

rco. Tkr pcei liflUiy



ron; of the tapes and study guide developed on this

project indica==ed thw an avdie taped program can be an

et tect iv e meth od of continued education

Since the topes and study goides can be eusily shipped, ore not

r _s ly ro produ ce, and require little extra equipment, they con

be useful to th e rural as wel I us urban Rractitioer and

t.di.)C_Li to s

Once _the ACTA continuing education plan is in operation, the

I C,1.111 cdoik_v! icji I -c,,ordinutuis ,on Jevielop kJ'

torrnat tefn wht.._/, will yield ihe AQTA national

I tit: CLIiiiiii4AtIt4 (=isds__u liccd5 It! cd

i I ) tspjll I t.; -= 1,1 it e to! low i 1

oroporwpt- proce.).

F

RermA la I

1 action

_

p(t t n -C{M1 1.11 nn

ort orntinn pronr,!-Inic

tUr performance

t on of cont.! noing
odivot ion needs

I b.

-1 V I

Chart
audit

1-

f-idi-,ntificdian of
probl ems



Potential Applicability far Other H-
,

This inethodolog>, with the iecorruneriaut on

Irk Cre ProFessions

For revisions and

7-ei II leill I noted in scon 2, cuufd be (*plied-by other_

4,0
Heal th care professions: The rne thodology wou ld be part icularly

oppl iabIeC hose professions MI i'ch r:Iu ire the ir prdtti tioners

to ducument ?hell sr v II some ty-p

Irdt 01 Lhuli

YLich work stHi must he done to

r

Ise ti lSii ..t1 L-1,1 i

tLs k -lc, (I.

=

t I 5

id, e.g the

IgH rho Jrurt rudIi proo

i I

I t..,11 t +,



E. Summary and Conclusions

Implications of the Con roct Results

With the cor clusion of this two yeer project, the gound wad< ['Kis

been establIshed ft he development of a recertflca tion program

tut 0,cupoti n I theroptsts. Standards of job pert rni rice have been

developed t e used fr q chdrt audit process and a mcalhod for

developing relevant and accessible continuing -d cation programs

hos been Identified. rho methodology used to deeop the standards

of lob performance and continuing eduration programs con be used

witl;in the AO1A os I Cia rhei flea hh care prof essic

I r, Vut I ul.d I t,IC-. rs

Ak )1 ,L 1, 141,, ( ficetIoi Viogiori Caa Iund

I LC Initjlit:Or10113 Ltt t

h

n (1100 1119

jir tiut thc ACYIA -il I

to be used I., iF i Lt.:A !It 1,..0 hjeit

1) the use 01 1hc tardurJs of job porton-.

2) the el rt audtt. procti
41,1

the procedure or identification of deficit orca)s

the procedure for Kientitic- ion of contInuing -duration needs

Jr.. cr,)

1 12-



t he' nt intring education program

identifir iori of remedial acHiun that r

b. ihe polksieb tor rhe --- rtitIcutlori p r

lhe qouf (iFuliLe proqruin rtost be designed

ith the r_LIRC) pruqrarri . Practi

duph

ds to be

so that it is -nsistent

ners must n-t be pected to

efforts or to pad icipate in two types of quality as ronce

,r_ t ruii.,

1 1,

IL.)) r,Llict 'Diutl Li.

Je= Hr1-1 1 t,

,fist UI 1..;

L) f) I L), )) C (,

, r,did

ds t lob

1 lut,o1i, t I I

dUpli II Or by 110,ult1, arepiactitoners.

hc developuletd ut ticodurrum. aid clinical edu_atior pronn7rns

to lea h 711e_! dt<ii I ciodl anici pet_n rciv iew proces

1 17
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orther developr--, ordina fed regional

level continuing cJicoFjon progro

nrhelocolqucihtyc _1_

I hero pi s n-

rice prograr-ic. Lauld provide feedbock

To The oria L0flIIfluIiU educJotLun _oordinaters who could

work-with 1he n ional office coriHnuing -ducation staff..

the etect ef U LUJl ity U uU1lCU protiram un the quo tty and cot,ts

of h- lth co

t fr UI tpdiel JIrni tiC the

lut 10e i hCt Ci the t ype t L.4,11 ly (p ) the

r u

1,, I

uf IS Niro c-u Ut ud ha,e appiec tared the upper fuel ly to

,ht-, t5 c AU IA and the teder_yotii, .

IIipt C.= I It, e
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The Arnerctr

Received.

Executive Doird : Fehrn

Dele.gate Assembly: -Npri

TOPIC; CONTIWING_

ry

-11q, lqi1

tonal Therapy An_L_

ORIGIN: COVNCIL ON STANDARDS AD UOC
AND REGISTRATION

1 FFEE I i I 1 Li =Al !

WhEKKA:), _'11 tUi cr , 11 \ ,1, k , Lii 1 i, t .1 1 1 t if,d

imple-: nied to prov iA1t .,1 mehanibm wherehy tdiviauuls who nua:_es:_,tally ,oatplete Lhc

requirements tor rer',i!i, anon Find te)gistrAtton are rec ogn17 ed as hein ccyrrr-pete;nt

capable of providing occupotIonal therapy selvice at_ the [Amy Of Initii1 entry Into

the profession; and .

L.S, tantio-tk,t ,,v[ti ,otl,n ot Lc=-1Littil1ik tk.1eiu ttic tlnht Lo

prackle and such right cannot be
1 or ethical standards;and

thdravn ep.,,ept by due pro(ess prorving broach of

UMEREAS, lhore t9 rowing concern nationally among p _

employ-ra employing agencies, consilmors, and regulatory bodies _.iihout the mouinteru'irtce

of ua1tfiitiors tO praftice beyond the point in time t hih one is initially
certif -d, rcgi1ered, or licenoed. and

WHEREA_ 1 L),,1,1.,.te A Ne il t I tr Occupati on ai Ch py ASt.C.Ad

h.. recogn_ied thin (00ketn n5 it flppileN 1,0 04=4. y and has actedtional

to sce ti as a professional bo,iy the memtecs ot the ik_werican Occ.pational Therapy
Anooci,at on ta (he initiative to devclop, ina4ntin, and enfocco such r.tandatds, iii

mtilliEenanCe Ot

C.).LA1tA certifittit ion and rtIA tEAt ion alto,t nec,:soaLlly be briaed Apon.

tkliky

thc develOpMcot _ Litel-1 Lo kwality = ot

feveio t f. on:

, ,11,11. 1 LL.j At , lIlt
Lu ennLic stUIiL tonil thCra,. main.ain And incrti.c their koo leoge and skill
go they can continu to provide quit 1tt itervi .es;

abou
4. thc. d evt.N1 e pun c Cit _ OdukotiOUJI prOgLam,t. ko Lnioiuck and employers

the baalc ,11("1 quAlitV occupational therapy forvices;

). the --eaAcan of groups, knowledge it U le wi t U tin care nod
and related titate LIt, to work with local employertl, attorneys, -41

boArdn, nod othort; tO oniooLop,e cmplOycro LO accept asaociacton ,xod
ardn (or cHalfty prog am9 and qualified oLcupational thornpy personnel;

Cfpari0O it

on I n h I ri np

certifyin8
liate t lid

I&ilt 'A 1,,i At At Ckjp,ti. t "JO AAl 11,14. and port I-

reviow AnA iVo COIIA)Ottittora tif fh

the v kyi- it-li) iiitl ulticipt lint by riot Amorttan nal 1 liii opy



t on f, 1 p
_

As60Ci.71t On and atfil d tt : x |,.. ' ,! ! IF Ch 'ht- t

8, the development ot alltantes with nAZIonal, rtgiunal and state acciedltirti,

1Yodies to promote accrediration et occupatitulal /')-t-tApv servict programs.

THEREFORE, HE IT 1-4.5caVt.1"., ;hat tto, ottopatiteal Therapy Ascot:felon
thr three phase, PrOldr dM presented tviln modification as deemed approprtato

operate, 'within the hylo641, aod

aeo

BE IT FURIliEll RESUIVE.o, tuut tet a,.. mAdc to the U,legate Assembly to

st In determining t-e rontinuatieu modificaf_ioe ot the program.

l'HASE_I: (data collection, development of a pltut t; action to involve the Ameritnn
OCcupational Therapy As!Avoiation headgear-tel., stAlt, councils, affiliate associationt,,
and appropriate committees in the initiAtIon of A study of the issues involved in tbe
est abli ,shment of st andards tot cent ert a Lien and regi iot ion .1 s tollows

I. Selection and hirtn,4 el ao AtqA .st0tt ts.tatt t
to plan, dti,,t and toe(dinate 31 1

aetivittoa %-tithin AOTA (21- , OM. aosoc 131 icns
relating to the ultimata-- estahlishment kl stondAttls tot continuing certification ar011

regifitration;

2. AppOintm'rut et 0 ,,,otatnatieg .t,tarmt(tee, ctlapeNed uf lCpktf3C1111-C,..111 Ot

councils, the ticleato Assembly, the affiliate pkcs1,1c111b, and soeh other eentool(auti

in special ar,a6 as MA! be needed to assist Lhe ACTA Statt rrWMLOr I. plan and coorcli-

ortie a,LiviLice1 ve tho m,11,ht.-4>1111, t AurA all phaoes

ot the development aud InspItmeetation ut atandatds

,f, id, 1,6,1,1 LC) Lti, k thk. 4.,Jf

ELe at vartoua levels nnd v..tieua sp.ti.lty areas, the kinan of knowle,ge and okills

needed 10 pLaL.Ltce 10 ,ALZI 61: these a&a.s, ,,,,110,04 the varIoutt Xrede;

L), hei .1r. 1 l& s , y L r

oltility fta lev loptuy, aod in,tUdiug in t. et' tylatt,ts entorteaele othic

. . i. t., iLL kr f' ud..

PCACtice Ot .esp.tasittillcv tor determining ,hp ,inda of rentinotng edu,ation needs
their memhet!-, have, finding ie .euttes in their regions meet those n,eda, delinenting
those needs vhith conitut tie inet 1011y ot tt.'0Qndtly. and developing models and Ifie-thodti.

bY which "Iv gur,ilitY of -,r,patteoal th,lav ttrtYtke Niate Or rolcn Can be
evaluated, as well L-o, tne ILY oit'aitck!, pc,t t,viecvtels. Ionhultantn,

and supervise's to improv, the kind and occtOpatienai therapy a,rvites.
Atfiliate assertations nnd (he CounLil Vra,(1, Olculd also begin to connider thcA4

to educate cOnsumers, emploverts, and LhorapiNts aheur quality 0orvice, the legal impli-
cations et providing 11001- (111,111ly net-vice olth tutu qualified petsonneL nnd the iaport-

AnC0 of hi MIK cui-t otnil pprnmm,l.

(auAlysia of data tellev(ed by r,10,14):1 Owliutm Phelae l. develepmcut of plam:-) tor
cOratnuin oduc:itlon, !wokin tmancial vesonrck.A fOr tAucatiOrvil programs, estimating
rQAts involved in implementing a 5et ot ficnoct-.)vc!t1 nnd the necesnacy aupporttve serviceS,

nnd oropArtn*, q(AndAt-d for con!innin cortiticX {On and tel.',1stAtion by the Council-m-1
St an,I.Irmin (hi 0,1 h ,k,f 1[1 t .11 t (0.1,11 I I 11 p 1, 0 FICI 0(1 by Counct 1 on Pract ice),

And the plopatatien of d p1.111 !i[Rhdard,i,)

we I



PHASE II _Cont nucd)

acooluti_on 0300-j.! t

Other activttjes to be kIndertaI:en dung this seco d ng
members of affiliate 0!:160(7iat.i0MS and Council on Y re re7resentative in
how'to plan, finance, condu,t, aad ciiF1lcr1 c cot nutn duccticli programs, co

neessetry kinds and
work with universitio6 a;id eNcoasion plut;ram6 Pr°
vaNrieties Ot opporcual th.erapists vho annot parriLl2ate in organied
wbrkshopn; to develop ',Jett- ,alustion tess and other educatlonel resourec
ter.tals to further broaAen the kinds uf cducnCional matcrials; to york with
empldye,rs;through the natior and E.tfitinte at,sociationn to picym,te clmcepta
of nta_ tot servic,t!, s(-7 -ditatiou of prosrama, Etna t.z.n:inotrIg ,_erLifiLA
tion and r t_ g ration cont!inue educirting thernpin(,t, abuu t. tt-_elt need (

parttcipato iR cOOt tniici edccc cc nd co4,ronote kionnumer amd, caployet edu=
cation. Finally,,,1 compr,:hetiAV pian. -including si.cAndards f.=-CM continuing
certification and regluIrration and methods of imvlemerr.lation am6 descrAbing
needed suppor ve servLes, sh01,11.d beriubr,Itted ro the Delegot Astvembly with

accompanyi tcdcit.

I'! cciii Ihcle 01 a Je.teN3,...A to the ap- es &alld tclic I 1 b
(particuinrIV the Roca.imttaa Cotmott(e4! And the Coon,i1 on Pevelopoient)
responsibility t.0 est.:0)1.,lsh sit(h Borltds and AcadenicA (Or fleir ec7.04-Vale
The purpose ot these Hhou1 ,1 .tT,10 enyJutage and 1,,e00tJ 0-1.,,2[r114ro tor their
,Oliovements and cc,ntr'ill,Iti3O..to Ore.. proression and to :promote tfle ticvelopment,-
organization, and dissiominafion 61 knowledge on it cv,late Za mrtci,J1ty areatr.
Such bodies shou1,1 have a mechaufsM for yet:(3gniLiov e="nz.-tkum4ion ut any
,cupntionai therapy p(!kt1.3nIel, ci tdle5s of 61-fieflacr to'rOgtred

I,N aCt,, .0J ce).00
S,cppcitt t"c c i S, cs (such Ao le oz-cen) reicccicl (2 Avallabl,and Soct. Lcgt m sho"ld ie nntiwnwiJe in orope to pre CUL uOticce9S.,

1-Q0LrIk7,(1000 I if mvt,1111., III fur a,,L1 ro vromet,_e advance-
ment and eat,y _pportwA(A,f7i Ut oc,upacionai th,rapy perso,,ncA,

iL 1S 1.4,cLaltVe ti
all staen of de,e1
notional lead,iship and
pnrttcipation by tlic ttwva

dnrds, which are mOsi %.0r.

tional therapy.

Annual 1-- or i t
ti,ve servlcen tt. ,13

member reapon5ihle
in addition to cinartcty repo-,
nhould hr qubmittod
three if pos,511)1o, tici

C

tile bt, Ant irIVOlvcd in
provideo A Incichanrm whereLy

, 3n 130 provtded while rr-zAklaig possibly active
ACTA in dytining thv pr,oce.fien, Lo well as the stan=

103ennnce ot hiAhl qualit, er t,:o6 tn 04-cupa-

LCrui4-1 r: auppor-
a,wooll:, to ,he Delqpite 1):5sembly IT the ACTA staff

hiF; pl-o)eCt mld by the voriouLi Council chairmen,
co ti,y Licecutive Prvonals for budgets
)ort. A final re r shool.d be prottoatod within
Intet thma fi Crorl thip dc,f(2.

Finall where poosiblo
baoic groupn assigned
cipnt ed that the hoai

AGTION AY

Pat I I

fri t t.

,-up1(.7.!

ihlv, Ncipport to ex-pmnd thr cii ioii of the
Aals prolcct hou l tic lounht, althcrugh it in anti-

assuwed



1 - PFSUI.UTT"' #100-7I

The De A,ti ._ly, On 0 ( 'ohi, r 0 II.;',':; M V i and p. ed ttunn lia tk,'I

lution Co auCtior the Council. on :.itandardf to est..ibli5h. al stir
, io

tffeet1v. meana.ot maintaining eligibility for annual renewal of rel!i:l'-
membershit,, and that the Bylaws be mended 'Co incorporate !alch stiindardt,

11

fOrcontinuing membership ih the.a .

Lyla Speibring, OTR, Chairman of'the COIItTdttCP on andArds for the P-rofesslon, duly
appOinted Rosalia iss as Chairman of a ,Sub-Commit tee on Continuing Re;..istr:!tion and
Certificat-ion to fulfill this charge. Cpmmittee me'labets were Dorothy Eliiott, 01R,

Sigrid Hansen, OTR, Harriet Schmid, OTR, Doris slack, OTR, Lyla Spelbring, OTR and

Mrs. Mary Willy;.Mrs. Martha MOersch, OTR, Chairman of the Committee on Continuing
Education served as member ex,officio. Resolution #455 was subsequently submitted-
to the Delegate Assembly at its annual meeting on September 16, 1967. kesolution

#I55 contained a proposal whereby minimum requirements tor registration were LO be
completed every three years. The responsibility for submitting proof of fulfillment

of the requirements remained with the individual ACTA member. The .individual members

were then responsible for submitting the necessary forms to AOMN headquarters, where

11
the information was tO be recor

U

A. Committee on Continuing Registration and Cer-
tification was to be establishe -sto consider problems and provide interpretations pf
policy. The Committee on Continuing Education also was to be responsible for 4den-
tifying and providing appropriate courses and workshops. This resolution was de-

feated,-and the charge was again returned to the Council on Standards, Committee on
Standards for the Profession.

At the annual Delegate Assembly meeting of the American Occupat onal Therapy A oc-

iation on May 1, 1970, Resolution' 1128670 wps adopted. This tjsolution reads':

"Be'it resoleed, that the Delegate Ass'embly JI-Itruct the Council on Standards
to establish realistic standards and methods of implementation for an effeetive

measure of mainusining eligibility for annual renewal of registration and/or cc

fication, and
Be it further resolved, tha- the supporting material in Resolution #155 be

considered in their deliberations and that the Council on Standards report their plan

to the Delegate Assembly at the M etiRg in 1971.

In May 1970, An Ad Hoc Cosani tteL,on Continuing Certification and Registration was
formed to respond to the Delegate Axsembly's charge. Memberahip on this Ad Hoc Com-

mittee included:
Miss'Jerry A. Johnson, OTR, Chairman, Ad Hoc Committee
Miss Joanne C. MacDonald, OTR, Incomidg Chairman, Council on Standards

Mrs. Gail Fidler, OTR, Chairman, Committee on Standards for the Profess on
Mr. Fred Odhner, 07R, Committee on Standards for t,he Profession
Mrs. Charlotte Nesseth, COTA, Committee on_$tand the Prnfession

Mrs. Irma Bolton, COTA, liaison, Council on Development, COTA Committee
Mrs. Joane Wyrick, OTR,.Chnirman, Council on Practice
Miss Carlotta Welles, OTR
Mrs. Ruth Brunyate Wiemer,
Miss Margaret Smith, OTR.

Members of this Ad Hoc Counilittee surveyed and prepared reports as backgro nd mate _al

r the work of the committee.

1. Nineteen profess' nal AssoiAations were contacted to _ -ermine what, if

action they had taken co develop standards or models to insure continuing competency
among their members. Of t!lese, two, the American Academy of General Practice and the
AmericSn Dietetic Association, have standards tor continuing registration. Partici7



Background informat on:
Renolution 0300 p. 2

pation in both programa is voluntary, and neither amsociation ban imposed standards
which invalidate theinitial qualifications which permit a member.to practice.

It was reported that a third asnociation, the American Osteopathic Surgeons,
using the P.rofeooinnal ximnminntic,ii Service to help them devine a voluntary tiel

asoeasment examination; complete with n(udy references, an their preliminary, step
toward setting ntandards for continuing registration. (The estimated coat kor
developing thia one evaluation tool ranges Tram $15,000-$25;000, which in acanb
outlay; fees--approximately $25.00 per person--for taking the examination Are uoed
to maintain ongotng expenses of the examination.) The American Psychiatric Assoc-.
iation has a similar, plan for self-w.aluation. Other associations are studying the
possibility of adopting standards for continuing certification and registration.

2. A review of legal aspects related to standards for continuing certification and
registration revealed that it will be very diffi611t to remove certilication or
registration from-anyone who has fulfilled thebasic requirements for becoming a
practitioner. This can be done through due process, resulting .from a breach of
moral or ethical codes. However, evcry stnte has laws which require employers who
are certified by the state to exercise due care and.Selection in hiting proCedures.
Therefore, VC is posnible for each employing Anstitution to impose or enforce stand-
ards relating to continuation of education and the maintenance of qualifications
which enable one to provide adequate quality care and treatment. Thun, the employ-
ing institution could be held accountable for employees whodo not maintain adequate
standards of proficiency. This suggests that each employer hao a responsibility to
evaluate employees and to suggest and support ways in which they can improve their
performance. Legally, any standards which are adopted must have well-defined levels
of appeal, wi h the higheatappeal being a court of law.

3. Social issues involved in,considering'the imposition of otandards for continuing
cettification and registra ion'include:

a. the tact that there now exists a serious shortage of qua ified healthi
personnel, and all health professions are considering alternative ways
(in addition to our traditional educational-diploma route) of qualifying
personnel to enter the job market and to progress within the profession;

b, the economic consideration that quality care and the ava lability of adequate
numbers of personnel to provide that care are related so that it is difficult
for one to exist without the other;

c. Longress has directed He lth, Education, and Welfare to.conduct a study of
licensure to see if licensing creates artificial barriers which prevent
skilled persons from entering or advancing within thv health professions;

d, the development of additional standards can.he potentially viewed as being
discriminatory and as protect -g the profession, rather than the cOnsUmer,
if adequate peecautions (such as providing supporting services to enable
members'of the profession to."ful ill the requirements ) are not taken and

AOTA shculd ally itself with other accrediting agencies and bodies so that
as institutions aro accredited the service programs in occ pational therapy
are ills° accredited. Such an ,iance should encourage the use of the already
adopted-"Stsndards for Service Programs in Occupational Therapy."
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4. The pr istary fort of nuiona. 4 lvi 1 so rvtco legiAlation. and ii ceflilti re lAws

t o nI mhliSh entry requirementm and lo maintain lobs, rolher than to necatrago up-

ng And greater competency, except innufar an Increamed. standards are imponod

(or ligher level positions or increases in salary.

Etsee---riausea adopted by many professions are more discriptive of the jobs to

be performed by the members of those professione than tAeY are .definitive about the

ethical or moral-standards to be maintained by'professional members. The more gen-

eral the ethics clause, the more difficult it is to enforce or uphold.

pinally, the majority of professionals and occupational groups which

tacted require completion of basic educational requirements, euccesSful completion

of an examination, and payment'of annual dues or registration fees ao the basic

reqt4rements CO practice. (Interestingly enough, membera Of AOTA frequently receive

-more services for the amount of dues--and pay' about the same, or less--than many of

the other groups surveyed. A majority of other groups require individual'aubsprips

Monts to professional journals and literature, on top of,the basic payment of.dnea

and fees.)

It is also well to note that there is a strong movement in the UnitedtSta es at thia

period of time to protect consumers, and a number of bills to do,this are now'under

consideration in both federal and state legislatUres

In addition to the studies undertaken by members of the Ad Hoc Cdlissitte,'a request

was sent to the Council on Practice regional coordinatbrs and localchairmeti of

affiliate associations (with copies to'affiliate presidents and Delegate Assembly

members) asking that local committees be formulated to consider the charge of the

Delegate Assembly', the implications of maintaining a system of continued certifica-

tion and registration, and to prepare and submit proposals to the Ad Hoc Committee.

These local casuist es were encouraged to include representatives of both COTAs a d

OTRs ince xhe matt under'consIderation has implications for all members of AOTA.

Thsequently, reports: and/or proposals were received from all regions of the Council

on Practice, from some affiliate associat ons, and from ome individUals. This was

an issue which generated a considerable amount of intere (and anxiety) among

membershi.p, and several affiliat'e associations and region 4 groups volunteered,to

undertake further work and planning if requested.to do so. Many concerns and iSsues

were raised by the membership, and some of those which were repeatedly mentioned

listed below:

1. There was some confusion about the bas c task as the term "re-serti cation

and re-registration" wao interpreted by some as referring to renewal of cer-

tification or registrztion after this has lapsed; others interpreted the term

to_mean continuing certification and tegistration. PrO6osals and reports which

wexe submitted thus related to the interpretation of the members.

,

2. There was concern about whether this was an honest attempt to motivate and
Hreward occupational therapists to be more concerned about and to take action to

insure that their qualifications to practice prompted high quality care or whether

n attempt to be punitive for persons who did not maintain their qualifi-

-cations There was also fear expressed that some people would lose their right

to practi es;
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Many reports suggented that we need a dlcar definition of what constitute°
good practicr_oi as thin would form the criteria agaitist which we would eval-
uate whether or not a person meets certain atandards.

There wan concern about the availability of educational opportOnities, as
well an the availability of.a vm;iety of educational experiences, tor ther-
apiats in rural areas who work`in one-man departments, who have family
reaponsibilities and, cannot travel easily, or who haVe varying heeds deter-
mined by their nrea of spec alization.or level of functioning.

Jkll affiliate associations will peed to have-st
clauses.

enfor eable eth en

6. The role and responsibilities to be assumed by APTA hrough its national
headquarters and Councils ), affiliate associations, individual occupational
therapists, and employers of occupational therapists, needs to be clarified
if standards are to beegtablL.hed.

Many reports and proposals mentioned the necessity to i elude procedures
for appeals, conditions under which exemptions might be granted, and the
methods by which one can negotiate for a waiver in any set orstandards.

Considerable attention was given to the problem of establishing standards
according to level (i.e., staff 0.T., Supervisor), area (clinical practice,
education, research), or:specialty (i.e., physical disabilitiei, psychiatry)

d how these aspects of occupational therapy are related Co each other.

The entry of the professional association into maintenance of standards for
persons who have fliluilled the requirements to practice is,new, and a number
of,members questioned the legitimacy of this, stating that this, was the indi-
vidual responsibility of the theraptsl. What legal, moral, or ethical
responsibility does a professional association have to assu this function?

10. Some._report expres3ed concern about the role of- peer review and collab-
oratfonhow it shou d be instituted, and cOnduc ed, and whether or not it
woUld be adteptable and useful.

4

In add_tion to the concerns which were just discussed, there did appear to be connid-
erable support among the members for AOTA to promote the concept of providing qUality
care. The provisiOn of such care rests on the premise that each practitioner must
continue'to educate himself, in a variety of ways appropriate to his needs, after
entering professional practice, regardless 5f the level at which he enters. The needto be continually involved in self-education as ic relates to one's practice becomes
more necessary for many reasons. Knowledge is developing at a rapid.rate: New theo-
ries, techniques, and methods of pra,tice in occupational therapy as well ,as in other
professions,which affect our awn practice., are con(inually evolving and replacing
outmoded or irrelevant theories. Finally, Occupational therapists are developing anew sense of prOtersionalism as they move into practice models where superviaion Isnot provided by another profession but must come froetn members of our owa profession.

Given the fact tnat there is need for continu ng education to ).mprove the quality of
.performanee and practice, t.le contral purpose of'any'set of standards which is adopted
should be to provide support through A eystem oCcontinuing education directed toward

c; ft
1,/
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the noticing therap employers, nnd consumers. It thuu bee/mica a responsi-
bility ot the profeasion to determin-! what standards should be ea-tahlished, to
insure that there areopportunities -Ivallable for all members to fulfill the'
standards, to establibh the mechanism lot enforcement of the standards, to in-,
sure that the standards are not discriminatory arid unduly restrictive, to encour-
age and promote the development of enforceable ethics clauses.in the Bylaws of
ail affiliateassociations, and to educate students, therapists, mploYers ane
consumers about the-elements quality care and service_in occupational therapy.
It was with this philosophy that Resolution #300-71 was proposed.

III. Following its adoption, the Executive Board oppoin ed Dr. Jerry A. Johnson as
AOting Project Director until such time as a full-time Project Director could be
employed. This action wan taken iu order to develop the basie plans for the im-
plementation of Resolution #300-71, to,design ..the job description for the Project
Directori to recoMmend candidates for the position, and to initia Ruch activi-
ties as Seemed basic to the conduh of the pro ect.

An Interim Planning Committee was formed, cpnsLsting of: Bernadine Choren, OTR;
Joanne MacDonald, OTR; Janicc Matsutsuyu, Cordelia Myers, OTR; Janet'Stone,
OTR; and Harriet Warren, OTR% Members of the Interim,Plonning Committee held
three meetings: one in July 1971, the second in October 1971, and the third in
February 1972. The activities of this Interim Planning Committee were intended
to be considered as guidelines for nn incoming Project Director who would have
the liberty to utilize these plans in toto or to make appropriate changes con-
'sistent with the needs of the project and are described'in.their March 1972
summary report. Mrs. Patricia Moyer Shanahan, OTR was vmprOyed'-an full-t-ime .

Pro cot Director on February 28, 1972.

April 1972
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I. INTRODUCTION

In the vanguard of professional assocTafions to recognize that criter.a must be

developed to provide. measurable evidence of maintenance of professional com-

petency, the American Occupational Therapy Association (AOTA) in 1967 began

to explore processes for continuing certification. The significant investment of
financial and perscinnel resources resulted in a mandate by the Association's Delegate

Assembly in April 1971 to develop a formal proposal to seek additional-funding.

Increasing public awareness et the need to establish standard, for quality health

care has caused the Association to expand and accelerate its efforts, but it
should not obscure the fact that the initiative to evoke self-impo,ed competence

criteria was taken by the AOTA itself at a time when it was a decidedly innovati e

and experimental action.

The Continuing Certification Project will result in methods to suppo-h an-cl enable

the growth of the profession of occupational therapy as it meets the health needs
of today's consumers.

PROBLEM

The AOTA currently provides mechanisms whereby individuals who successfully coin-
plete the requirements for certification are recognized as being competent and capobi,-

1

of providing certain occupational therapy services at the time of entry into the pror
fession.: There is no licensing of ony Itye I a

Therapist Registered" or "Certified OcLe;,..

been accepted as the evidence of prof',

b many state and local civil serviCe syst,

porsonnel.

CertiRcation us "Occui),!I

iflolopy Assislonl" by flu! AC)Tr.

;oil by tho Feder-61 C

; h iiost twaloy(,rs of hQuith



As with maAy other professions, however, once certified, the occupational therapis

continuing competency to practice is not challenged unless he commits "an immoral

or unethical act." Thus initial -certification has been a virtual lifetime guarantee

of tho tight to practice.

Members of the AOTA translated their concern that this approach was inadequate

into action as long ago cis 1967, thus. preceding today's vocal demands for consumer

protection by insurance companies, legislators, and the consumers themselves. In

that year, a plan requiring ead-i member to accumulate within a stated period a

given number of points in continuing education was submitted to and rejected by

the Association's Delegate Assembly. Concluding that traditional continuing ed-

ucation programs relied too heavily on scores and grades measuring knowledge in-

stead of competency of practice, the AOTA began its search for an alternative

approach to continuing certification.

Activities undertaken by the 'AOTA regional and offlhiute associations, committees

and individual members have included:

review of-the action taken by other professional associations
garding continuing certification;

a study of the issues involved in -continuing certification;

the approval by the Delegate Assembly of the present plan to
devel9p a procedure for continuing certification Resolution #300); and

the funding initially of a part-time project director and subsequently
a full-time director, including travel, per diem, and operating expenses.

Ill PURPOSES

The purpose of the Continuing Certification Project is to insure that occupoJional therapists

deliver consumer services uniformly and continuously consistent with high professional

standards.

- 2 -



IV CRITERIA

In the course of ,ystematical I/involving ell levels of the AOTA membership in the

evolution of this project certain criteria hove emerg d as being crucicil to its

jIfiniutc acceptonce:

An assessment procedure should serve as a learning experience for
each therapist while evaluating his Individual competence.

The evoltrative method should promote desirable changes in the
techniques of oractice through feedback to the profession as a
whole.

There ore several functional levels (i.e., aides, certified oc-
cupational therapy as5i3tards, and occupational thecapists registered)
and specializations (such cs educators, administrators, or specialized
practitioners in fields such is psychiatry, physical disabilities and
mental retardation) within accupatiopal therapy which evaluation
mechanisms must take into consideraticn.

The rofilssi n should .not impose niore specific standards without
also making aN./ailalole learning experiences which will enable the
practitioner to upgrade his level of competency.

A continuing cat tification procedure should promote upward rnobiUty
within ihe profession and co.itinually serve to improve the quality of
care at oll leve Is of practice

A continuing certification plocedure mu,t enable the profession to
define the levels at which practitioners should practice and also
inforri the consumer of what he can expect from the service.

OPERATIONAL PROCEDURES

'Duration

Tho term required. to compli to this project is estimated at t o yeOrs from date of

inception as fol:o

Objective 1 - Nine mon hs to commence at outset

Objective 2 - Twelve months to commence the third month

aejaotive Thi, h- en months to commence the tenth month upon
coAlplation cif C_)!);, tivr.

Objr-rtive 4 Twe Ivo months to commence the thrteent month

- 3 --



Objectives and Methodolo

Obj olive 1: Development of Standard

definition of appropriate objectives, scope and process of
occupational therapy practice.

delineation of appropriate roles and functions of various
levels and specialties of therapists.

identifi&ition of necessary knowledge and skills applied in
occupational therapy .

identification of specific knowledge and skills needed by
professional categories.

bership input and consensus.

METHODS - Project staff will draw upon key AO-IA resource members, conrnittees,

councils, specialty subpanels, local task groups, and expert consultants. An ex-

tensive review of professional literature was begun in January 1972, and sup-

plemental information will be derived from the AOTA National Institutes of

Frealth -.contract to delineate the roles and functions of occupational therapy

personnel. Professional and techni'cal occupational therapy curricula will be

examined. Affiliate association and member inpurwill be sought by special mail-
,

ings, meetings, visitations, and supplementa ion of local budgets to achieve this

and subsequent objectives.

Objective 2: Development of Educational Oppor nit;

identification of type and content of learning experiences
necessary for therapists to acquire and maintain essential
knowledge and skills.

identification of available and potential educational and
financial resources.

development and implementation of accessible immediate and
continuing education programs.

1 9
rwo

- 4 -



METHODS - Project staff will conduct a literature review 0 _I will utilize the
1

continuing education experience of the AOTA's affiliate association education

committees, as well cps expurt consultants in continuing.education. 1Such ong_ing

potential resources as regional medical programs university extensinn divisions

and stale health programs will be studied.

Objective 3: Development and Implementation Continuing Cerfifi tion Proc s

a. identilicdtjon of asscssment techniques and procedure.

b. membership involv
and procedures.

in pilot testing of selected techniques

fi nal selection in terms of suitabi

implementation

siibilty and accuracy.

METHODS Pioject staff will conduct a review of curren 'literature on po5sible

continuing certification techniques, such as examin tions, peer reviw, and self-

assessment. Members, local task groups and consultant experts in educatjon, psy-

chology, data processing, and testing will be utilized. Once selection of the ap-

propriate assessment technique and procedure is made by project staff in conjunction

with membership, the continuing certification process will be implemented.

Objective Education of Employers _nd Consumers

identification of appropriate employers and consumer groups.

formulation of educational metheds and content.

implement°

METHODS Project staff will work with affiliate associations, AOTA councils and

committees, and consuifants to develop and implement a system to educate consu

ard emplciers, about standards of service, the continuing certification process and

the importance of utilizing conipetent occupational therapists.



APPENDIX 1.1

Project Time-TobIe
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APPENDIX III

_..-
AOTA Data Questionnaire (1973)



fOr AOTA ui

The\American Occupational Therapy Association, Inc.

\;1*

6000 Executive Boulevard, Rockville, Maryland 20852

LEASE KEEP IN MIND

Read carefully the 'ri/u znif Iuitruri uii CViiropanyiny individual 4 In several queStions. you 1nn ked to -choose ii ft!wufist H um a
questions rather long list In each case he sure to read the entire list before-,

making 'your selection

5 DO not remove the attached label It identit
PRINT oil rsponse% ond maik dourupi late boxes with iim X

VOu wish to Chdnir n!Nunnse dnd y tre Cr-Orr-ILA erase draw a line
thi r'kq 1401 ffrt orisysir-

;ection A NAME and ADDRESS

In what LOUNfli' IN ri NOT , In

your odOre% located,'

If you wish your ruaideo name 'kir 1.,11,.Cvlorr!d

narre) listed in ih 974 Diroctoi pilot 'hat
norne here

ection B PERSONAL INFORMAIICN

. Year of H WS( 2 dvits ,n/H, r 1/14/

. Ethnic 011

Sex

Arflor if Orr Illrfidir

3lock

nucium AtIiirr ,r_orr

f'irer rrd Kr in, rr

ri Who,
(301k,

e Li M ol

Mari 11 f.--3tatiis

[1 Miii III [_.j Widowed

2 ri Stinordiiin 4 Single

6 Pled5r, rrrfutur rarrOpirrfrd (rutrriorrrrr i

VHLO rf

Section C PROFESSIONAL or TECHNICAL
EDUCATION

T his nec-lion LI,ji ,imI nyu1 ,n ed,,ation in occupational
therapy EtIiiCilioii n fields iitfier than Of is covered in
Section U.

H Oo yral IcOvr! bocudloof cal(' nleqmee with o major in
.occopathunol tt cihy

E

Ir,rrrl

IN on, in.,
ILI N

11 H 5:

sun, iiil

Yi-or Lamed t

Ogt Oe il ill t_.o. ationil the ly?

2 Li Y

If not already listed above, ii VV institution did you
receive your basic educanim norm! therapy T'

. vim pr esently rave illy _ndunts? Sch

L No LI Yes
lournticr I

1973 Data
Questionnaire

1 Li Cerlilicoli

Year Lained oast 7 dv(s)

13. Are you no

1 H No

A A Ortirini,

-adenlic degree?

2 LIY,



AOTA 1973 Data Questionnaire

14 If yuu are now an OTR, were you previously a COTA?

E Ni 2 L1 Yes

15. It you are now a COTA, how did you reach you- certifi-
cation? (check one)

'1 El AOTA approved educational program-Comprehensive

2 E .ApTA approved educational program-General PractiCe
(Geriatrics)

3 AOTA approved educational prograrn-PsychiatrY
Grandfather Clause -General Pi actife (Geriatrics)
Grondldthrn Clduso Pvychratry
Milltai,. Tech Resolution --.284 70

Section 0 OTHER EDUCATION

16. What isyour highest degree In a field other than occupa-
tional therapy' (chOcils OW)

[. ASSOciale 4 Li Doctorate
[11 Baccalaur 5 ri Other

Masteo,
[ 1 None

F1, nod 2,

Mdifit holc1 01 study

y(s)

trljrrle? and /0

1 / Ar ii yuti IILIk-,11.,- I it i titled Ili airy of
f itilds? hini f=

o i F ritir diii u/ [ i 5p,-j, i I'dirlaJ104,1,

0? l__l Nursing Auatiology
oa [71 Pie, ,-,ic,i1 111or dll, 08 1 Thor apPutic Het real!),

04 [___] P;),,,,a),,i,i,p, w) l.-I Vocational Hohatial
0 i [I `a, a- 1 il w,,t1 10 Li ut tit,
06 l i st,,,,iii [i(r iii i , , ri Non

II 'on RI

Section h E PLOYMEN I

18. VVh4..t.- i, your orosent sta luneck ono

E +kill time (30 ii h101 ins per week)
,

1;1111)1,o/oil par home (less than 30 his 0er week)

3 Li w lk) Oil dS 11114.111per

4 Li I Not enikloVed 1)1,e1 I() VS/(.)1k again

5 [ N.03 Wit iseed don't plan to %NW Iv dgdIn

(If Vint chockod ho.v 7, 2 or 3, eontinue wit! , tIn' next
le:hocked box 4 or 13, skip to question 28,1

If you are soli-employed (that is, if you receive payment
directly horn your patient/cherit or his agent, or _if you
tri.r paid till ci contrdctudl basis), cheek here .. .1[

19 ['resent Einol, yer PRINT the i1ar7ii Of your present
employer ,Js 1/(N/ wish it to appear in the 7974 Directory,
If y(ni work dt. IllOr0 (hall ono facility, list the PRIMARY
one, r

±

Rage

EMPLoYE(3 N.AmE

ADDRESS (riurrtber) (sfreet)

CITY STATE ZIP CODE

20 Describe the PRIMARY facility in which you wor
(check one in Category A and one in Category B)

Category A CONTROL or OWNERSHIP

5 0 City /C-ounty
6 C Private, profit

Private, nonproti

1 Federal, Vet. Admin
2 E Federal, other civilian
3 0 Federal, military
4 LI st,,te

Category B - SETTLNG (READ ENTIRE LIST, the
check the one that best describes your facility)

01 College, 2 yem

02 Li College/University, 4 yv/u
93 Community Health Program
04 Li Community Menial Health Centel

05 El co, ,clionyi Institut.,
09 E D4, Care Center

07 LI Health Maintenance Organqation
-oe Horne Hearth Age!), y

09 1-1 Gorrin al

to
ii E pwcrii4t, in

12 r Oer ',prO oily

ij I:
14 Li pntiii

psvtluall
[ 1 ut. u1,C1,11 ly

Stiof I T

(I 30 d

I 11,,A1,11,11 t ,HI i curl)

130 lif Molt, eldVs)

2 Li oii,,t, pt4,4,.,.
1F3 LI putili [_,,,d,,, A,,,.,:,
to ri Ri.,0,,, mn.i,, Plug n

20 n Re1111/1111/11101) Crult.r

21 E ii,ict, Facility
22 ;School System )iriLltidriin1 11ii,ir, r ham!)

23 Sheltered Workshop
24 El Skilled Nursing or Intermodia Care Facility

25 LI otht.,

21, f-frrvv long lave you worked Itt thiS facility7

22. IMO ihe any ()flaw facility when- you pr
Hy work. (Select the ir .odes frwn
categories A iind 8 above lnd enter thenf qt
right)

odos
1

What is your official position title at your primary pla
of employmen
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24_ What is your PRIMARY fu c ion (check one)
AdMinistration

02 LIConuItt100
-3 Li Provide direct oatient/ch n I-vice-Evaluation & Planning
04 LI Provide direct oatrent/client service-Implementation

-

OS LI Provide direCt patient/client service- Both 03 & 04 above

06 E Public Rola ions/Information
07 Research

08 Ei Supervision
09 0 Classroom Teaching
10 0 Field Teaching

ri] Other

25. If you have a SECONDARY function, select the
approPriate code for that function from the list
above and enter it at right.

26, Are you responsible for developing the budget for the OT
departolent in you facility?

0 No 2 Li Yes

27. IF you ari _resently involved in the delivery of OT
services:

What is the age rdnge of the patients/clients with whom
you usually work?
E 0-2 yrs

2 [1 3 12 vis
3 Li 13 19 yrs d s

4 El Both 2 & 3 above

What are the hedift rriilileite, of th podeols/clients
encounter most lit-ullieritly in your work (ge/ect

le..r of Ircque,vu OP WI N1C
yot 50/0G- -n/Ide(/)

5 Li 20 6

o AIciilil
07 Arripli
03 Al iiili cii (ell,.

04 Ar lilt i 11,t(icr I 0,,

PROFESSIONAL INCOME

AOTA receives almost daily requests for
informdbon about the cost of providing
occupational therapy seryiees. To satisfy
these requefils, mid to provrde yorrr asso
Nation with the data necemary tO do its
job effectively, accurate salary inPorma
tion is needed.

Because one's income is a private matter,
this -Income- section can, if you desire,
be detached from the main questionnaire
irici mailed separately. No individual iden-
tifiCation, need he included. For the data
to be Usefill,.h6Wever, some general infor-
riation is needed,

1 Member shit

00 Burns
07 Cancer
08 Cerebral Palsy
09 Character Disorder
10 CVA/Hemiplegia

ti Developmental Disability
other than ;719

12 Drug Abuse
13 F. roc:wit'
14 Hand Iniuly
15 Hearing Disability

16 Heart Disease
17 High Risk Population

ta Kidney DiSilidvt
19 Mental Briar C1o3loil

20

21

,22

23

24

25

27

20

Multiple Sclerosis

Muscular Dystrophy
Neurosis
Peripheral Nerve Inlury
Psychosis

Respiratory Disease

Spinal Cord IniUtV
Visual Disability
Well Population

29 other
(spec/tv/

Codos

Most
Froquent

28 If you are presently unemployed, hoW long ago were,you
months yrs.last employed?

29 Air- yiiii Iirnri iii oily of Ow ti,llowinq language 'heck
t zi)

91 t__1 AffP oe li
07

08

02

03

04

05

111:111e

Port LiqUese

[Russian or Slavic ran uages

09 Sign lanuu

10 H Stratlist,

it Ei ()thin

Cut Here
OTH 2 COTA

2. Please copy the codes for your answers to question O here

3. Please copy the code for your answer to questiOn 24 here

4. In what state for country, if outside U.S.)

5rEmoloyment status i Li Full timo 2 Li Pdr t t into

do V rk 2

6. Annual professional income

... up to $,6,000
2 0 $6,000-7,999
3 0 $8.000 9.999

$10,000-- 11,999
5 2 , 0 0 -13.099

6 $14,000--16,099
7 El $17/,000- 19,999
o Li $20,000- 23,999

$24,000

7 If you provide consultant services, what is your fee? Per hr.

r day:
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1,

Section F OTHER PROFESSIONAL EXPERIENCE

30. What do you consider to be your main areas of work ex-
perience? (Select up to 5 from the lists below, and enter
the codes for your selections in Me spaces provided)

GENERAL AREAS

01 AdminisirotiOn
02 Communication
03 Comprehensive Health Planning
04 Curriculums Design
05 Fiscal Management (bud )

06 Grant Writing
07 Legislation
09 Personnel Management/Supervision
09 Program Devetopment/Organization
10 Programmed Instruction

1 1 Public Relations

12 Research Methocts

13 Teaching Methods

SPECIFIC AREAS

14 Activity Analysis
15 Adaptive Equipment
16 Architectural Planning and Design

17 Motor Functioning
1B Sensory Integrative Functioning
19 Cognitive Functionm0
20 Social Functioning
21 Psychological Functioning

72

73

24

25

Group Process
Infant Stimulation
Orthotics
Prosthetics

26 if Dare (II itiatict
27 Play Pitt f ni rott nut,

29 Wof k Pet for rodnce

29 Daily Life Adpusrment

30 Other

COd
Mosi
Kxperienal

31. Could you te ch or consult in any of the areas in
question 301

LI NI) 7 L-1 Yes, In
(code) (code) (cod (code

32.1f continuing education opportunities Codes

were made available to you, what areas
would best fulfill your needs-? (Select
up to 4 from the lists in question 3D,
and enter the codes in the space.s at
right)

The American Occupational Therapy Ass

6000 Executive Boulovard

Rockville, Mar land 20852

page 4

N ooded '

33. Delegate Candidacy according to AOTA' bylaws,
candidates for delegate and alternate to the Delegate
Assembly must have had a minimum of five years of
active practice, one year in an official position in a
local association, and one year of experience on a
national committee.

a Have4Vou had at least five years experience in active
practice?

ri No 2 Li ye%

b Have you served for a year or more in an official
capacity (off icer, committee member) with an occu-
pational therapy affiliate association?

No 2 0 Yes

c Have you served for a year or more on an AOTA
committee?

Nn 2 Li Yt's

34 Have you been involved in and/or held office in commu-
nity or political-Organizations?

1 Li No 2 [1 Yes

3u Have you ever had a prute%i
Journal, book or monograph?

No -2 n Yes

moon, inc.

I itibici i11blrd in a
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Part 1

Task Force-Members, Consultants, Coordinating Com -it ee Members

Task Force Members

The task Forces developed the preliminary editions of the standards which

e subsequently reviewed and eyalbated by,several hundred therapists.

The task force members included:

Deyel ntal Disabilities

K. Ann Evans, OTR (Chairperson)
OccuPatioral Therapy Department
Medical College of Georg
Augusta, Georgia 30902

Ted Becker, OTR
Occupational Therapy Section
Walter Reed Army Hospital.
Washington, D. C.

Judith Sage, OTR
Elizabeth Levinson Developmental Center
Bangor, Moine 04401

Betty Scanlon, OTR
David T. Siegel Institute far communicative DIsrders
Chicago, Illinois 60616

Pl-lljcIl_Disabilities Task Force

Major Carl. Sundstrom OTR (Chairpers n

Brooke Army Medical Center
Ft. Sam Houston, Texas 78233

Nikki Mama, OTR
University of Florida
Gainesville, Florida 32601

Lt. Col. Ronald Bailey, OTR
Wilford Hall Medical Center
CMR 8 Bax 9172
Lacklond AFB, Texas 73236



ilities Task Force Continued)

dt, OTR

Depar ent
ore Maryland 21211

!rattly:\

OTR
Jphn C. Whitaker Rehabilitation Center

.3333.Silas Creek Pkwy.
Winston Salem, North Carolina 27103

American Occupational Therapy Ass ci
Affiliate Liaison for Health Planning
Government Affairs Division
6000 Executive Boulevard
Rockville, Maryland 20852

Stroke Task For.ce

Judy Ford, OTR(Chairpe_son
Highland-View Hospital
Cleveland, Ohio 44122

Michele Mu 'hall; OTR
326 Sylvan Avenue
Waterbury, CT. 06706

Ellen De Austin, OTR
R6search Hospital
Katisas City, Missouri 64132

Dor`othy Wilson, OTR
Rancho Lo Amigos Hospital
Downey, California 90242

ArthritisTask Force

James Hammond, OTR (Chairperson
Jacksonville Memorial Hospital
Miami, Florida 33136

Frances Silverstein , OTR
The Good Samaritan 1:loipita I
Baltimore, Maryland 21239

15 0



Arthritis Task Farce C

, Naomi Haviland,
University of Mic an Medical Center
Ann Arbor Michgän 48104

Ruth Ann Watkins, OTR
Rehabilitation Institute of Chicago
Chicago, Illinois 60610

Jeanne lsAlvin, OTR
11954 Moritana Avenue
Los Angeles, California 90049

'Mental Health T sk Force

Bearldean Burke, OTR (Chairperson)
New York State Department of Menta I Hygiene
Albany, New York,12208

Patricia Hamrneke, OTR
205 Hi!da Avenue #710
Wi1lowdale, Ontario CANADA M2M 41

Claudia Allen, OTR
Psychiatric Dept., U.S. C. Medical Center
Los Angeles, California

Ellen Kolodner, OTR
Norristown State Hospital
Norristown, Pennsylvania 1904,1

Joseph Chase, OTR
College oF Allied Health Project
Temple Un ;versify
Phi ladelph ia Pennsylvania 19140

Robert Schroff, OTR
RR 1

Augusta, ME. 04330



Consul anis with expertise in developing standards f job performance

and patient c re evaluati n studies pr vided advice and guiqcmce to the

Project Staff and task force members. The consu Itants included:

Clement Brown , M .D.
Director of Pro fessipna I S ervices
American Hospital Asiociation
Chicago, Illinois

Rosemary Mc Conhey
Staff AsS-ociate
Bureau of Professiona I Services
American Hospital Association
Chicago, Illinois

Donald Dennh, Ph.D.
Director, Medical Education

Daniel Freeman Memarial Hospital
333 N Prairie Avenue
Inglewood, California 90301

Other consultants reviewed, edited and revised the documents delineathig

the roles and functions of occupational the

These consultants included:

deve lopmen ta I disabi it ies:

13" s in the speciality areas.

ElnoraGilfoye, OTR
Affiliate Faculty,, Occupational Therapy Department
Colorado S tate University
Ft. Collins , Colorado 80521

physi I disabil ities:

Nancy Prend erga st , OTR
Occupationa I Therapy Department
School of Allied Hea Ith Sciences
Medical Coll ege of Georgia
Augusta, Georgia 30902



arthritis:

Virginia Stillman, OTR
Horne,Care Program; Direcior of Occupational Therapy
'Physical Medicine and Rehabi litation
St. Luke's Hospital
114 Street and Amsterdam Avenue
New York, New York 10025

striO. :

Rita Lefkrovitz, OTR
Highland ,View Hospital
Cleveland, Ohio 44116

AOTA Cantinuin ;cation Program Coordinating Committee

Under the auspices of the .AOTA Continuing Certification Progra,m nd not

funded by this contract, the Prolect Staff worked with the followin representa-

ith the development of the AOTAfives of AOTA groups which are concern

Continuing Certification Progra

Committee Mber:

Bertha Bailey, COTA*
10922 Ritaw
Houston, Texas 77034

Carole Ann Hays,-OTR
University of Michigan Medical Ctr.

=1405 E Ann Street
Ann Arbor, Michigan 48104

Gary Kielhofner, OTR
UAF Training Coordinator
Occupational Therapy Department
University of California
Neura-Psychiatric Institute
760 Westwood Pio 20
Los Angel es , Cal i fornia 90024

-5-

Re_pre_s_enting:

COTA Chairperson and
Council on Development

Executive Board and
Delegate Assembly

Student Organ izat ion and
Member-at-large



Committee Me b r:

NancylPrendergast, OTR
Occupational Therapy Department
School of Allied Health Science
Medical Col lege of Georgia
Augusta, Ge6rgia- 30902

Dbde Sleight, OTR
St. Louis City Special School Distri
12110 Clayton Road
Town and Country, Missouri 63131

Gayle Green'Smith, OTR*
23612 100 Avenue, SE
Apt. A-6
Kent, Washington 93031

Lyle' Spelhring, OTR**
Occupdtiono I Therapy Depart ent
Eastern, Michigan University
Ypsilanti , Michigan 48197

Nancy Talbot, OTR
Occupational Therapy Department
Sargent Col lrege of A llied Hee Ith

Professions
Boston University
Boston, Massachusetts

* new member as of October 1975

resigned as of August 19

-6-

Representinga_

CC:MI6 I on Education and
Membur,.dr-:16/E0

Counc I an Praetice

Committee, of AFFI liate
Presidents

mber-a large

Executive Board;
Council on Education and
Council on Finance



Part 11

Task Force Members

Regional

Task Focce Members and Consultant

Susan B. Fine, OTR
115 W. 88th Street
New York, N. Y. 10024

Shirley Zurchauer, OTR
78R Winn Street
WobUrn, Massachusetts 01801

Deane MaCraith, OTR
37 Cypress Street
Newton Center, Massachusetts 02159

Nancy-0. Anderson, OTR
151 River Street
Norwell, Massachuse ts 02 61

'Notional

Susan B. Fine, OTR
115 W. 88th Street
New York N. Y. 10024*

Anne S. Allen, OTR, M.S.W.
School of Al lied Medical Professions
1583 Perry Street
Columbus, Ohio 43210

Shirley Hicks, OTR
P. 0, Box 457
Cedar Crest, New Mexico 87008

Consultant

Patricia M. Shanahan; OTR
Apt. 8G, 77 Seventh Avenue
New York, N. Y. '10011
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THE ROLE AND FUNCTIONS OF THE OCCUPATIONAL THERAPIST
AS A MENTAL HEALTH PRACTITIONER

BY: DIANE SHAPIRO, M.A. , OTR
PRINCIPAL INVESTIGATOR

of 0- -ups_iii_ortEziGen rat D finition

Ocaupational therapy as an applied science is concerned with directing

participati on in selected tc-isk to rest and enhance performance, to facilitate

fling of tasks identified as essential oradaptaton and productivity, to minimize

pathology and to pr ote the maintenance of health. fundamental objective

is the development and m int nonce of the capacity throughout the life span,

)to perform with sati faction to self and others, those tasks and roles essential
,

to productive.living.

Refcrene to occupation in the title is in the context of man's go I- directed

use of time, energy, interest and attention.

The Role and Function of the Occ ion _I Them onto! Heal h Practitio

The specific roles and functions of an occupational therapist as a mental he Ith

practitioner with individual or groups of clients are rela

eva luation, (2) tre

to: (I) Screenin

ent or program planning and trea tm en t or progrqm impl

'on. Secondary or supportive roles and functions may include education

and supervision of students technIcal stafF, adrninistrcitlon, research and consultation.

m Ocaupationol Therapy: Its Defintinr rinc

r-

Funct ion AOT4 IQ 72.



The scope of the role of theoccupotional therapist which is desc ibed in this

docurn is limi echo the occupational therapist working with adult clients.

clients are individuals who have demonstrated d fficulty in management

-:because of any number of faCtors caused by eithe e otional

r environmental stress or pathology; Clients of all ages receive the .'

er ices qf the occupational therapist however, referral from other

Professionals tives, or directly from cl ents. Services are offered in acute

,Or long,term priyateorpublic hospitals, psychiatri clinics, schools; community

mental health progra s clients' home or.privata_practice setting.

Evaluation

The first phase of occupational therapy intervention is screenin

of task performance, i.e., the performance of selfcare, work and play tasks,

the activities of daily 11-q-i The therapist begins the screening,process by

making a generalized assumpion about whether the client needs some kind

of treatment. Observa io of client, and or family interview, and a referral

nd eyaluation

often indicae broad areas of dysfunction. During the screening phase, the

therapist, or example, may ask the clIent to describe his er normal daily

act vities. A poor balance of work and play experiences would be indicative

of the need for evolu tion. In all cases, the scree ing is focused upon

observation of the client p rforming an activity and all an interview with

5



client and or fa ily about the client's ability fo perform within his or her

occupational and supportive roles. The therapist must dcide from this

Cursory infor ti n whether or not the client can participate in a thorough

evaluative p c duae-or posiPenernent'is necessary. A frequent

contraindicati n for evalpotion.maybe on.

tim

The pe

medi

:.aute psychotic state. At such,

_ion and upportive divers _nol aetivities are rec mmended,2

formance of an ndividual in a highly agitated state may not be indicative

of his or her actual ability to perform.,

he ev luation, the therapist miist select

the gppropriat e;proc dures. In some facilities clients are avciluated with

ill select arid based upon thethe s me procedures.- In others, the therapist

client's speci ic needs nd or presenting symptoms. The evaluqti n.;Procedure,

often designe'd by the therapist, is an-actual aCtivity- dented est.situaHon. For

example an ev luation battery may include a craft project (with i ten and/o

a typing test, a group project (several clients sha

mmercial lyavailable tests.

.The therapist would ass gn s ulated tasks or actual activities end observe the

client's performance in each are . Once the evaluation is completed, and the

2 These instances are likely to occur in inpatient programs, bu
encountered hi outpatient or community programs.

1 5 9

re less likely



clien s task abiliti s and limitations have been identified, the th rapist w uld

decide upon the caUses of limitaHon in terms ofiskill deficit. Additional

or more finite evaluation in skill areas such as perceptual-senso y integrative

cogni,tive skills intrapersonal and interactional skills and physical'

motor skills, may be indicated. For, example, if the client was unable to'

perform the tasks that were dependent upon perceptuol-sensory-integrcitive skills,
-

standardized tests o perceptual-sensory integrative ski'lls y be administered.

All areaS of causative factors are explored by further evaluat on with possible

referral to specialist, i 6e .neuralagist,'opthamologist, or psychologi f; v sit to

e,or interview with fam ly me bers.

-A reportof findings in -luding.all abilities limit

arid assumptions regardirg the natiire of the caUs

to colleagues superyiset and client.

:The second sfage of intervention, tr

ns- envir

is prepared 'for presen

ndifions

rnent or program planning; consists a

organizing a comprehensive method of helping the client tei corrqt deficien

skills, acquire new skiils and change defined énvironrnentaj obstacles.

The process of planning must,- -count for the clie. .spiring and actual

c upationol role developmental st ge, socioeconomic status, length of



ment time and motviation fo

.P iorities for selection of skill integration re chosen collaborati ly

by the clien therapist and other professionals. The selection maybe

based upon a developmental sequence (defined, for exa ple Piaget pr

Erikson) or upon an immed fe,identified need such as th care _ child

or personal hygiene.

En vi ronm en ta l factors are

A change. in the. vir men

the use,Of ekisting abirties.

I c nsiderecl in he selection o riorities

Thysic ay incorporatperson

uf-patient, for.example may dttssAn

because of an inability to cope with

task may maximize sp cific

,o assignment,- A change An job

The treatment program planning report includes all recommendations for

change (goals), the specific therapeutic techniques to be used, the estimated

length of time, the financial implicatins, the therapist's judgement regarding

prognosis, and plan for after or continuing care.

Dealing with client's)motivation is a difficult issue. Arnotivational syndrorries
are frequently associated with emotional disorders and is' possibly a primary factor of
unsuccessful treatment in mentdl health. Occupational therapists usually try to'
encourage motivation for criange by presenting programs that lead to gentle and
rather rapid change in areas that ore "nonthreatening" to the client. Before any
major change can be tolerated, the client must accept the need for a d the often
painful process of change.

-5-



111. .Tre_tatrae_riLLEA-o ranyrittqtien

The assumptions about how chane in hum n behavior occurs are the basis

he techniques chosen for

-l.therapists ascr be to ve

Lr..R9tignal th
,

-
. Occupa-

tlifFerent theoretical princiges regarding

anner° in which the activity,ar
I

changes behavior

of a therapeutic program or specific technique i

th etical perspective..

The following ihree examples

aprcciches and use of tecnniqu'es.

A 45 year-old male acco

'The/imple entation

dependent upon te'chasen

illustrate threedifferent theoretical

tent, recently unemployed because.of his

y's bankruptcy, has a

discharged fro

ond PS Y hotic depression". He was

n in,patieht service, is :on meducatir1, and was:

referred, to out-patierit. occa.tpoti

AbilttY conceptrate,

his molar stren,gt1-1s. His desp

appearance, considerable Weight I

n 1 Pyti

tain performac

ir --t .eviden by-

ncf lack of motivation h

factors MOStdetrimental to hs present functioning. mplaymen1

is identifi d by Client and wf as on immediate need.

The in con ultoftr with a dietitian could discuss

recommendations for a dipt and dev I p a behavior modifi tionl



p rógrarn to einforceT proper eating habits.0 The wife can assist

in thoadniinistration of positive reinforcement following selfcare

d grooming behaviors. 'As his appearance improves, the' herapist

can begin role-playing, techniques as simulated-job int rview

,exp riences and,then refer client t cationa i` counselor, or

a l ent burea,u.

rt. t t th tppo ive program ° rnain cm e.c len s

ently be a gned. Thoke activitIes or hobbies
IL

hiri as well as reclure concentration and a tention would be offered.

yearold Female high sch cd graduate h a long standing

izophrenia, epeated hospitalizations, and unemployment; is

inp tient in a state hospital. Her j r strengthsare complian e and

/
wlllinness to cooper e. She functiobs at very low developmental

level and has never been able to successfully complete a task other

than simple craFt projects. Her posture is poor; she has a shuffling

goit, wOikened muscle tone, absent eye contact and poor motor

cooditnation. Sensory integrative techniques adesribed by
'3-

4 Specific remforcers re sel
breaks ore some examples.

cted by the client- praise,

.7

kens and co fee-



Lorna Je riKin QTR, preprespribed.

Techniques thatprovid vestibulcir 4imu l n, such' as rolling

spinning ex

in a group or

s re implement el. These o ivities con ,be offered

dividua ly;

A 18 yeoro1036.171.,:was- eferred to an ,06,tpati ntclinie by the school

psychologist becciose .af.'.otwo.--ye.ar history oF,Imphotamine_ qbuser.,

ncy and poor..c naluct' in alosS... His grades were high in English,-

:overage try otherstbiects and ling in- rpothemutics ,ondphYsiaal

eduaattor-14,1Patient's- paten ts r3port Jelyed developmental .landr9orks

cind &her- clurngines -s compared'IO sillings
. .

"

The symptom

sych atri

E dru`g aiws is case may be best handled y the

_the occupo ti oft Itherapisf w6uld select activfi based

upon the defined develonta I sequence of perceptual sensory

integrati,ie skills of A. Jean X.Yr Kephart7. Skill in

51. Lorna Jean King, "A Sensory Integrative Approach to Schizophreni
Volac-28, No. 9, October l974.

6 A. Jean Ayres, "The Development of Perceptual-Mtr Abilities: A IheoreticcJ
Basis for Treatment of Dysfunction", The Devel ment ofenso Inte rative. T
and Practioe Kendall/Hunt Publicotions, Inc., DubLiqu , Iowa, 19 74.

7 Newell Ket3hart SPow Learner in the Classroom. Charles C Merri II , Ohio 19e,



perceptuaH sensory intecrative performance would be likely to

help hin attend to the 'structure of school and authori.y and rn-ay lessen

his need for an cial beha i

rrently, activities that inoorparu His verbal skills such as debate

groups arid acting classes, would be assig

The occupational therapist rriox riOt be the person responsi le for admini ro-

t.ion of all activities_ Otb-ii ui o tI,. or

recreal-ional therait helps I plerit tile program. 171e occuparionul

therapist is usu _lly in charge lf planning le ct ing and assigning the

porti co !Or prograras Or

.1 it.. 1,1 k,1

,i1r1=115 ,5t1 ,.5. .11, 11,1 ILL= 11.,_, .t.1,1 jJii
irventi cli ,;(1 (1r ii is r W) tg

4

ot_her Jiciplim ,5.-ffi,j , t-,ov,1

11',0

phase of intervention. D

purpose it rht, total

_

_ lcm it 15 11 1t,,

5 ci een inc--evoluation onc: plan

-9-

tut ion



during tr -tment-rorog ram i t -rvention, 'the schedule is focused

upon therapeutic cctii su -hi as ccqu -ition of skirl Later it

focused o -1 avvay horn the treatment fQcilify. Often

uctIviti outside )t the facility such empioyment, rnembehip

in the "Y'ana rirne itb he family ore tissioned so that the :client.'

COIl 9rdh y oclikist t 2h-a normal demands of independent adult

life,

IV,. R'ee-vci luat ion uridTerrninutioii

Reevaluation at the cli erit cil-k.1 the col,

[170ughout the prolrarn,
.

commendations for chonges ar tndae a cording

JduIIy, Ike tiiIui IIi ut .1 upon uhievemen

f tIlly rc,ionenients and ciieh '

c ottot tu hut i I

i011-, 1.1,,,r1r1,1

s do

Cornpet ci )

,f teittlin Tht!(,

I - iI i IL v ' jilli irl9

1-11,_ I 11( L-At i 441 16. I ht.! doLkir,,,, d WU:, Hi

c1:4

5C-1 t I ,r1,-=_--n1-cri ilex) It

t 1 I I I
>

k=4

t

-10=
Jon,ocry 1Y/6

1,1

ALIA douotocut it hts



THE ROLE AND FUNCTIONS OF THE QCCLIPATIONAL IHE RAP
IN' THE TREATMENT UF THE DEVELOPV:ENTALL'i [1LjAALI:1 (_t._ 1.,,r

BY E Lt----.10 RA f\A: CI ITO YU, 01R,, ;7 AO TA

SPECIAL CONSULTANT

Introduction

Ihe ocCupotional therapy scl-rv ice ph...Avon] tor on
1 \LA I A 1 , t: I ,s11 1 r,,1 I

disability is bosed upiDo thr, proGes nOtri-10 holitin growt h Hevelopm or. t and

ma tura t ion , XnavvIec-(o 9rOw f [I of hi Jevelupilt2rit pr e-,s 1,1,,=

!

. tx.

',,.vork for the evaL
T I- Elrf hretffr ec_f. kJ!,

of the t,peci weett,,,,J,Ricty ,h1114.e,1 f. , I 1,i ,.)CCM.HJ t

p formunc 51-h I k hr.1 tv d' L'1"11,1

T ut=1,,..i 0 f- the pr-c..Kr to 11, I. 1(1-1'[...-0,., o^ IL._

1,1,,

L, W.f.. 1, con 1, I

i-14,=i I 1 ta tht- du,o1', OLI.1!ve 1.0 hi3h,:.1

-,;or (i1, 1 ,11(,1-14. 7,, I

.. 1 i .
I t

0,, 11, rf
, h_ jr1 I. I irr

I II ,,;r,,Apy
r

1 I

I r Irhe ,J1 y of .1(,trl,s1)+,}, rTic,

,A.),..11CArTA, heit:, H ht-,' Lilm9 t

, the comp Icr,`e nouril ?,hri1f v.,,rIK, I, y t,,

;D.:-iol (-Ind hicki t- irne cir



ctherapeutic media to 706 litate a lligher level of functioning so

adopt to the [lands of th flVIiOrirnCr.

The Role of the Uccu tional TheroTist

.-The occupational therapist has three bias

as an evaluator of o

interrelated roles:

hat the person con

-rfarrnonce skHk utid LOfllpOfleflts

i

2 a a p luroer of ?he thr py program

as an implernentor of the occupwionni

CDccupotiona I therapy services are delivered im a vari

chok, I clinic, day care centevt rbsi de

The

ropy program

ncJudin y home,

ctiiy an'd .06 dna private agenci

th rapist: arks in operctiwr and collaboration with the client,

the twei ly und her a...mons dirt. cly ctzt erned wi h the client, i.e. teucher, physi clam

or pycholuIs fhe progrom rna>, be carried out on u Orre to of le

thci_ isi, ir, the ,11 wid fon-i fly; or with nuU or lc1rJC rotp. cit liera

perSons -S lAr I CiO I

IF: the receipt of rhe re trru

per form

1 ti- sit L._ tdy physicn,,. LA he,

.t ICLJLHCI or cI ti'l>) ! FCE lk

upul jrrj I heiupi st evol(jaI the diient's

rim ordel id1trt, lhe L I L. l of occuutioricil eci

Ffls and comp°, ie
. Terflrrit tht.! needs

I he oc:cupertiorlal theiopy Uvulua tiori identiritts th Ind ividao

per form nee skills and the compononts neeclid by tire individual in order to ocNove

thew skills i neurorruscukr, scrnary=n-iotor Integra_ ive A- psychosociul
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behaviors. Because the ability to per7ierrrn arici function within the environment

aependent upon many ospects of behav lot, the occupational therapy evaluation

also considers the cognitive and communicative components and the cultural and

physical environment of He individual as to bei influence upon the client's

pe.t totInance

OCCUPATIONAL PERFORMANCE Sic, S:

performance ot :

self-help tasks
play/leisure time tasks
schtool/wrk tasks

_ . _

Sensury =t-trO,.rr rs

II 0yif

o !eensory -moldy 1,
grative

Psychosat carriperlents
,

O dev elopfnOikq,;
self

o dyadic and group
inteCtiLai

0 dr.. t.,
o

i A y, II 1,1 0t 0 14 ittj:

f fur kJ I therapy pi oda) Hi

CoOnitive
' and

Cornmunicati,
mponerth,

-I til cz.1 IJ r Jtiki aids, t

A , rpo rrreclonre: ilre C.: 1(7 f I
r

,
B. proven Or !Itt. Lt ty Oriti dey el Qpirer tul cily( ezt,,NiOn



,
of:vo

C. restoration of deformity/disability

D. facilitation of development- and rna uration

page

Based upon the results of the evaluation, the therapist, in col loboratkn with the'

client and family, etablskes the imMediate and long range g als and plans the-

occupational therupy program, The pr gram -is --designdd t- maintain aria modify the

behavio of the client br facilitating a higher level functionkig. the focili=

i-n of performance 1:5 achieved by enauging the client in a specific purposeful

activIty and by sir turirtg the environment in a manner that will modify the

jridivjJijuJ iturmanc It is the proLesJ used by 0

th0 LLLtIVI7y that focilitcoe the desi.ed rf

- "doing

!he CA ill OkIJ program lrI11JlOFtLifuIl.L lute, t

riurijI the 1...1 tIad OW ir6le tho

ll, r Iat uid deve lopnii tally opfir,-.

4tkkiaj LI tl1iCF ki Ils ,,,,hievtd by unolyzilig the corn-

he .. i .ngoqIiig the Client wiih

la 1 al Ik-7 ad at triaiwal

LLLf Of bc,jik.I. ,air I

aLl .

the accoporiori,,,i I

per iorrnona_

deve,

Ilk and iii alil , ef

1 it I

at gruwth,

tk,n. ILL ita tht.itio WWI th-



client, far,
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y Inificant others. In order to modify behaviors the occupational

therapiI take c. nalistic approach by considering all asp cts of the individual's

behavior a rob() the development of occupational performance skills.

the Functions c,t the (i,_cupational Therapist_

'Lvuloo ion ot c_Jccuput tonal Pef

Tho oc.uoati Onul thoiapy abauflurl kit tF ): al leve

occupational performance skills considers the- Semory-rnotor, psychosocial,

cognitive, conlfllUn icative, und cultural components neeJed tu

pertorman,e

f the components t ear

iHUrl, the 1,11 the r-lot iunstop

otimu r- ,Arld hONV they in tli.iumm behavior.

,,,....t-onance tu,k mmii I I

i.e. ability tm

ub,-ins it and briiiq fLm,.J I

an

utting c I I

" ifcm,.

i ,= I I

cr, (It I, I 111,1 i I

)uttiflg garments iii siuroqe dreas ii As Jrawerm arid

(closets



c. hygiene /grooming, i.e. brushing ieetk,

page 6

lbing and washing

hair, washing and ring for body and bodily needs;

_it m-nipuia i-n, i.e use uf telepFionts, keys, money, watch;

,arnmunication, Le. -vc:r

ro 51)0d kll

ULI lit iL 0[1,1 th LUIITIUI as t elated

L. puitaunut. itren Lommunic-ti-m;

2. Ploy lois -re tiru tasks including:

,tability and mobility to 'nave within the environment, i.e.

itting, creeping tondinq, walk;ng, running, jumping

I

scis .

1,1

II ti C3th(2.1-1,

ir..

u pul brqual ti..itor tusks-, Lu. papeu It

PIoh1 IuCFflLr1t5 i.e. pro is, visual Thrill it Lti Iii .

pun co iv itiq orld Tying forms and symbol n Math, Iting

1.1
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and reading; i.e. body schema and image; rhythmic activities;

hond-eye and body-eye

movements in space;

oordination und abilit to pIari gross

b. hornem- kifg to,ks, i. kitcher

Evalaurior

II

help tu,i,

ai-

hundling cook-

ensik, washing dkhes, cl uniHg suppfles and equipme t

sewinq vs/ and ironiny LIorh es, leuniny al'id dusting;

uII -Th0-it)

p n

1,4.1141 111,,

typing, ti I ny, hundliog equipment for

,,,Jc.,1,1.1

oick, i Ic= slield Het

1,11,1rnentotiL...I,

/Wolk fk,1

F.1+.111

endurance, tunctiaiaI u f I tk 1)uiner-Otd3 puttti

and postures, volitional, spontaneous mavem nt ond con rol;
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b. sensory-motor integrative, i.e. presence and influence of

primitive refl xive a-to e- en upon ostre and motion; presence

and influence of body righting and equiNbriurn reac ions upon

posture and rnovement; reception and Rercepfion of sensory stimuli

and rI duptIve resporjse to the stil-rt: he initial sensory

input, the molun output nd the sensis- tedbck recel ved from

the Iltotor output; bed), sc_fiernu.

pychoociuI en ts

u navvIJye e. ability to perc

Leh gs confricts, defenses, coping behavie.rs, sexuality ut

self, sew-respect, fuelinqs of cociipeternu, accep once of

wi foilures

Onc.cpit 11J :If iJtiii

i-n lo intoming

.1 1+.-Jr

!Ic 1Lti.n.I

tigurm, percei Ii if d relndina

teelio9s ubilit ra ,ope with

pcisuns such

ck:InCOli I Ilk

.141

1,1 iIiLs I

t lit, II,

ther's needs Und

nl of interaction i th

rao,hinn, ithcruvid



repetitive ements;

cl. group interaction, i.e. sharing, cooperation, respect of others,

compe ition, exercising group membership roles, social compe-

t rice, dependency/independency gratification, ability,to

perceive s cial feedback,

iit iv and cornmeiric.- !i.e.. ability To follow instruc i
r=

= verbal and written, comprehension and expiession, concentrution,

problem solv-ing, tilne rnurbAernen realiTy orieu ti -n .

4. cultu ol-'components , tife-space and 141p-style inclu' Inc, cultural

I

und ethniL LuckgrourJ , value ot ienturiuu, fornily relatiunhip5 and

activity patterns, socio-economic statfis, a LiteturaT bunieo,

r rad, ,,f I i J iyfuricriori and disaGillt,

I I .10011

1 cev IT)9 tbe I /fanit I,

iL St> I. The pr.esentirr

IIJrI&T the H Om,.

I

41 t:IAILJI

1 1= ri tk, 1, vbj e

,ing of iIi Ur LL pot. L.,,, H.

rig tu0 pred re - Ii as raodurL cd Ar-K. Jr riCe forr ndtzc
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ith occupational

4. con iltino wIth rF I client ForTh ily and other persarb directt,,

5.

inVedved with the lient, cher, physician, psyFiclogists,

regarding the cJient Pr

(.1 n yzing, r L rding arid h log th insp uF fhe

with the client/family arid siqnfi curd others.

C. The ev.atua i

1. initia scre

detiniirie Fh cher

1

-the 31.)Itabili y for upuo to,

InftICI li) !Li

!id jetcoilh,

17,1,,p1,1 cuHt Jind ALL, infc,utr

ti !Fits: ikol

I

I he tIropjsf revie

info! nc 3A),11 iitt,11 1,N

=jpcitiJ.i I110:110 (IC

mental Lehovion, whiJ SIu Id ie tu tFr crteId or 3 ol

the o cupot iouu I tl uis und Ti e eLi I Hus Sc=r vniflj ,

ofion procedures tO be u5od,,
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#

f#4'

The initial screening procedures may include persona elephone

intervieWrs with the client i ly; ab5ervation of the client's per-
\

formance with o few se ed skills; standarized and or nontandard-

ized screening tests in order to e5ta6lih the need tor criore in-depth

evaluati-n c type., at prucdure-s To he used.

datu d .ra _ rn t} .1.if le I i5 1.011(11t#11-14cd

and the occupational therapist formulates reLommendotions regarding

rAti c5V1/44 loution 011.-1 types at sei viLes h will meet the cher-0.'6

ttat..tz. Uktit.q.,1 the tort tul .-.1e01,119 the lituy 431,1briSh

th411 111,C 1J1kM1 IliG 3CIVILCD, umiutlici special ist

fat... , the hi, 1,, 'teeoly

Qtcf 11,,,1,

,#1,Alt I ..t

the ihei..,riet exploins moth, i a,AI 1,1, 1,, Itt,

ttc.- aiwittati, u.t.1

11,,o..11

spuf Totioo the ItieI=1,T ihe 10 o t,

thoraplm contoch the initial refori-ii.. "
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e

contuLN with the clien iil. y and the. p Iur) fur programing further
tiA3

evaluation. I he therapist maintain5 all ciect_st..i-ty recaids of tho iftirial

evaluation findings.

.,1,41 , t ion is lu

jc-31,..,3I of the client's de!velopmeni,Jl

t ti ij I FIC11-k41111,_,IIIL, k 3 115 ijrid- i.,,QiEtiF,Noi el 13Si

/,;2:

._1?

cit , I 11 lit plogresa)

thu. , I

g~
4

Itterft*aj tjl tj 1110,1.1,J It, tiOLI;

forrnc Ion li.3 :51 ul 1101il,

t', t . .

I I . I , 1 , .

I t I

A.

1 I), t,2

I SiL4 I

1

it, I y I 1 , rep, t !Le tc.0 mut

vuluotierl 'MC 11,(,, I :..,1 laal I III tit)! t2;_, %/:-, Stand

arized test scor, f ri!)) tttiv rherop1Vw, ,

e



interpretat on of test

occupational,

Upon receiving written permissic from the cli nt ily, the

therapist shares the results of the ev lUation, with the referrinsource

and signifcont othem The interpretation of the evaluation ay

,be shared verbally in -rences end or by a wrthtreport The

therapist recdrds in the appropriate records the dates, discu- ior

nd interpretation of all Conferences related to thevalydtibn yesults.

e

-----

re-evaluation: The purpose of-the esevaluation process vide

the therapist.ond client family with a means to measure -.change and'

.effectiveness of the occupation I therapy progrgm 7he ee--evaluation.

- process may include the informal review of:pr gress notes writtenOnd

observations made during the treatm= -ehabilitation program.. In

addition, the therapist may assess the client's progress and approptiate-.

6
ness- Of the methods and media being used by periodically repeating the

forniative eValuation proCess.

The occupational therapist recemrnen .'contInuotion of the program

when the services cre no longer needed, feasible or beneficial. When

pprapr. fe.the..ocaupo erap-ist- fs-responsi

folio -up plan which includes referral to other agencies, pro

I 7 9
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111. Program

The purpose of the program,planning process to est blish the Immediate

page 14

ange goals for the occupational thOrrapy program with the client, and

to'determine the methods and media mbst apprepriate for accomplishing the

dete mined goal

Pp 1 etfing:'

The results of the evaluation process are utilized by the therapist to

establish the immediate and long range goais. Goals are established

collabow .aly with the clrunt family a
6

ove goal for the

lth other persons working

tional therapY program is the.

o an- individual's capacitito

cortiplunicsensOrrrnotor, psychosocial

that the individual can maxi

er highest level af

functioning so

e functioning demands of the environment
ciT

Program goals to maximize fun'ctioning may inClude rnntr ce of tit'e current

functional level v ntion of dysfunctioni restorat1oo fun'ctioning; and

facilitat,ci of higher developmental levels of performanc Goals are b.ased

on the clien current and potential-level of occupational performance

skills; components needed to achi e occupation 1 performance-skills;

r.csessment of the future course of the disease, -disab o7- c-T'ev-;tc-Tprn;nta

lap; and,the pi'evious and redIctedIifest and life-s;ce of .the



4

Page

Gogls fqr the'prograth are recorded in appropr;i&cords and shored with

th client/farniTy-and significant others. Program go ..ls may be modified

as the need isesor as. results fra the.re-ovoluotion Ooze s indicates,

Sel,eo ion of methods and Media:

The therapist selects the methoas dia to be useld in

accompUsh the established goals. In addition to beihg related to specific

goals to be achieved the selection of the m4ods and media is dependenf

jupon thei

tlierapist's.k, o ledge and competence leve1vith the speci ic ethod/

a./ birily of upervision/conultation for the therapist when needed

regarding specifid..method/media;

client's m crest, motivation age, and developmental I vel;

client's developmental occupational role tasks, i.e. in -nt pre--

schooler, student, homemaker, or worker;

physical setting for the occupaticm -py program;

.-

avilabslity of eqUipmentAupplies

A



-Folk,kin7 election of the method

-ratti plan in the appropril req r áy berriodified

during thle*irivolementation program accôrdi ng to the deem-lined ciianges in/
:0 A

client's performance and accordi ng to the effeativeness of the hods/

-Program implement'ation is the pro-es f utilizing Intevenfion methods and

.r ordeo.achieve the e toblished goals. Thp program ill inclilde a

purposeful activities and therapeutic methoOs to4toximize develop

ation ond independence-of occupational Performance skills and

componeritC.nee'clect,to ohieve those skills. The mbior emiiasis of the ko

rani is tF Aveloprrient

,

nd rnaturthion of the componenh of the skill so that

the individual con attain the occupational perfor ekill.l

A. The functions oft*the occupoHonOI ther Pist during the ithplementation

process may inàlude the performance or supervision of any or all of
-

the fello ing tasks:

scheduling alien

prepa ng of equipment, supplies, environmental setting for client use
-

eicorting amily to pro

orintoting and instructln,g ,clienf reggrding ti methods
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media being used

FaciIitating par

.s.,tructpring adapting modifying environmcnrto meet client family

'needs'

7. .observing/supervl n cl.ient!s: performanCe '

8.. analyzing/suMmarizin client's..perfa ance

'di3custing per ormance with client7Pdi ly and significant, fliers

recording performance, analysis, obervations in ap Opriate records

II designing and constructing adaptive quipmntJiat is needed

ordering adaptive egyipment and orthotic/prosthetic devices that can

be purchased 94id are needed by the client

designing and constructin ortho ic devices t

that can be made by the therapist'

6 needed and

orienting and instrutting client/famll gardingqhe use and .care

of devi -and daptive equipmevrit
.0
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15 or miring nd Instructing other p onnailhat-muy be involved

with the pr

16. dete ining need for re-evaluations

17. coor

18. main aining se ting, equip ent and supplies in proPer condition

program with other servic s

19.4preparing home progia Jient/family in order to carry out pro-

gram bet den scheduled appointments

orienting and instruct! home program to client

referring client family sources fo

nsportation and fin nces for program imple

B. Examples ef methods that might bk utilized by the ocoupational.thbrapist
.4

4%

during progr plementation include:

posti&nffi qnd dynamic Patterns of postures and movemen s

ollèd,jherapeutic sensory, stimulation, ie. use of objects,

uipment for too le, visuot;,auditery, vestibular, proprioceptivc

1:.c)

t":"



pu followed by d namic patterns

d d motions and resistance

muscle re-education

neuromuscular facditaiio

movements

educationin tile use of adapti e equipment

nd prosthetic devices

10., role playing

11. behavior, nodifk

-!12. positive, neqatiyiefriforcemenl..

u rogate ro.le



C. Ex mples of media that mi t be used during pro ram implementation:

iusiç, go es r6, pl nd and gym activities

educ ional_ac

6. home-cQrë a *vities

act ob-tas sirl1U tipn oF lob--tasks

8- social-intel3ertonal Hes



In summay* the functions of

of tasks to

11114

c6pational therapist i tlude a varie y

rry ett the roles of evaluator planner and prog am implementor.

The therapist should wccuratelAnd appropriately carry out the tasks to ben fit.

the client's development of occupat n I performance skills and the componen'ts

neede to achieve those skilli. The functions related_to the evaluation

proc,. deter the client s abilities needs and progress. The functibns

related to the planning process dete mine the Perapeutic goals and me hods/

media to be used to a,ccomplish the gocil The functions related to the

ii-nplementation process include the actual u&lge of treatment ehabilitation

methods and media. The occupational therapist functions to maintain,

modify and facilitate developmental behaviors for, the etnt so that the cli

-may effectively adapt to5The demands of the environment.

P 2 I

-This dcItOment was prepared unr the ',4ayspices,o

I y Contract if- NOIE1-44,Il6.' The docCompete

-1:4'Qme

prep&

.. of reference for the d6velopment of 'standards.of ccup tianal therapy praaic6

-for the treatment.of the developmriFally dkabled client. The doculient was pre-

solely For te purposh of this coriract at44d is fiot an offi.cially opprov



ClarFication

Client with

Terms used in the Descri tion of the Roles and Fbnc ions with the

Peveleprnental DisabiliIy

A develop enta I disability is the result of any condition depriv

disease (congenital, acute, progressive or chranic) which interrupts

delays the sequence and rate of normal greiwth &N./dot:m.1W and a Ura-

./non.

The developmental process is the manner,

behav iors (i.e. sitting, standing, dressing one's self-a a eness/

1.
identity; social rèlationsblpiith peers -kncl adults.)

ence

.pago 22

ocquiring

Growth isgthe, biological tructural changes of the body i.e.-skeletal/

muscular ch nges

Developnierif is the change and modification of:the bodily processes in.

perfo ming behaviors and adapting to the environment.o,

'Maturation is the madific tions within the individual 1s neuroph siologiccil

Dys(unctidn is the inab lily to effectively perforni,and

.environment.

:Methodolegy is the riThae,

ufilithd, by the oecupc.

poso Or, goal.

Pr dure, Style, technique and sequence

I ther 1st to ccomplish on established pbr-

Media i he use of an activity, objects, If or othei in the occu

py program Po accomplish a specific goal.

Occupation° I erformarce .skil IS are those behav;ior

which an individual' uses fo perfor'm,selfar;c



10. Components of occupational performanc kills ore those biol

psychological arid cognitive proeesses. utilized t

ormance tasks. Th components include sensoryMotor, psyc4hosocial,

ive and communicative funciionir g and the cultural and

envirory ent.

Enviro ment is the mile u trig or surrounding, irteluding

und others ithin the setting, the earth, space and objects

Environment,is that with which an individual interacts.'

Rurposeful a tivity is any activif u omplisht: pecific

pose or goal The aPeutic purpo.sp o ac omplish0
,

I-inherent within and autonomous to the ria ure of the activity . The proces

used lin "doing" the activifyis the therap utIc purpse orgoal ,

=0.

Treatsnent is the modification Orthe big prnd,psychol

ioni omponents of behavior.,
the proce54 oNevelopin

Ive vtlay of- oping. ihe demands of the env'



THE ROLE AND EUNCTlONS.OF THE OCCUPATIONAL- THERAPIST
---IN:`THE TREATMENT 9,,F4HE .PHYSICALLY DISMILED CLIENT

ay NAN-CY PRENDERGAST, M. EcIt OTR-.

SPECIAL CONSULTANT'

Occu tional .Therapit
..

Physical aiabilities may re

disuse,

ult from disease
_

-1.(-

trauma, congenital abnormalities,

degenerative processes. Occupation I therapy I se'vice provded

to the-client for,fhe purpose of determining ftinction I capacitiei.and developing

the nécessary7functioning a d skills for performance regardless OF; lient's

ole, or disability,.

the physically disabled client, the.role-

vice practitioner is to prbvide a progra

ntainerfôrmance abilities. in tasks nec

ccupationaf herapist

ninents n which,the cl ene-

tudent4 . orker, hCimemakei-,

py-'servicea may be pro ga in the home, hospital, rehabili -

of-patient ctinic

T e -Functions 6F tbe Ocdusçtionol Th r t

Through cli t amily interviews, subjetie and objecb,serdtipn
or dace, revie- of
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bccupationalU rapi

capaciti

evaluates

in the,areas of sel

manipulation), ork (Sch

,

ent'siunctional nd.performance

eeding/ dressing, hygiene, groorhing -i pbject

home.and Family man gement, employment) and

es, spofts, hobbies, social ctivitie These areas are Col,lec-
-

O'acupational performance%.'

r

perform-4116Se se

adequacy of the fupaional sglf, by

lei ure itasks ctepends

Io upon the'cadequacy

mance co ponents which .indlude_motor functioning, sensory-

integrative qmcaning, cognitive' functioning end psythosocial functi nine,

herefaie- the e,soecific to pone;ts nd their functional, caPOcit,ies ore efolugt

,

'Eva 'nation o Viotor fki-natiOni,ng y .inchi;de r 'of o musdle sfrAngt

ss and five Mbtor

trlou_ as ess'rrent of body schema, posture,- bo_dy

inteqrctio iisucil-spafiot Telatioeiships, srnory-rrcto integration, reflex and--.

sensory te!ting. Cognittve.funct ia iionn sessed throi h on v

-- ' 1

to comprehend written a ver -.1,7cortimunicrion,
,

recall? ability to probl 'lye; -II -noaement
.

ceptu lization and

ntotion-

integration of learning. EvaNatian- psychological functining may incluje

gibe
determninoitoinF emotional 5 to es and feelings coping behaviors and defensi.s_

,
self-identIty and self,-coneept. Sodial;functioning 1 assesed through'observa n i ,

_v b-
.

o -one cind grouri interakiohs.
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,
it uralbarri.ersansoc attit des relati to th'e clent nv,ironmdnt

/ an life style- are examples f other areas the pationa I the pist !1uvs consider

in he evoluati such areas may ako affect the client's abilily t o Functior .

BadJpn he evaluative da a obta tied, hwtherapist, 'dentin Forman

capacities and d iciK and proposes a'program to-develop, e tnd4r
1:4161

intaih function The-program plan consists. of short and ferm goal-.

.ativitiesond reso rces to ,be utilized, 1:1 rid herever possihle should h. u[pullyr' -"

estabfithea with the. client. Collaborative oalmeIJing wures thciI progr'dm

is directed to ard,the clients return .to. n envi or-lit-fent and kII
;

Mon I --hOgfi-cial.and desiee ble.

h

The specific itie, technic1ue s an0 modoliticA selecled't i the

progtarn'shotild he realistj.c ond-relevato the client's needs ndf)as,ed-Upor
_

c epted th'eres f tre t ent n und man ge n+ ration le.

occua fional therapy programs to restere,-- deverop or" pr verrt dete anon

''of'oc. _pational rerformanae and pnFarrnakce components the thercrilst implerhenis

the'prograrn or supervi-ses others in.thL kmplernentatIon of the prodro Jpervise
.41

ttle' design and 'cons r on Of adaptive dquipment;- instrutts the' clien

oF dapted methods egLiipmerit, work simplific Hon techniqueseand pr I tie/

or hotic devices as.-needed.

After imp. e ent tion of th ccuotional thtrpy program,piodice-evoluotioi
,

focCuipationa1 performance- Ils and compon6nt. Fidnctioning is.'perf:orm d ta



det mine oppropricde 7r ruin cha nrles . s process increases the validity pf

spncLFI c goals and conHnu -efFectiVene!v3 of the total pccupatio-nal therapy

reports on client performance and coordinprogram. ihe ther the

occupational there. 'y program wi th other disciplines and services.

The occboational the api rfiecornrnendS dis continuation of occupational the PY

,ervices when the client hos received Optimal benefit from the program-, Th

caccupational ther -pist s detorrni atio loptimal,1?enefit is b0 s9d on bath obcct

and'subjective findin and also to such factors as t

the cli ents time and financi l resources.

At the

st of theprogram,

me of discon inuation t1iepccupatlanal therapist rna'kes a final assess-

'merit of the client's status which in'cludes4he client's reSponsQ to-the prodrarn,

yea Lns for discontinu tion., ga is and objectives achieved and lien possible,

sons for the ci ient aching o level of performance beyond or below the level

expected. ,Whue appropriate, the th6rapist a lw makes re-corornondcitions for

ollowup and/or rcFerrol to other agencies an,d servic s

Prop-2r
.k.

umentatien by the occupcitloncl therapist occurs during th e. entire

proc,z,ss of ova ua ti an , program planning, implementation oiid. re-ova

-fh is in chAes a cknowledgerner

ev,z, Ha tkie Ii ndir gc , progr

discharge su

f the in ire I referral tcoccupaticnel thera0,-

i plans , progress reports and disconrinuation or

ipcurnent cz prepared u _der the ouspice of the AO IA-tiEVy Continuing

A_ if



'Compe tenc y Con Iruc t N IAH-441161 The document was prepared as a frdme

of refetence for the dcvolopmerit of standard: of ocrupafional HI ropy pracfice

for the Li-data-1011f of the phys ;cal ly clisa bl ed cli mt. The document was-
Prepared

soleIy For purposes of Cnis co'ntroct and k not on °Mc; I Iy approved AOTA

docur-nent a t thit tirr.2.
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THE ROLE AND FUNCHONS OF T11E-OCCUPATIONAL:WEI Mt
IN THE TREATMENT OF THE STROKE CLIENT

The Rola of the

ve RITA LI=1 OT

SPECIAL CONSULTANT

ationa I I herapi5t_

The role of the o.acupotional therapist in the trcatrnor t of stroke pcithrr as a

\ provider at-specific services is to aid the cli ant in achieving his her highest:

\, level of f.ur-iction iri self care, work, and I eisLre activities.- The client'

perforrncince in these three basic awes of activity is referred to as ccupat ionol

\per to nil-a no ,.; , towards the gaol of Op in l occupational performance- the

ccupa Hannl th wuplt dave I- a specif 'c therapeutic pr6g'rom based on the ,clien '-
\

\

Motor, cognitive r en3oryintcqrati ve, psycho logi C l I functioning -,
a

Trio occupational therapist also works us a tent) member with other health

itione to'vurd rated corm-non treatment goals, and considers the personal

-gook of the client and 'involved family rrternbers. To achieve this the theropist

works us an ova Iuator troatiicnt planaor and impleriientar, team nembr1 supar 7

ond, at tirno3, resear

Th Functions or the Occupc_ationa Therapi5t
_ _

The fun-cti.pris performed b rt ionel therapist. in providing direct ,,ervi'cds
-

to the srcke padent inc a:lc:::

Evaluation

Based on He cli it L.

if (iv luot -on in

cr ritive cibilities the th rapist ri-Hre,.--

I ilete Or partiaL



A. .Eya urition of Occapal lona Prforrnciric e 5k ills

Self-car lls: The iherop ific tests and obs rvatiori

of the client in th..,e p,iys.;ca. environment-as wel I a

the and family and inforrocifiori frorn other tea IT members tc

tc abilities and limitations For performing the fqllo ing:

ding, grooming, dres bathing, functional hand act; ities

(e.g. , striking a meitch, handling oney, inding.0_,?ratch),

imun Ica t n ski VI s ( e. wri ting , tcJphon ing).

2 2

The therapist categorizes the lient's performance in each activity _

depcinden requiring physical 'assistance; kin g- v rk

tion or demonstration; requiring sti'pervision or F dependent.

Th0 therapist attempts to identify Factors preyenting independent

funct The therapist also indicates pertinent detdi Is about

the Physical set-up of time of cnia lu tion acHvity attempted

by ci LOl in wheelchak, while ambulatory with or ithout deyicQ).

Work the rapist ova IL'ats the lent's chili ties and

linitiatiow, in pe forming tasks ecluired as c --ionteinaker meal

planning and-prepare Ian, house claaning, ndry, rt-iarke ing ),

,,tudenti or employee: The therapist evaluates sitting and standing
7

to lera n nick, ility bil,rilan5Hip, work hujit o1c.7.aniz'atian, and

e need tor adapted methods -h7ch may



'Play-leisure Sk ilk: Thotherc!faist'eialua e the ciert 's interests

an' d iI Is in performing play/I a tivities es,

ports, hohbies,,and socia o6tivities.. The V1erapist and cliekit

Pcge."

corisidr which leis,ureactivities can be:n-1W tained arid which\ must

hi
/

liscpntinued because of 'the disability./ Tile therapist assists filo.
.0

.c 1 i kr) -in IdLnfllylqg subs:ritpro IflteILt5 and activities.

Eyaluation of th Conponents Occupa ional Peripi-rpance Skills

Futict1nin g: Th& thargpiSt pvaluates -the cl cnt for normalities

..andabnortna Iiies Sr pa,s v- .range of mdtion, v Luntory motion,

endurance1 rnLscIe fone-(9.g,. , icity) bdlance,

coorirtion, dexterity- and gross muscle ,strength. 4here gbnarrnbli7

ties are identified the ,therapist describes the extnF. The therapist'

uses this in forna ion to'cletermine functional use of tile upper extreinity.

(i .e., ability and degree of skillfulness) and ta ident fy the presence

oF physioloqicol problems which may limit -r hinder rehabilit hon.

Sensery-In tve Fu tionin
.

The herapis
,

tes the client's

abilities and limitation, in perceiving and integrpting talc le and

visual input vs wel I as information about his ler own body. To this d" the

therapist evaluates proprioception, stereagnosis touch, tion,

and hot-cold sensotio-n; vertical and horizontal percep,tion, -right



to body 'and s

bodry image.

I relations

e- on the

S.

and depth perC(1?tiOnUttcfldIi.

ffectecl side, body part rcacjil it ion

Cognitive Func .ning: The t11erist evaluates abilties and kthitations

iriwritten and verbal communication, comprehension, problern-*
,

,solving, conceptuali- tiOn, integration .oi learning, tinle.management,

-concentration, judg ment and safety consciousness. This is done

through observation of the client perForming on activity. In add-

iti6 , the tfierapisr uses information from other informed sources;

, speech pathologist, psychologist,

4. P y'chological and Social Functioning: The the pist evaluates

client's ability to-41'4-601f and proPit from treatment. To ard this

and the therOpist oIrt to the client's Ivel of self esteem, body

, and'aditx ent to the sipation. Information about the clien s

It d s and socidi relationships prior to the stroke is sought.

C. Assessment of Cultural and PhysIcal Environment

I. Cultur LIOrenerapist Ca

setttriq.. the vakies- 0 f

6 client's soc uftural life

ing, and its perception d acceptance

of di.sabilit)i.- Socio-cultural yak -s are often of crItIcal importance

in terrrz, opf the clien motivati-n to port icioate in a'-ellabilita ton

he-I-Narapist uses observa "on',
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dificussion, and interview wtk the client and family as well as

con.0 Itation with other treat tA team members.

lysica I: The therapist de errnines the client s probable Future

environment through discussion with client, other team members

or family. The therapist is then ab to evaluate by interview or ho e

visit the need to rearrange fill. iture, adapt storage facilities, 0d

elirnina

IL a Planning

architectural barn

Alter evaluation of the client's e therapist car ully decides

which areas of dysfunction will be treated first hoping t ulate challeng-

ing yet attainable goals For the client. ;Treatment prograrn Warming includes

'rig rang and short terra goals and ze _cti n of activitiei, techniques and

equipment, The cope '-f disability Fre uent ly cal Is far a fre ent program

in stages; s more complex area ysFunction may be rioted but not

treated until tho cli emit demonst ates that he/she will benefit from treo ent

th t area. Whenever possi e the theranist reviews evaluation findings
,r

with the client to deteTnine joint rehabi litat ,n goo fs and establish a treat-

Merit progra I n -and sequence.

A. For the Restoration nd -ntenance of Occupational ;Performance Skills

5 e -C ok Is: The pnrna o I is to .-etroiri the client in activities



f doily living in o der to obtain th

page 6

urn level of functioning

independence. The thOr iq selects the mast app1ropriate techniques

he client's mos ery of these activities. The therapist considers

thesetech,iques client using only the unaffected side of the body,

cjient using the affected side of the body in an ass istive or dominant

capa ity client receiving training in the use of adaptive devic

a stabilized nailbrush for cleaping the nai Is of the non- ffected

hand. The basic training in reeding, grooming, dressin bathing,

toileting hand and communication skills often mut be accompanied,

by training to facilitate sitting and standing balance, to i prove

functional use of both the aaected and unaffected extremity, and

to improve cognitive functioning. When language deficits exist
,

the therapist helps client find ways to express his er basic needs.
a

Work Per or -nce Skills: The primary goal is.to te tI client's

ability to return to-work or homemaking tasks where possible. The

therapist may plan to teach one-hand techniques, 'energy saving

techniques, o d or mobility skills in homemaking areas such as

chi ld care, cooking, cleaning and in other vocational settings when

indicated. The therapist might make recommendations to modify/

adapt the physical enviranolent as needed.

Play/leisure Skills: The primary go I is to provide and develop

ovocational interests and -c ivijies. The theropi7st helps th e client



to develop ski I Is or rechniques ne d For restoriri

leisure activitio or learning .now ones.

ining

Par the Restoration (And Maintenance of Occupational Performance

Skill Components

Motor Functornirgr Through the uso of activitio.-and

ment, the qoak For the afFcted side are

page 7

--d equip-

ent and correct

d-formities, facilitote return of function, strengthen musd s,

improve ensQFirnotor function; -and reduce pain and swel,ling.

Activities to increse passive range of motion, teach the client

runge of motion techniques to be done by hims elf _nd

decrease spasticity

and t'6chniques to foci li

ed as well as muscle r -001u tion cictiyiti9s

c return of function. The therapist may

.prescribe appr9priate positioning equipment to achieve those goals.

The goals of th r Py for the unaffected extremity is to incre s

rleKterty necossclr

side.

particularly when this is the non-dominant

Scnzory-integrativo functionin'g: The pri ory goals ore to teach

compensation for tactle and visual deficits and retrain in body

irr go.

Cognitive Fun nIng: The primary god. Is to Facilitate improvement of
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ntration, problern-iolving, ime management and conceptuali-

2.p Hon ski Ifs.

Psychological and Social Fun Honing: The primary goal k to help

the client develop positive feelings of self-wo th despite any residual.

disability or change in life style precipitated by the stroke_ The

theropht often uses,group and fa ily activities to facilitate social

interaction.

Cultural and Physical-Envir r ents

Cu !tura! : The therapis- selects activities and treatment modal ities

which will not conflict with 'the client's value structure or social

mores and ore opprop'rioI'e for the life style to which the client

will be returning . The thcrapist cisists the client in rec gni zing the

options that society offers and helps the client to.rnake choices

appropriate to hi /her needs and abilities.

Physical: 'The primary g I is Io recommend ond/or make modifications

in the physical or archite ural ho ork envi'ronment to allow the

client' to function more tffectively and safely e .ç., storing items in

easily ciccessible places. utilizinfi grob bars in the bathroom, The

therapist assists the client in developing the kills needed to expand

his/her physical envi,ronnient and perceive it in a non-threeening
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manner,

III. lernentation

Prior to the initiation ent-m any area f..dysfunction, b -th'the

client and his family should be oriented to the activities and processes to

be used. -Program goals and-objectives should be clearly stated 'and

greed upon by a llpartios

A. Treatment for ResI i:tion and Maintenance of Occupotiono!Perforrnonce

Skills.

I. Self-care Skill The th rapist asc5ts the cli

of daily living wilkthe use of wc

in relearning activities

k simplification, one-handed

techniques, incorporating the affected extremity in bilateral tasks,"

adapted equipment, energy cops ation techniqUes, and repetitive

Practice. lf'ciitd.equpmeri is necessary the therapist takes

steps for the client's procurement of equipment. The therapist may

kistruct the cli,nt ar family in the se loction of clothing which

simplifies oriehonded dressing. The therapist advises the client or

family on resourmi for replacing adapted equipme t and instructs

and/or informs fornily about the client's self care sk ills as well as

principles of wdrk simplification and e er y conservation.

Wcr i I Is T e therapist usOs activities 5to increase the client's

manu.d1 dexterity, endurance, and f- nctional capacities for vork



initrucfs the Hi ant ir t he use of tec-hn

princlp los crnd oda. I ed 'equ imion
F

or . Tin ) le nt ni(ry lac II ccj ki Ili; needud fo r NA,c,r1cjj-

he Ip fu I to the,. sto da)nt , I inenialcer ;

fo.rrricince

such as Ii ri d skif l n oded far caDkt ng., C let-ming typi ng, Ii li rig ,,

gustr Jgochin pet c. The the rapist ons& th e c tient ),,irlcirig in a-

kitchen or otinr zirmulated -ork setting and ch-es s fety factors

and trains i nwar inipli fi co ti and en erg>.' conservation vjil ndica ted

In c sr il Is:. The t !xp-ia re arcs oF int er es 1..,itiTh'theni

cl lent a nd s=, ugg as ts rdsou

He lps th e cl . pion Hs4r or total day,, dod hal ps tine cli &It

far recreaHnal and a vocat ioiicil ccli

devola s ki 1k reed ,ato pcirdcipate in civ

iroatment for the R as to ro tier :nd fe inton once sf
4 ,

COM pc,n2n ts 9

e carrini nit-7 -programs.

up t ionci' I Per Forrrion ce

Motqr F uricdcin in pr ent5 de-font-lit y and foc ii itates

th r.e tu n o f -Fur- tir-or th-e +feet-

te cf-Jni
c1ue

7:3 k

in bd 0 r vIin ci chair und .b y

ax tremit y b pos 711 oning

,e of pi I Icpv/s , ha ndroll s, I andp ts or sl in gs

ick in o oc:ss iv c ro nge Hloti on, ec1,ni clues

.clo in t-Q in ir q joint range_ f he thercip isr grod&d pais lYe

octi ve, j rid t-e. s is tio e xurciS. ndioj :OS o Trro,pric:

:=0 ir crecJrc fr enCj th r c,uro oii.c _der faCi I Ic Id on i- c.ch ni clues, roll ekj

ra tt ns dn d m -1 c re --cd J,_icol-ion con FJ)-tt us ed,f-o fac ih talc r'eturn

int On /11 ii rI if fe ct od lea renuJi non- fu ndii l rho
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the rep 7st trains t- he :di to Lfie the on effected ext r.ern ity as a

doiHric,-2nt ext 7-ern ity by int ro&uJcing r graded, ono Incr eusi trq y

Lott -pler octi

ec7 rut :Ye Fu-rict :19; het td et y

ery ac-tiv i an ri ech nig reock ctatrip,te,t_ltior

-Ore7les'=-. 0 serisar y eficjrt, Iur the c rinnI prut etf_. t tot,

II, ta tett; pet to ._Prid pa, htn ait t rr 1-11 r

OM plc, vii,:!CS CIO° tO Rip rov eye - hen d Oor dinot f ur

ctrets CO II" ,1 11,,CJII-011, Lir) I , ,_,1,41101-1S

1,e th, 1.1 es n.,_t t :TO t t ent I

I
I .t I III

I Iler-190 ptut, erti

1,111 .1 .,, lot, ! it.,
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A Progress Report on
TheNledicai Audit'Study.

MARTIN L. WALDMAN, MD

s the emphasis on medical care evaluation/ con-
onus, the advent of functioning Professional Stap-

dard Review Organizations (PSROs) and the revision
of utilization review regulations have made well-de-
fined, explicit medical audit methods indispensable to
medical care evaluation. A procedure for performing
medical audit studies using the Medical Audit Study
Worksheet (MASW) was disseminated in fie fall of
1972 by the Commission on Professional find Hospital
Activities (CPFIA) to help hospital medical staffs solve
problems enebuntered when attempting to implement
classical principles of medical audit. Medical staffs en-
countered difficulty because they did not realize that a
systematic medkal audit consists of a serieti of, discrete
entities called medical audit studies.

A medical audit stndy includes: l': A balanced evalu-
ation of the quality of care given to a defined group of
patients; 2. an analysis of existing problems; 3. recom-
mendations for solving those problems; and 4. provision
for assessing the effectiveness of corrective action. The
MASW was designed to help hospital audit committees
complete studies in an orderly- and effective manner

-while documenting evidence of medical care evalua-
tion.

An article which described the MASW and its
methodology was published in hrospiwl Progress in
February, 1973. An actual medical audit study illus-
trated these 10 steps: I. Defining the group to be'
audited; 2_ eStablkhing a schedule; 3. adopting stair-
dards; 4. retrieving data on performance; 5. comparing
performance to 'standards; 6. classifying problems; 7.
recommending corrective action; R. making provision
for monitoring; 9. establishing a date for follow-up;
and 10. preparing and transmitting reports.' This article
is a progress report on the implementation of that
earlier medical audit study. .

Or. Waldman is a medical audit consul-
tam, Commission on Pratetsional and
itovitai Activities, Ann Arbor,:ttlich

AUGUST. 1975

A progress report about the Commission on
Professional and Hospital Activities' procedure for
performing medical audit studies using the Medical
Audit Study Worksheet summarizes the problems
hospitals and their medical staffs encountered
during implementation and offers suggestions for
solving these crucial areas of concern.

Organizing To Audit

Some hospitals need assistance in organizing to per-
form medical audit studies. They most frequently ask
how many, committees arc required. The number de-
ends on the size of the hospital and-the number of

active members of the medical staff. Certainly, in a
very large and highly departmentalized hospital having
many specialty and subspecialty groups, medical audit
studies are best, performed by the physicians of those
department's, divisions, or sections. The audit should be-
performed by a subgroup (committee) from each sec-
tion. In a smaller departmentalized hospital, the entire
membership of a section should perform the audit,
Multidiscipline committees and committees crossing
departmental boundaries are useful only for studying
topics that apply to patients in several disciplines, e.g.,
diabetes. The study of specific clinical areas should be
assigned to those physicians who usually treat the pa-
tients in that sileeific group.

Audit organization must parallel the chain pf com-
mand within the medical staff..Andit activity within a
clinical departmcnt should be under the direction of
the chief of that department: Reports should be re-
ferred to him so that he can djrect the audit activity,
Mess quality in his area, and assist In'initiating coffee-
the action when needed.

Medical staff understanding is necessary for success-
ful medical audit. Before being adopted and published,
the standards must be acceptable to the physicians
responsible for caring for the patient group being
studied. The results of each medical audit also must be
published so that- the entire medical staff will know
that: I. Audit activities are being carried out; 2. cer-,
tain standards have been established; 3 excellence has
been documented pr dehciencies have been noted; 4.
appropriate corrective action has been planned; and 5.

Reprinted with permission from HOSPITAL PROGRESS, August, 1975.
Copyright 1975, The Catholic Hospital Association. 59
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follow-up studies will guarantee that Lirrci,,tivc action
has had the desired results.

Medical audit is an educational activity which in-
creasingly has become the motivational force behind
more interesting and better attended periodic sectional
and: general :medical staff meetings. Medieal-adminis-
tratiVe functions such as determining whether extra
nutses should bc assigned to one flOoror another or
whether beds should be redistributed are better &le-,
gated to other committees.

Selecting a. Topic

One of the most difficult problems in inifiafing a
workable -medical care evaluatiOn system is deciding
whieh patients to audit. Twn methods for solving this
pioblem are recommended. First, the hospital should
establish a retrospective monitoring technique that
simultaneously provides a reasonable assessment of all
patient care and information needal to assign priorities
for indepth study. The principles .of such retrospective
monitoring have been described by, Vergil Slee, MD.'
it is now technically possible to monitor the quality
of some of the care of oll the patients oil of the time..
This is done by periodic review of appropriate paratn-
eters of data from medical records.

CPHA's tool for compfehensive, continuous moni-
toring of care, the Quality Assurance Monitor (QAM).
was published in June. 1974, as a report book to he

completed by the hospital's health record analyst. It
includes norms reflecting actual performance with re-
spect .to the monitor parameters in a sample set of hos,-.
pitals participating in the Professional Activity Study
(PAS)i and-urges that individual hospital medical ,statfs
go one step furthe ana establish their own standards.
The performance ata for all these parameters (353)
is retrieved by the health record analyst (HRA) who
compares the perfu mance and dards. Devia-
tions should elicit f ther n, lion a id, if deemed
to reflect a problem. y . an in eptit medical.
audit study. QAM has b -computer d (QAM-2)
and is available to PAS hospitals.

Second, the medical careevaluaion plan should es-
tablish a systematic series of indepth medical audit
studies designed not only ,to evaluate performance, but
to provide for, a systematic review and revision 'of the
standards that are used to evaluate care. Medical care
changes as knowledge .increase-Standards mast reflect
these changes and mu.st remain current. Therefore, each
topic included in the plarr.should be reviewed at least
once every two years. Of course, a major scientific
breakthrough should trigger an immediate review..

The systematic series should include these topics:

60

The spt_ -Hie diagnosis or operation groups listed in
QAM (which account for approximately 50 per cent
of the patient population (if the average short-term
general .hospital), and 2. the hospitahvide and depart-
mental groups in QAM (which provide systematic .re-
view of standards and performance with regard to all
patients). -A departmentalized hospital will require a
series of approximately 20 to 25 studies each for medi-
cine and surgery and fewer for other departments.
Snialler hospitalsean achieve the same result by em-
ploying clinically oriented subcommittees,

Schethiling q Study

A systematic, orderly, and efficient series of medical
audit studies requires forethought and planning. The
following should be considered when .establishiog
schedule that will enable the audit activity to cover a
reasonable portion of the hospital's-patient load. Jt is
impossible to conduct a medical audit study during one
department (or 'committee) meeting; the study requires
at least three meetings and additional work between
meetings. Furthermore, an integrated plan Will allow
for several simultaneous medical audit studies. Figure
demonstrates how the agendas of a series of monthly,
meetings can be arranged to -stage" a series of medical
audit studies, each on its own schedule,

According to this schedule, the medical dit com-
mittee which meets monthly would schedule a medical
audit study on a topic as follows:

I. January meetingLselect topic (preplanned or
triggered by monitor), define group, establissh schedule;
assign someone to draft standards.'

2. Between meetingsdraft standards and distribute
to committee

3. February meeting adopt standards,
4. Between meetingsretrieval of data by HRA.
5. March meetingeompare performance to stan

dards and.decide if deficiencies exist:It possible, deter-
mine class and level of problem, recommend action ob-
jectives, review parameters to be monitored, establish
follow-up date, and instruct HRA about preparation of
summary to be completea and transmitted. If further
information-is needed, then

6. Between meetingscollect further informant):
7. April meeting -complete the study_
Using this schedule, the agenda of the April meeting

would resemble this sample:

Medical Audit Committee
April Meeting Agenda

I. Select and define group for audit D
Set up schedule for audit D

2. Review and adopt .standa rds for audit C



3. Review data on performance for audit B
Do problems exist'? If so, what type?
Objeetives- for action- audit B
Complete audit B

4. Was audit A. completed? If not, complete audit A.
If the audit committee meti weekly, each of the com-

mittee meeting stages of one auditi could be. the -only
agenda item. Either approach accomplishes coMpleting
one audit a month. Following.such if schedule Will en-
able the medical stall to conduct a systematic review
that -more than meets the requirements for medical
care evaluation:studies established by accreditation arid
governmental agencies.

Establishing Standards

Each audit study group must have a set of "pattern
standards" that define the desired (optimal achieve-
able ) care. A pattern standard is a statistic, usually
expressed as a percentage. which specifies how often
an observable objective feature of Medical ezire (called
the "parameter") can be- expected to be present when
the.care given to a defined group of. patients is excel-
lent. In addition, each pattern standard should include
allowable exceptions,- i acceptaNe ryasons for bre:ik-
ing the' rule. Thus an accountimy is_ made of every
patient's eirewhether it Meets eithcr the standzird or
the exceptionand deviant cases are identified.

FIGURE 1: Staging of Medical Audit Studies

The FiRA -must help devise the standards because
only then will he understand_ their intent and be able
to guarantee that the medical staff includes only ob-
jective questions that can be answered from data avail-
able in the medical record. Thc instructions for data
retrieval Must include how to determine which ,cases
should be brought to the physicians' attention. One
technique is to assign a screening percentage to each
parameter (100 per cent or zero per cent). Either
psreentage requires that the parameter be sought after
on every patient's chart. If a 100 per cent parameter
is missing, or if a zero per eCnt parameter is present,
the physicians should be notified. These screening per-
centages do not necessarily reflect a standard of op-
timally achievable care; they are only a technique for
informing the EIRA which cases require peer review.

An alternative method is to write self-explanatory
standaTds. For example, a standard for an appended
[only audit could be written as follows:

Justification for surgeryI 00 per centwhich must be
I . Diseased tissue (5-90 per cent), or
2. Evidence of abdominal pain, nausea, r- vomiting,
and an elevated White count (all others).

Choosing 'Parameters

More infornmtion about the kinds of parameters that

tings

Stops of Study Jan. Feb. March April May June

Speciflcations I
2. Schedule F.
3. Draft standarth a c

- _
Adopt standards

_
4. Data retrieval 9

_

5. Do problems exist? 11 . D

8. If so, w'hat type? C

7. Recommendations
8. Monitoring
9. Follow-up

10. Transmittal

KEY:

A Audit schedule of topic A
A' Alternate schedule, illustrated for lop A

AVAST. 1975 61
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shriuld be used in evaluating mcdie.al care appears con-
tinually. First, there should be parameters of "justilica-
tion," i.o., those that: I. Validate the diagnosis (for
studies defined by diagnosis); 2. justify the adMission
to the particular type of facility; and 3. indicate the
need for surgery or other modes of investigation or
therapy that arc costly or rislcy to the patients

Evaluating the outcome of hospital care must include
an examination of mortality, both the rate and the
individual records of the deceased, ComPlications of
the disease itself and of the hospitalization also should
be examined. Some of the complications of the disease
itself .would be justification for admission tO the hos-
pital, Other complications should be liSted to enable
the medical staff to discover whether Avoidable corm
plications are occurring and whether complications that
are nOt completely avoidable are b,eing minimized sulii-
eiently,

Evaluating the outcome of care also 'requires eyaluat-
ing the patient's health status at the time of discharge
in order to in-turn determine if he was discharged at
the appropriate point in recokry. In addition, param-
eters should examine, plans' for the Continuation ut
care after discharge and indicate whether the patient
received adequate discharge instructions.

The concept of examining the discharge status of pa-
tients is included in the model screening criteria pro-
duced by the American Medical Association's PSRO
project and recommended by the Joint Commission on
Accreditation of Hospitals. An examination shows that
these discharge status criteria refer to the degree of
return to normal physiologic function and achievement
of goals of hospitalization. Por such data to be ron-
thiely abstracted from medical records, ?precise in-
structions must be provided. figUre 2 is a set of dis:
charge status data. All items refer to information on
the patient's medical record and to the day of nr day
before discharge (unless otherwise noted). These items
arc not to be interpreted as criteria, all of which must
he met by each patient; they Ore only a means of de-
scribing the patient's health status They are pre-
liminary ideas that will luive to be tested and probably
revised to meet local needs.

Furthermore, each medical audit study also should
include parameters necessary to identkty those diag-
nostic tests that are used to I Screen patients to dis-
cover lit:m(4,1re unsuspected problems (e.g., blood
presNure, urinalysis 1, iind 2. establish the diagnosis,
monitor thc patient's progrdss, or indicatc,,the need for
various types ot therapy. ( mical management of pa-
tients shook) he es aluaied by including lhoe !lungs
done to. I. Freat the disease being Qtialoote(), 2 pre-
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FIGURE 2: Data S 1 on Dischar us

(A)l;pre uispons to be anewered yes or no.)

1. Afebrile for' 24 bour$?.,
Are all temperatures ltakerci-ond recorded on the day /of
discharge or the day before) below 100n F?

2 Normotensive?
Are all Woad pressures between 0/90 and 90 0?

/

3. Not anemic?
6a, all hemoglobins (henna ) have a yalue of 10

(30) or above?

4. Normal ga traintestinal function?
is there a nursing note or progress note indicating that

the patient wog tolerating on oral diet and had a formed
bowel movement?

5. Normal urinary fandion?
Do the nursing notes or progress notes indicate fkof the

patient mat voiding tpornaneneury for his indwelling
catheter was functioning) and that the last urinalysis in-

dicated there was no acetone in the urine? (This does
not imply requiring a discharge urinalysis and is the ex-

ception ta the rule concering the lost two days of
hospitalization.)

6. Ambulation or performance of activities of daily
living noted?

is there a statement in\itha nursing notes or progress notes
relating fa the potient-s ability to rambulate or take care
of himielfl

7. Conscious?
Is there a note in the nursing or progr- toting

that the patient in orientid as to t me and place and
/his sensorium is clear?

B. Lack of patient complain
Are there notee (nursing or progress) that indicate that

the patient mat gliestiofted and responded negatively toi

1. the presence of pain: 7 dirtiness: 3 nausea. 4. dis.

turbed tight or hearing 5 difficulty or pain on urination:
and 6. difficulty in breathing?

9. Progress satisfactory?
Are, there notes intlicohno toliskSOory progress toward

recovery? For surgical patients, this requires the presence

of a note stating that the wound is healing satisfactorily

For delivery patients, a rote stating that the vaginal

discharge alter delivery hod diminished satisfactorily is

required. For other potients, notes slating that the recovery
from disease has prOgressed to the point where they may
be safely discharged ore imperative.

10. Patient given discharge instructions ?
Do the nursing of prowess votes state Iha

has been given discharge mtiructions?
ho patient

HOSPITAL 'PROGRESS



vent complieatioi
occur,

Avoidiag Pitfalls

and 3. treat complications that do

When establishing standards, the first pitfall is the
tendency, especially whoa firsC attempting a medical
audit study, to include too many parameters. The be-
ginner is apt either to try to reproduce the textbook
logic tree for a differential diagnosis or to combine
research with quality evaluation. This results in exces-
sive demand on physician time for selecting parameters
and reviewing retrieved data and on nonphysician time
for data retrieval and display. The list of parameters
should be restricted to those relevant to the quality of
care. A parameter is relevant only if corrective action
will be recominended when performance is inferior.

The second major pitfall is -excessive concern ,with
details. Medical care.evaluation is designed to provide
sufficient feedback to permit rational decisions for

'needed changes. D6cOmenting details of individual er-
rors serves the functiv of accountability, but does not
neceSsarily produce change. To be effective, correctite
action !Mist affect the hubris, practice3, and systemattc
functioning of tlw lunpital and its medical staff.

A third pitfall is the failure to use parameters that
are objective, observable features of care. Using 4.ub-
jective items that rcquire expert medical judgment
forces physicians to read every medical record them-
selvesa waste sif valuable physician time.

Standards miist be internalized% Standards may be
suggested by individuals or committees of the medical
staff, but effective audits require that they be acceptable
to the physicans who treat the type of patient under
reviCW. If these physicians accept the standards and
know that their colleagues also accept them, they will
tend to change their practices to meet the standards.

Data Retrieval

The standards adopted by the medical staff are a
prescription for the retrieval of information desCribing
the pattern of care given to patients in the hospital.
The data may be retrieved from computer-prepared re-
ports of information routinely abstracted from medical
records- or from displays of data specifically abstracted
for each study. In either case, some-,elfort- should be
made to validate the abstracted data. Certainly, when
the data seems to indicate a deficiency, the HRA should
check at least a sample of the records to be certain
that no abstracting error bas,been nmde: this-verifica-
tion of the data should he doiiumented in a memoran-
dum to .thc physicians performing pie
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In time, the HRA. will become fnmiliar with the
medical staff's reasoning did will he able to antithpate
what additional diya (summary of specific cases, de-
scriptions of wherC'probkms, are clustered, -etc.) the
physicians will need in order to analyze problems and
make recommendations.

Peer Review

The ,conduct of in.edieal audit studies can he con-
Sidered to be peer review in One of its purest forms,
Physicians establish the standards for medical care,
and physicians evaluate its results. But efficient peer
review also requires the input of the FIRA, a. non-
physician trained in the techniques of evaluating care

a retrieving and displaying performance data. In
addition, through the use of criteria established by
the medical staff, the HRA can perform the screening
needed to Select those records that do require indepth
evaluation by peers.

Eliciting Action

Once problems,have been discovered and analyzed,
the greatest challsnge facing the medical staff is how to
elicit action to Change behavior. Mere reporting
poor performance to chiefs of staff and .to the board is
not likely to change behavior.

Effective methods for changing the behavior of any
group (or indiyiduid) require two actions: I. Precisely
identifying whit( needs to be chang.ftjA_a.n-d 2, motivat-
ing the appropriate persons. Pfuetive action should
produee a change in habits. In contrasL requiring ahi
apology for poor performance results only iii a defen-
sive attitude and often serves to strengthen previous
convictions and behav,ior.

Identifying 'what needs to, be changed and hirovkl-
ing information and skills needed to-imprOve care
is a function of -the hospital's continuing medical edu-
cation program, Motivation is best ,io:hieved =through
nonthreatening" peer pressure: Physicians who are not
performing',satisfactorily mast be made aware of how
the remainder of the 'staff -is performing. Of Course,
peer pressure only helps cure' those problems direetly
related to physician behavior,

Many, and probably the majority of hospital medi-
cal care problems, are not attributable to physician be-
havior, but to improper functionung of some other
area of the hospital. Solutions to such problems are
varied and often unique. Obtaining additional-resources
and reallocating current ones to solve problems caused
fiv inadequate tools,.equipment, staff assignment, etc..
may be necessary. Action is a function of the degree
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of problem stluuion motivatior wilia is :i':jiatiVe
arrangement- between the medical statf and the ad-
ministrator. 'Hie latter musi be confident that IL:com-
mended changes are not capricious, are based on actual
facts discovered in the medical audit, and will. result
in better patient care.

At times, OW. motivation may have to originate with
the governing body of die hospital. if a change is Iee-

cssary,, a there is good and logical reason tor it, the
administrator and the governing body should be easily
convinced. But, again. the pressure exerted must he
nonthreatening. Mere confrontation is of no value.

Who has the responsibility for takiii4 action in tlic
hospital? A medical audit study is a fact-linding and
action-recommending procedure that takes phice within`
the medical stak org,' anization at the appropriate level.
As part of an inidit, the Medical staff may recommend
specific action or may leave that deeisiOn to the indivijl-
ual responsible for solving.the problem_ If education is
OW appropriate action, then the director ot education
should be the one to take the action and' document
it. If solving a problem reqUires a change in the plrysi-
cal plant of the. hospital, then the ;alministratof would
be involved. If 'action is required within the nursing
service, then the director of nutNing is the logical per-
son to crmtact.. Furthermore, certain types ol problems
may reqiige actionthy the governing body itself.

Documenting Quality Control

For each- medical audit study a formal study Ide is
required to collect the (tocumentation. The MASW is

-..the basic dOenmentation of the fact-tindMg and recom-
mendation function of a medical audit. But a alone
will not suffice. A sunimary should he written to he
transmitted to-the governing body lor-PSRO when this
becomes a requirement ) and for publication to be read
by the entire medical siMF 1'his surnmary wituld in-
clude Statements concentric I Why the -study
performed, 2. who made up the patiem groiip; in

general. what patterns of care were fouml and how
they compared to the standards. 4 specihe leeommen-
dations for actiom and . when follow-up plmined

Reports by the HRA of rolrilerris dim u.ere un-

covered 'during data retrieval and detaik ih ill spc
cases that have been brought to the ttentikai of the
audit committee should be kept in the file -I he tile als6
should contain reports 'front the %,,trintts

required to take rhe. rewmmenticd, ;tenon Th.- -reports.
should do:et-the %Oat . the- action 1.s and \awn it

ho taken IThe complete Ail timid include HI
low-up studies .tlemonsGrating- Oat the desired reSult

2

ot action (observable, changes toward meeting the re-
quirements defined by the- standards) have actually
been achieved in a timely and elective manner, This
documentation might include memoranda document-
ingreceipt of the request for action, announcements of
programs that-will'he (or have .b6en) carried out, and'

-other reports and memoranda that may be applicable.

Conclusion

During the two years since the CPHA devised a
procedure for medical audit studies using ffie MASW,
there has been a great deal of progress in efforts to
contra.the quiility of Care. Improvements have been
made in the organization needed, for efficient auditing.
'Fire QAM has been introduced to assist hoSpitals.im
monitoring the care of all patients and in selecting
topics for audit. Techniques for staging and sehaduling
studies have been developed. The selection andwriting
of ,standards has been relined; mOre attention is being
paid to the necessity kir eliciting 'action; and the meth-
ods of documenting quality control have been 'made
more explicit, Thus Ow road to successful quality as-
surance in, the hospital is better defined today than
ever before, but much still needs to be done_

r'on-rNoia s
I See Martin L. Waldman, "The Medical Audit Study-4

Tool fOr Quality Control,' IbrixOnl 1'14),f:revs, February.,
I973, pp. 82-88.- The MASW worksheet discussed,

reproduced in this article was -revised -in April, k974J,
and simplified -to demonvtrate its congruence with the
method for patient Gire eyilhianon outlined by the -Joun

mission on Accreditation of Hospitals. In November,
1974, rhe ("PHA -medical audit study method received the
Oficial recognition of the Department of Health. Fducation,-
ad'ii Welfare's Bureau of Quality AssurLane- (PSI-JO Trans-
mittal No. I I I for meeting the retrospective medical care
evaluation study requirements for PSI-JO

Since publication of the .uticle, 'C'PHA has distributed
over 44,000 .reprints and requests for over 7;.000,copies
of the MASW: which has been the mainstay of an intense
education:11 effort by r PHA. Approximiitely .1242 class-
-room hours of medical audit methodology have bcen taught
in 148 tormal CPHA education session,. since September,
197,1. These sesstoras were attended by 8.570 porhelphhts
r(om (he health care field. In addinon. since 1973, hospitals
and health-related organizations have used. material pre-
pared by CPFIA io Schedtile- over 100 slide presentations
and over 400 videotape showings.

In March. 1975, the worksheet and .procedure y.cre
ics tsed in response to feedhack front hoviunIN mit groups .
tUat had employed them as ,wel1 as from other orgamfa-
bons insolved in medical -care eialimoon LopieS may be
obtained horn c-PHA. 1161 Green Ril . Arm Arhor. Mieh
-18 WS

\'c'rgil N. Stec. "P'S--.-R0 and the Hospilars onalio ontroi
burtnid At . lilt. 974. rr, 17 06,

HO5P1 E PROGRESS



Nursing Audit NOrses pati-- Nursing::

Auctiting a patient's chart not only'indicates what care
ougthlo be.included, but also assules that the cam
which was given ls documented.

piARLENE F. RU8IN r LEENA A. RIMLOI / RUTIj R. DIETZ

nursing audit need not be drudg-
Try, In our case, it led an entite
nursing staff to appreciate what
good sources Of information, they
are about patient care and how
much they can contribute to im-
prove care. ./St St. Luke's "Hospital
Center in New York City, the de-
-ision to audit has lead to a Variety
f ways to pursue hetterc-are. -

The original decision- to audit was
inspired by a lecture by the dynamic
and notable author and lecturer
Helen Mum. which the aksociate di-
rector .01 nursing service attended.
With the help of, an enthusiastic co-
chairman she recruited and chaired
a committee to plan the quest fot a
meaningful audit.

Although we improvised. many of
Ms. Dunn's concepti were, in fact,
the reason_for our success, and chief
among these were, enthusiastic lead-
ership arid stability of membership
on the audit committees. To achieve
stability, we re'crpitcd members for

.ir tire ass/IS:late. tlirCtor Of nursing
serske :it SI,. filWs Hospital Center, New
York.: N Y. Stst was the Miriato and is chair.

of Ow central Nursing :.Andil ConinnItite,
81It sturtinil hirtiC nurSing. WilkeS-Bilire'Cren-

liospit.11 Schtml. of Nnomg, ra,1 has a
11.5. from. College thiinfiCOrdi3. papas. Pa.;
and an M A :Ind M..Ed. from Teachers! Col,
kge, Cotumbia University. Nes., Yoilt N.Y.

M. }INA! iii is instftictrif of:continuing editea-
(inn tit St I %ISE'S hospital Cmihr. Sfre is co.
Chair ohm of the Central Nursing Aodir Corn-
IlilhICt kii,0111.111 of Mc Departmental Nursing
Audit Comomu. aid a member of the Nws!
ing Cot lit 10,111111 let di Xl. Luke's. She n

gradihry or Sir Luke's Hospital 50091 of
Nutting and has a II S. tti3n) TeaVhey.;;Coliege,
Columbia Unitersity,

kIt lilt TI direttof of flospilisl att-
ministraboo and direeror of nursing- sersices
it si I uke',, Hospital Center, One of Mr

otsponsibililitS is for the proviiion of
quality patient care. Slit was graduated from
York Hospital School of Nursing. York, f/ti,t

has tsolh II R. ;Ina in M.A
Coliuge, Columbia Univ.CrSity.
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the central '.conimittee from posi- committee then reports to the .Cen-
'ions that have '`detrionstrated tral Nursing Audit Committee.
turnover: ,as a result. the eight- Our chart audit began with a few
member committee' is:- tnade up selected "dead- charts of discharged
chiefly of uursing- service admims- Ipatients and has progressed ti"live"
trators. supervisorst -,and mwrvice charts of current patients. Tite. pur-
instructors.

. pose was to evalilate the 4,inlity of
At the first meeting of the Cot- patient care as seen thkOgk the

tral Nursing Audit Committee. nurSing record. Now, on r'cdt.glion
nu:Milers explored and criticized lit- basis, head nurses and statD,nurses
crature on the subject and becarim and' clerical assistants, usink three
acquainted with the "°.'philosophy, different 'formq. check the charts.
standards, and format =of the nurs''. 'The clerical Assistant checks for
-Mg audit as presented by Helen proper charting procedures, graph-
Dunn.' ics and stamping. tking the form

The committee decided two core "Mechanics Of Chart,'1 Which is re-
groups were needed. The eommittec produced on p. 918,.
would coOtinue as the Central Nurs-- NtlfsC5 use the form "Nurses
ing Audit Committee and there Notes,- also reproduced (on p, 919)
would 'also be a Departniental Nurs- looking for evidepce of minimum
ing Audit Committee. Both have requireMents which arc listed' on the
officers and meet morqhly- from fbrrn. They then write their. conclu
September through June and at tons on a summary.form.
other' times- as the chairmen desig- Todat, auditors bon the major
nate. Trw central committee sets services-A-medicine. itrgery, a
policies, procedures. and forms ind ohstetrics-gvnecology check

'also: evaluates- the results of depart- charts a month and those on the
tnintal audits, other services check approximately

The Departmental Nursing Audit 5 charts a month. An average chart
Committee ,consists' of supervisors takes a half 'hour to audit, so em-
nr head nnis's from ei2ht depart- ployees on ,the iu major ,services .

mentssurgery, pediatrics. orthope- spend, approximately 15 hotir
dies, medicine, -psychiatry, ,obsiet- month On Chart ;iuditing: :thoip on
rics-gynecology. urology, and eye, the other 5 serviceS spend about-
car_ nose .and throat. Each member 12! `2 hours a Month. This time
selects stall- members on a rotating varies, of course, depending on staff-'
basis f it:MI her service to audit ing pperns. othor .projects, work:-
charts, The .departmental committee shops. and so forth..
member collects data. from the au= As the prou.rain of auditing be-
du ors and presents thero at month- gan, the departmental committee
ly meetings of the Departmental made sever_al recommendations
Nursing Audit Committee, This with which the central committee

concurred:
I. Head nurses should review

some charts daily with definite goals .

nniNN. U itt AND MORGAN, R. M. The Nliel-
Ink A r11111 lit .1eue. cich.rrigc NO 84) Ncyr.
York. League fru Nursing, 1968

Copyright Moy 1972, The American Journal Of Nursin egPricANnjy°,1)Reprinted from Anaaricansin



Th0 suDorvo,wr5 make grand rtninu3 or a ddror.ont ono
rho organization of trnz unit Het;QM,nly,lariflOn$ aro m000 a sossroil full

In rifind Pr lot trie- on a to,cn do y
may be graphia, preoperanse
charting, naely tour,hoor charting

postoperaose patients, musing
observations and inters cntions or
patient teachtng and disposition

2 Head nurses adept al auditing
should teach other head nurses their
audning N1,111,

3 Auditine should he part it
orientation tor new nurses and the
evening ;Ind night stalk should .issed
with akithimg

Other reaomn ndations covered
periodic meeting s. wrineil commu
rocation. and the like

Committee members yscr

stramed on proper filettiOdN liii

VOL (ikI ii NuMnE q 5

ma..
early work session. were Corfilittrd

thi, end
A sunlii . v F.

ahanias and Nur NC% rittiCS
9211, was created tor use atter eh
departmental representative pre_

scuts her findings and reersairm<da,
lions at monthly meetings.

Later a section fur aCtIo
included in order lo emphasize that
auditing is an aynve process ,ind

that just makulg recommendations
is not ermiIi bey must he .ieted

FOr Ctamplc %OM': reiiItuiii a,

(Iv II It's wpm-led mcrc lI icv,

Ate knICfn1Cd tin 11-14: ihiltiN4,1111s

rho
ooads

en and

100 111,,LCLI-T enL kti di.'ed

pal ls,:11).mic In a k.{

imoon..2 audo

ocre presented to all leycls 01 our

nimru.,e' stall Audit o aetive contin-
uing eduaation -Notices of speed
ic problems have been placed in om
weekly 'Nursing Service News
letter

Ar. E nu, clue SIop

The trniortion from mumfiti ng yield

came w hen he Lycra isor

iii the w, ne,0100 dpriieiit J11.i

11111 111.11W: ill hei mnlIi \k,11110,.1

11% 1 mithIS I he ehauman ist the

depaitmantai ommatee and this

MAY I



"The essence of the practice of nursing should be clearly
evident in the nurses noteq for all to see and te-search."

supervisor then went to one of the
gynecoloey units and started the
first audit of live charts Compila,
mans of obstetric and gynecologic
findings .svere all under one section
on the ouNanding problems report
t see Januar, 1971 Monthly Report
on p 921i :However, the head
nurse on a gs necolog.v unit thought
her problems were different and she

requested that her unit he identified
separatel)i,

The ability to look at One's attri-
htites and deficienctes is an mnor-
mous step toward maturtty. and we
concluded that it Was tO the credit
of the nursing audit that nurses on
the units sk ere asking for a change
from ;inolls nuts., tor it meant trust

As yet, we had not arrived at the

MLL./fANICS Oh GfiAll I

All fecord SrlAels and r,,,dea al ii ap.dy
a Heoduou$ (died out completely and legibly

Stamped wan addressonraph,
c Correct duleA-entered
d 9Onuture of recorder included Mint ach
ri All natos preceaod Lty

Inaiaattng A NI and P.M.
Note; appear in correct

(1 dat. anal (fm/

N. u1.,is
spaces Ion unle5a I,no5 drawn to proyoot
erdrio3

I 1_ Li,, and , ar hal
Fr Al least One la ly narraC's note. 15 ,yf loan

rr fri and cirapnM ficiCOrd tomplciad
a ci,anks tilted in tor cdinnaa, aro a

1.pdal and postoperative da5 .
Li aph5 of Tcamp5 and Pnic,,, cler and ,nralniatn
C FiespdatiOns, 0 P WI ,tdais arta raet recorded

properly
Fluid intake tis!,1
000_

e All tests nJ ueatinr,uu ts _rood prai.o..1,
3 r.)n,r)leie Arimls,ari .010 aiDSSUOS3

TrariSheS arid Discoar9, ua..t Shoef
roMpIVIe DIsemsslIC) rapoaf. ,ss 3sa
poles and Aunt 0. I .1

Sheet COMplOtod
5 Include uansfor note, ,1 induadled, u.ilu AdrAl4llfarl-

rfiansfraf-apd 13tct-larrati Data Sheet
6 All ulerddscrlu ,-,harrtiat.on appear5 on own

Clinilrutl ncloa,nd s,gnalere ot SVIint:0

SfssissI,I [.. N A

permse for frill toff-will

ruse fak
SignaIts,o

a, rral lot I ilrnIIrI,',.

S..

Dons
not

tYp Apply

A 111111

clefical rassitard( tr,c0,5 this form IL t)I o orn
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final evaluation for planned nur sing
care. "Nurses' Notes satisfied min-
imal nursing service policy require-
ments, hut we were striving for
more. Our goal was the Implementa-
tion of planned individual patient
care. Nursing care plans tind nurses'
notes we believed. must reflect this.

After having undergone this ar-
duous process. we highly recom=
mend that all nurse educators, su=
perviscirs, and administratoYs share
this evaluation process, for an amaz-
ing thing takes place Participants
realize that planned patient care re-
quires efforts that arc tedious, dis-
ciplined. intellectual, and tirne con-
sUmmg.

When doing this evaluation one,
in effect, relives the planning process
done hy nurses for the pa-
tients For eicanq .12 the co-chair-
man reviewed the entire chart and
care plan of a 5 -vear-old woman
with a history of difficulty in walk-
ing and, weight loss Nurses' notes
pointed out the weakness in the pa-
tient's legs lack of appetite, and her
use w, alkei However, the
nurses oies (lid not mention occu-
pational therapy's role or consulta-
tion with the dietitian mad a care plan
should have evoked a,coidiugly

During evaluation this chart
we co L I iii Mon host MI MIIISIN1 lite

Wee in IA he head ourse
ti pollsol,s ahiot ha pauent
this often I% a sign of inadequacies
Ill InSf5;s, fliNtIcntlY

ne-hie hint (hey have yam
iffloimation at,out patients, in-

sitNiti of sharing this informatton.
t hes often take it home Ns ith them

the co ,ii,ui Man took her clues.
1,,is to the head nurse am! IC at 11CLI
that the diiinian had tiu f.wt . seen
the patient :Ind that members of the
nursing staff were actively involved
with efforts to increase the patien('s
food intake What the staff hod
tailed, to do Wa,, iff)Clifilidif their
etloits4 )triple poste, alpallop con-
fercuc ticad nurso sass this int-
mcdhack h.IVe hap-
pened if the 5-0 chairman had oist
told hei Hie better nurses'
notes'

In spite of NI aishan ;ski

Ahst



theories, our culture values the writ-
ten word and this is nowhere more
evident than in the professions
where prestige iv often accorded on
the basis of written documentation.
The essence of the practice of nun
ing ihould he clearly evident in the
nurses' notes for all to sec and re-
search.

Traditionally, a nurse's feet have
often been more valued than her
mind. In addition having been

trained in an autoeranc type ut
program to believe that she must he
infallible, she often avoids placing
herself in a situation where her ae=
tions and thoughts can be criticifed
such as might occur if these ,A.cre

documented. Whatever the reason,

there is a paucity of wnuen es
idence of nurses' daily practice.

We decided that part of our prob=
lem Was an inadequate Kardex.
Many nurses said that the Kardes
was not large enough to fulfill oui
expectations and was, therefot,
maior barrier. Along with If-10 ihe

format was considered not suitable
A pilot study got unde rw ay, w oh a
kardex Committee comprised of a

eross-section of professional nurse's

ito recommend and institute rev!

SI0415. A new KardeN met eed
larger and betto The illustiallon Oil
p. 920 shows the format.

Although the norsme audit
working well, and tools 'or ii bad

been prepared the map( ffff hiv h

still needed improvement was nurs-
ing care plans. Despite the attempts
of continuing education stall :tt

Luke's s s ork shops. and s a r loos .1,1

thornarian measures staff ffs el c fi

using care plans etTectivels Niii

Serlitee admmistrafors and contin-
uing education Instructors there-

fore, reviessed nursing care plans off
all units. They identified the individ-
uals who demonstrated expertise in
the planning of patient cafe and

asked these rilirSes to form a Ninswe
Audit Subcommittee on Nut snot are

Plans. The task of this suiscommittee
was to assist their colleagues
devising nursing care plans:

This is one of hvo
uscs 05 She) aucids paoonts

NURSES' NOTE

A Coridition of oatfenf
Chringe5 perfee,ril sides syaip rime or atlion3 are laCiudad

7 At lea.0 eee 1101,7 ddity
) ef pomeeefet,e ai lens* One note it

leaf hows
4 Palien15 Oh, 5,, ill n(nindy5 and limitations:

h POurd,,,,en5
Aeale, fur mdninc5,51orinn p r n et 5 0 5 medleAllen ,4 noted

2 rleA.,ls CO 0 n And 5 S ifidelCation are noted
3 r rece,ded when ilny randung Medico=

! 5,5 noi rev, admin,sn-dedy
fi A rem is feccircleO when elfravellOus SOILition behfaleled

eefi,c noi ,drepleled Areoeef absorbed is Included

55,,angt1 horn any on/n=0 N010 n5CludOS
1 Sty,,,00

3 coosisteilLy
4 010,
ii Colef
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T,e
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The nursing care plan should become a permanent part
of each patient's record.

Subcommittee members decided
their ultimate objective was to set

criteria 'for evaluating nursing care
plans and to act as consultants to
the various units in the design of
nursing care plans that were practi-
cal. that is, pertinent, concise, and
realistic in design.

Their recommendations inclided
the following:

Care plans should determine prior-
ities for patient care based on the
nurse's synthesis of her knosvledge
and observattons of patient re-
sponse.

These plans should reflect a con-
cept of planned deliberative nursing
care into their mode of operation

Subcommittee Members should
give this protect their complete at=
tention for maximum results,

The efforts of this subcommittee
should be endortd and their recom=
mendations followed by all respon-
sible nursing personnel.

Tho nut's
r,rrirtprt vhich

MAr !7/2

The norsine care plan should be-
come a permanent part of each pa-
-ient's record, to serve as a ready
reference.

Routine admissions which do not
warrant nursing intervention should
be identified as "self-directed care."
Niwies should refrain from prepar-
ing care .plans on these patients. who
would otherwise have plans just for
the sake of complying with expee-
tations.

In order to share their ideas with
stall' and to promote participation,
all committee members took part in
a panel discussion on nursing care
plans, which was video taped rind
p esented to all shifts. The head

urses attended the original live
-entation.

_ _ring discussion nurses agreed
that nursing care plans do result in
better care. better continuity of
care, and do save time in orienting
new staff members to then patients.

17, ,lber01 On Ch,
fl' -by- I Inche5

a 00V,

Panelirs sugeested that sample
plans from each specialty area
could he filed and used as guide-
lines 'by all units as needed. They
recommended that plans be tailored
tc-s the needs of 'each patient, revised
with the changine needs of the pa-
tient and not he regarded as just a
slam procedore. There also was (its-
cdsslon of initial patient interviews
arid discharge summaries.

Una evaluation

Since sse consider nothing as ex-
traneous in andlling nursing care.
we then ventured into nursing unit
evaluation, with patient question-
naires_ incident reports, and super-
visors' grand rounds.

pATIENT QUESTIONNsinCS Upon dis-
charge from the hospital, each pa-
tient is given a questionnaire to
evaluate his care. He may submit
the questionnaire either prioi to dis-
charge or send it hy mail later,
Responses are reviewed and tab-
ulated by the Public Relations De-
partment and then sent to the
departments coneerned.

In the nursing service depart-
ment, the director and associate di-
rector read all returned question-
nairs. Comments requests for inves-
tigation. and notes of appreciation
are written sshere warranted and
then forwarded to supervisors, who.
in turn, share this information with
stafT members.

The associate director keeps all
monthly summaries of patient ques-
tionnaires to compare rating results.
Also, she pursues the investigation
of any questions the pattent eval-
uations raise.

INCID3NT urporurg The Central
Nursing Audit Committee along
with the continuing education stafT

studied a compilation of medication
errors made since 1969 to deter-
mine learning needs and devise pre-
ventative measures. This analysis
included all tabulations, nnits, shifts,
dates, classilIcaoons, and individuals
ins olved. Findings were shared with
nursing leaders. and the continuing
education staff members followed
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WHEN HE ,Int; Oujit
was fi rst introduced, it brought m
automatic. response "What is it,
more work' But, is that really
true Does a nursing itidit need to
he lengthy and involved" What is
Our real objective for doing these
audits?

Believing that an audit is one
way to evaluate adequacy and ef=
fectiveness of nursing core, nurses
ill Hinsdale (Ili) Sanitarium and
Hospital formed a committee to
study the implementation of an
auditing program at the hospital
Samples of tudi t forms were re-
questd frO111 several hospitals
Theo forms ranged in length from
three to sevi,n pages, ;ind :in how

APRIL is, 1975. vOL 49

NURSING

A fast and simple

auditing procedure

for inpatients

improves patient

care at Hinsdale (IL)

Sanitarium

and Hospital

by Gad Pokey, R,N,

hirikomi af
hurt, oee,h.d to iii ty nut the audit
That perMitP4itiditS do need to be
lengthy and involved was a pus=
sitolity the committee wished to
considei Inible to accept this hy-
pothesis, howcy-ver, the committee
decided to give more study to its
reasons for desiring this added
task Ow purpose, we decided, was
m improve the quality of nut-sing
cafe given to patients.

Oevelotiing the audit
MI I III I" purpose in this

enabled us to delete those
III tiomi of the audit form dealing

with the mechanics of charting
eXample were not as eon=

cerned about whethe_ all of a

patient's temperatures were con-
nected hy a siraight line on the
graphic sheet as we were about
whether we tooka patient's tem-
perature often enough to ensure
safe, adequate nursing care. After
elimm.ating the mechanics, mk
needed to develop a tool that would
cover all patient needs as com-
pletely as possible After evaluat-
ing these needs, we decided to
attempt to adapt the list of 21 prob-
lems developed hy Abdellah and
Levine."- Through consolidation of
this list, it was possible to design
a tool that could be confined to a
one-page form (see the figure on

78) An additionnl form was
constructed by listing the follow-
ing one=word descriptions or short
statements of types-of specific in-
formation to consider- under each

I Hygiene physical comfort
a body

mouth
hair

O nods
* shaven

pressin,
hack CWI
pOln

lief(N
pat tent leaching
rehahilitation

O admission
discharge planning

l't)s second form was needed and
['sod in the beginning of our audit-
ing piateess but became less and
less needed as our staff became

ire aware of these different
Problem areas

Ow- next decision was to deter-

9

Anil "thee!, rnlheitt-C,,t,
.InipttitiClieV ii Nfuroilo New }n)rk

19611

Repriritorl, with piornission, from Hospituk, Joumo I of_
1.11Q il,w2jtof Ar-suclo3ion vol 49 no 8
Api-irT, Tr-5-, pp. , . , .
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NURSING AUDIT FORM

!nine J 115 t 110V4. 1111.:44 it I shosa,i it,
used: It seemed that audiung chia-ts
of dischaiged patients would be
:in effective means of improving
the quality tif care for future pa-

78

The Author _

4

1C4MFIENTS

well as future patients? Thi.s would
make the audit a real-life situa-
tion, one in which ideas could be
instantly utilized, This also would
allow for the addition of a third
dimension: an interview with the
patient as well as a review of his
chart and care plan:

The audit form and the second
form for explanation were present-
ed at a meeting for all supervisors

.and head nurses At this time, the
group was reque.sted 10 bake a

form, read It over, and add, sub-
tract, oi make any changes that
they thought would make the form
more usable. The same request
was made during a meeting with
the evening staff nurses, Sugges-
tions' Were compiled and the audit
form was revised accordingly:

Sample auditing
Next sampl audits were con-

ducted On eat ti unit with the head
nurse fur that unit. After these
audits were completed, an audit
committee was. chosen. This corn-

included a representative
from the nursing development de-
partment, a medical unit head
nur se. a surgical unit head nurse,
a specialty unit head nurse (psy-
chiatry), and a representative from
nursing service as chairman. This
committee began planning for im-
plementation orthe inpatient audit
on a regular basis and reported
back to the supervisors and the
head nurses.

Several decisi [wade

(Loring the iii st audit committee
meeting First, we decided that
Sample audits should be done on
each unit during the evening and
night shifts If nurses on these
shifts were to he involved in any
way, they heeded orientation, and
sample auditing on all shifts would
provide the orientation. We were
hopeful that the results of the

would he shared with all
three shifts in conferences. An-
other decision was related to tim-
ing Thi, head nurse mernhers of
the audit committee needed more
time to familiarize themselves
with the forms, imd they choae to
carry out audits no their own units
while the members from the nurs-

(Nouse turn to pape 82)

tan informWon 1% cOMPICtO

N0 infOrfnation nOt pre,cnt

or In prasont, not

4ompIete
appli4dult

Liriittt IAA wifliki, 4,1 ii,A

he Of hele to the p,Lierit whose
chart was being ieviewed Then
why not audit inpatients, we asked
ourselves, and help this patient EIS

Gail True Palley is assistant director of nursing at the
Hinsdale (IL) Sanitarium and Hospital. Mrs. Palley
received an M S degree in nursing from Loma Linda
(CA) University and a B S. degree in nursing from
Columbia Union College, Takoma Park. MD She is

president of the Lake Michigan Chapter Association of
Seventhday Adventist Nurses and a member of the
Iliinnis Nurses' Association and the American Nurses'
Association
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A Working Ex
Two problems Iv'
and the lack

HAROLD COLD MARJORIE JACKSON

oeriment

identt ed: reluctance to judge and be judged,
blished criteria as a baseline for evaluatiolt

BARBARA SACHS MARGIE J. VAN METER

FTWO influences led us to undertake our c-weriment in
-1- peer review at University Hospital, Ann Arbor, Mich-

igan. The first was the fact that peer review is increasing-
ly recognized, in nursing and other fields, as a measure of
accountability and as a means of evaluating and improv-
ing standards of practice. The second was the fact chat
the clinical mirsidttspeciahst program initiated at our
hospital by the depai=tment of nursing in JO ly 1970, and
periodically appraised since that time, needed a more
thorough review.

s.Therefore. nine clinical specialists and the coordina-
tor of the program conducted a formal peer review as
part of the general program appraisal. All of us were
masters prepared nurses holding staff positions in the
nursing department. Our purpose was to critically ex-
amine our own practice and role development through
validation by our colleagues.

Althpugb there has been a great deal in the literature
abotit.the clinical specialist role, with the scope of such
praCtice :imply defined,,nothing has been written about
peer review of clocal specialaation or, in fact, of nors-
ing- Practice generally. 'Thus, we were using a new fool to
appraise a new specialtya challenging task.

THE DESMN .

Inasthoch as no clear definition or guidelines for peer
review have been formulated, the design for the review
was planmd by three of the specialists: one each in
medical-surgical, pediatric, and psychiatric nursing. rvio
key components seemed important: first, self-evaluation

by each specialist and the coordlnator and, second, a

group interactional review. These components were then
subdivided as shown on the opposite page.

Two sessions were planned for the review but first the
self-evaluations were prepared, circulated, and read.
Then, at the, first group meeting, each specialist was
lowed 30 minutes to amplify and clarify her written sum-
mary nnd to respond to colleagues challenges. The order
of individual review was by clinical area and seniority
in the role, with the medical-surgical stlecialists first, pe-
diatric specialists second, and psychiatric specialists third.
As it happened, this ordering generally coincided with
the length of employment of the individual specialists.
The second group meeting was planned to be a half-day
session devoted to a review of the coordinator's aciiv,

es and a program analysis.
Since psychological threat is inherent in any evaluation,

safeguards were planned, such as
a the guidelines formulated by the planning group

were accepted by consensus by all the specialists;
moderators from the planning group were to main-

tain time limits and focus of discussion; and
ci the group interactional review was to be held away

The authors tire all clinical nursing specialists at the various
units of University of Michigan Medical Center, Anti Arbor,
MR. GOLD (University of tViKonsin School of Nursing;
M.S.N., Indiana University) is psychiatric specialist at the
nettropsycl,iatric institute. MRS. JACKSON (University of
Micingaro ScilOol of Nursing; A15 Univercity of Michigan)
is coordinator ol clinical practice at- University Hospital 6ad
associate professor of nursing la die University Of Michigan
School of Nursing. MISS SACHS (Michael Reese Hospital
School of Nursing 51 S N IVoyne State Unisersity, De?roill
i5 pediatric specialist at the C.S. Mott Hospital, And 'MOS
vAN METER (Memorial Hospital School of Nursing, Lima,
Ohio; M.S., Universty of Michigan) is neurosurgica) speciubn
at University Hospital, Ann Arbor, Michigan.

Copyright October 1973, The American Journal of Nursing Company.
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from the hospital in a comfortable climate for dctision.
Successfol completion of the peer eeview was predict-

ed on holiest input, full participation, and a willingness
to risk critical inquiry.

THE ACTUALITY

The specialists had been collecting data about their
practice since .the beginnin, of the clinical nursing spe-
cialist program, but the information had been used pH
marily for self-evaluation and as a Wise for semi-annual
reports to the department of nursing. Now their oisk
was to abstract months of experiential data in a relatively
new nursing role, and then synthesize thosi data into
meaningful descriptions of the role expressions.

Although the content of the summaries had b
agreed upon, each specialist was free to develop his or
her own format and style of reporting, so differences in
role emphasis, stage of role development, and personality
characteristics emerged Sterrne of the reports relied heav-
ily on StatistiCal data, while others were couched -in a

narrative style. Positive results were usually emphasized,
with areas perceived as failures described in only three
data summaries.

The data summaries were circulated -and read, the
group review calledand problems began to surface. We
had all assumed that we were personally nnd profes-
sionally secure enough to risk individual 'criticism while
participating completely and openly m the peer review
process. This appeared to be a valid assumption, %ince we
had been meeting regularly for two years' to share
problems, information, antf- projects. However, the first
peer review session saw time and energy squandered on
superficial problems, tentative challenges, retreat and re-
grOuping maneuvers. 'Ube data suinmaries, conceived <if
as merely useful and factual information, sometimes be-
came shields against probine, disquieting questions. At
firste.Mdividuals were concerned abOut being objects of
critic:km. As the review progressed, however, it became
clear that some found tt even more difficult to criticize
colleagues tOlheir faces.

Nurses do not like to judge their fellow nurses =1-his is

especially true for those whn are creating new noising
roles. There can be repercussions, because there is no as-
surance that a challenge would not leop,irdite working
relationships or group memhership Therefore, only pos-
itive perceptions were spoken. Negative feedback was
simply not presented. Any critical assessments took the
form of self-criticisms, and the group then rallied to focus
on the specialist's posittve accomplishments. Other rea-
sons for the superficiality of the discussion were probably
the meager half-hour allotted to each specialist and the
lack of Onderstanding of the organizational climate in
which others practiced.,

When the individual presentations were completed, a
sense of dissatisfaction prevailed and resulted in the iden-
tifieation of two problems: the lack of personal security
arid of established criteria for speeialited nursing practice,

OCTOBER, 1973 VOL 21, NO 10

We were then able to discuss the persuutal rimming of
this peer review and to admit to feeling thre:eitened when
such highly charged suhjats as competition, role corn-
parisons, fear of failure, personal depletion, and abuse of
the role and its privileges arose. As we shared feelings
about these highly charged issues, we came to a re-
newed willingoess to work throueh peer review and to
honestly participate in it. We decided to devote a full
rather than a half day to the second group session.

The second pirsablern, lack of established criteria for
nursing practice, MiaS not dealt with so easily. In most
Instances, judgmenn, about i u/e problems svete gone into
more thoroughly than were judgments about cliplical
care problems. Qrantifleation of _activities in nursing prac-
tice was einphasiir-Tover quality Trrinactic.- it TsoorT be-
came apparent that mullispecialty review in the area ta
content and clinical judgment was unmanageable If the

DESIGN FOR PEER REVIEW
1. Individual summaries of own work

A. Specialist self-evaluation

1. PerfOrmance summary: data about the focus
and scope of practice, activities dirt char-
acterize role implementation, allocation
tinie and degree of role managealuliiv, ex-
tent of oreameational involvement other
than direct patient care respuusitu!litiesind
profmsional growth and developmeet

2. Clinical impact summary: an objective
subjective report on the role's impaet
the specialty area and the system within
which the rule was experienced
levaloateon ot relationships with other
specialists: type of wuik involvemel it. sup-
port,:value, et cetera

4. Evaluation or relationships wnh one's co-
ordmator(s ) S type of work uiusulvensenl.
support, value. et cetera

9, Goals and objecoves-c___,
B. Coordinator self-evaluation

I. Performance summary
2. Clinical Impact summary
3. Evaluation of relationships with special isis

and others
4. Goals and objectives

II Group interactional review.
1. Evaluation and recornnrsendatioric for each

specialist
2. Evaluation and rccornr4iendattouis for coordi-

tutor
3. Review, and establishment of new group

goals
4, Fortreoletion of objectives fnr nest evalu-

ation



"Ciiteria that measure cliiiival e ectiveness in terms of nurs-
ing process and patient outcomes must be developed be ore
nursing proctitiorzers Can conduct an objective review'by-kers.-

specialized practitioner is to determine .Vhether he/she is
in a process of ascending coMpetency nod is incorporating
into nursing care those aspetts of medical science for
which standardized nursieg strategies have not been
evolved; he must be able to measure himself against cri-

established by colleagues in the same specialty arca.
The coordinator's presentation of her data more easily

met the need for concrete measurement and aetively in.,
volved everyone. She had designed a numerical rating
scale and asked each specialist to rank her (tile coordina-
tor's) achievements in facilitating the clinical nursing
specialist role at our medical center. She used her ob-
jectives to delineate the areas to be evaluated. These in-
cluded: providing a safe climate for innovative practice;
setting expectations for self and specialists; encouraging
problem-solving approaches; promoting scholarly prac-
tice; utilizing organizational resource% in the implementa-
tion and acceptance of the role; focusing the role on
patient care; stimulating professional growth; and pro-
moting self-actualization. After the specialists as a group
had rated her performance, the coordinator shared her
self-ratings and provided an opportunity to discuss her
role enactment.

I he review of the low clinical nursing specialist pro-
gram produced the most spirited and productive discus.
stun. This may have been because it was personally less
threatening, with the strengthened gioup cohesiveness
permitting fuller parnelpation mnd unieLtive analysis, A
more sienificant (actor may have been that the review
was based on shared understanding of the program. Use
fol recommendations were rnade for strengthening the
program. and the group lett the session, haviog worked
through pser revises', with new untie LSt arldlrigs and re-
solves.

telrl'etesie.a

Fbe nutee,iied outcomes ol on rereview had bcen
objective validations of each one's, role enaelmeht by the
other clinical specialists, or alternative proposals and
new perceptions of one's eelf from group Interaction.
What peer revrew ACIII3 Hy resulted in vsas the admission
of primary personal safety needs, a stronger sense of
group cohesiver'iess, :Ind. finally, an intensthed awareness
of the scope a id ww.tct of the clineed nursing specialist
program oil d ! hospital; as reflected in the individual
clinical impact sonmaries

Our recommendaiimr, a r obvious Any gimp plan
rung a peer review should !inflow/0 pci,,onal ihrear as

was attempted in this experience. If it is recognized that
the inherent personal threat is great enough to preclude
a beneficial experience from the group review, the re-
view process should certainly be halted and this issue
dealt with before continuing.
S,De_lcia,=that measure clinical effectiveness in Nrrns Qt

nursing _process_and_ patient outcomes 'mot be developed
1-05f6Trint'sirTg prietitioners can conduct an objective re-
view by peers These criteria should be developed by a
panel of Twactitioners involved in the day to day care of
patients in their respective specialty areas. The citeria
should be regarded as expert consensus on reconarnen-
dation% for the best current practice, althongh this con-
sensus will change as knowledge and nursing roles expand.
The criteria should not be interpreted, however, as stan-
dards of nursing practice or of employee performance.
Their value is educational and eelt-evaluative for the
practitioners. Only with such criteria will Reer review be-
come an accepted means to examine and evaluate Roc-
tice

GLIVELINES

In summary, !hcjr, mum working experiment has led
us to a three-step coicepi, or model, tor peer review:
(1) establishment ot criteria hy consensus; (2) self,
evaluation according to the criteria; and (3) group re-
view. Th e steps must be taken iii that order W - cisu
'dent-Med peer review guidelines

peer review should be a confirming rruccss, re:
contrived annual ieview

peer review should, be primarily speedi
alert or discipline, with the nurse specialists in that area
having the option to involve nurses from other clinical
areas as appropriate

peer review should be oriented MOI e ii
agement of nursing care problems and less
ageahihty of role

peer review cuter'a should fuL.es on nursing procc5
and patient outcomes.

As the review process was a new Venture _Inn us, the
experience consisted of learning by doing and rinsed is-
sues of inethodologV, objectivity, and manageability. An /
established aud a supportive climate of El tht faCIlitateS
grOup pro1 ess and commurncation in peer review, we
concluded. Rut we believe that tho concept be-
come truly operative only when acceptable mean% for
norsiin; n hhoriers to cx,ifinne and evaluate their own

performance a r0 esiahrishetl .

id the
Iusvmrnml man

rftirtsING fir woe
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The fal'lowing is from the California Medical Association and California Hospital
Associat n's manual, The CMA CHA Patient Care Audit Workshop Program Manual, 1974.

PATIENT CARE AUDIT PROCESS

A Method for Improving the Quality of Patient Care

Select a topic for_tatidit The subject can be:
a diagnosis - e.g. myocardial infarction

-a surgical procedure - e.g. cholecystrctomy
-a physical finding - e.g. high blood preSsure
-a symptom - e.g. swelling
an abnormal lab test result or x-ray

-a social-psychological probletit
a therapeutic measure - e.g. use of medication, blood transfusion

a), Establish _criteria for audit of the topircliosen. Criteria should consist of
5 to 7 essential items perta fling to the subject which will indicate whether
or not, the group of patients in this C'ktegory is receiving "good° medical
care. These criteria are discussed and decided upon by physiciarks and other
prbviders of care at your hospital. These criteria may he outcome criteria

patient survived, :length of stay;.or they may be psps_ (or treatment)
criteria 7 e.g., justification of diagnosis, indications that the pat ent
received appropriate therapy; or both outcome and process criteria.

6) Establish ex)ected acceptable_performance ievels in terms of percentage§
. for each criterion. These percentages .indicate the "threshold for action.
If the- actual performance level for a criterion falls below that'which is
expected, there is coMmitment to taking action to correct the deviations.

111. Criteria ate ratified by all r levidets wh -e pe_ ormance is EaL_ the pattern
of care beAri,g_ examined. At this point, each provider is given a chance to agree
to the criteria and/or to muke changes in either the performance percentages or
the criteria,

IV The facidyd_eriterja (thQ.e ,litevia ,t6teed upon by providers whpae perfo mance
will be included in the audit) ore a lied.to chart review by the medical
records administrator-

rhe medicai record; odmtnifit
_

to the audit' committee._

tOr_Tp.r., sults of the data abstraction

The auait committee compares the expeeted_performance percentages to_the actual
performance percentages.as determined by -.the data analysis_._and identifies areas

.

of deviation.
.

The audit committee analyzes'ihe deviati c_g-. does the problem exist .hecouse
4 lac of proper equipment, inappropria anizarional -structiirq, lack of
sufficient oanpower, lak or motivatdon, Lick of skill, and/or lack of krOwledge?



sis, e audit committee lans a temedial action-

lementation and monitort9.4.

Eclf_crmed after a suitable interval to determine if the remedlal

eshlt: in raising the aetual performative percentages, therebY

quality of care for this category of patients.

The follow
Re[eccuJ

eps in the audit cycle. These steps are listed in random order.

, dia _v4 and assign the appropriate number to each step.

e-evz ent clare utt_r suitable interval

e
Com-_are actual performance with expected performance to identtly areas

of _ubstandard care (problems)'

implement and monitor remedial action

Have dr 6 , itp-i- ( re --i-nsY -atifi-d by all those whose cases may he,
', , rr _i 3 or -vis 0_ t _ e_

audited v

Analyze problems and establish probable cause(s)

Develop draft criteria and expe(:ted pertotmance levels

- Yevelop sTecifjc remedial action

Select diagnosis, operatio_, or other basis for denning parient fare to audit

Apply criteria to chart review bv Medical Records peronnel.



SEL _NG A TDPIi; FOR PATIENCARE AUDIT

r e guidelines 1 s od I,eiow iavc proved lie lpfol in ie1cctlng problems for audit;

1. The "topi " fOr a

-a diagnosis (admisSi-n or dIehargo diagnosis
-a surgical procedure
-a physical fiading,'i.e.,swelli_,

-an abnormal lab test result pr x-ray
social-psychological problem

-a therapoOtic measure use of a mmedication, blood trana

(Choice OF the'above wii1, no doubt ,be irmfluericedby hat type of medical
informatiorr and coding system is available)

2. Ftcets of pat t care that can be looked a -us ng the audit process-are:

-justification for -_ hospital admdssion
-diagnostic acc racy
-indications for-surgery
-adequacy and appropriateness _of treatment (management)
-adequacy of short rangq_outcomes (complications, length'of st y, patient
education)

(One or more of the above could be included in a single audit)

A topic shOuld us ally not be considered for audit unless seve al of _he following
conditiens can be satisfied:

A. flifreque_ncy, i.e. st

commonly seen in the hospital
ical evidence i- that the t_pic is

tqoblem severity ip the absence of medical intervention
intervention is not forthcoming -a patien 's life is threat tied.

C. Amenability to proper medical idtervention, 1.e.,it has already been_
established thri medical interywntion can significantly alter the hea
of the patient by cerrecting or ameliorating disability, or preventing
increased disability.

neaical

D. Ge _ally agreed-upon practices in th.e handling_of the topie,
topics that have too many controversial aspectsin such-areas as prevention,
cliAgnosis, management atni rehabilitation are not suitableTor audit.

B - 3



Aud t is not elinical reqeareh g-ither ft is 1 tool Ear:

I) A-pplying previously-verified practices to an tndividuel care

2) BrtnIng ab on the deficiencies revealed in th

etting.

y is.

Intet amd enthusiasm in do[n z an audit on a topic particularly
,in the initial period, when an audit committee is newly-formed and
embarking on its first few-audits, the kind of topics which often
engender interest and enthusiasm may be someone's "bunch"'about a
problem in patient care or another Person's "pet intergst." The
above considerations k-D could still be used to evaluate these "huncl
ind "pet interests."

Re e ences2

e Medical Care Andit.in Ho itals,
Accreditation of Hospitals 1973.

2. Kessner, David M., Kalk, Carolyn E., " u lity Asdessnent and the Tracer Method",
(Presented to tne American Public Health Nssoeintlon, November 15, 1972, Atlanti_e
City, New Jersey)
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GUIDEL NlS FOR CllOS INC AN AUDIT TOPIC. oB.JECrIvE

In general, the facet of an Audit topl chosen for auditing ur the Audit _tpTic
fo 11.9 should probably he one of tl-ie ffllowing:

That particular fac0t o f patient ea
eel a prifhlem miOt exlst7,

2. That particular f O:et ofpat ent ca 2 that Lu, gent;tally known to be
a problem in many other.hospitals, -nd therefore may be a pro! blem fp
that- hospital &ling- the audit.

That particular facet-oLpatient care within the Audit topic that
most affects patient disability.- that is, can correct-or ameliorate
disability. (Disability - mortality, morbidity, complications,
increased L.O.S% in hospital'special units, etc.)

rvother words, the focus of an Audit topic should 60:that area
he Audit topic most likely to reveal at least one prOblem in patient

most likely to affect patient disability arnFthere ore, be the
most fruitful for improving patient care.

In order to establish 4 fecus foe an Paidit topic,those doip the Audit ean
ask themselves the fol_iewing questions!

P-
l. Do you suspect' ther6 may be a problem anywhere in the diagnosis,

treatment, or outcome of patients within this Audit topic?

What are the major pa lent disabilities that could occur around this
Audit,topic? (mortality, morbidity, complications, increased L.O.S.
in special units, _

What are the probable causes of these disabilities,,----
work-up, poor patient control, etc.)

Wir Leh the disabilities are ireventable?-

(mad equate

5. Which of the aisa)ilitles may not be beibg,,prevented because of lack
of application by 1ealth care pro --ionals of avail ble resources?

\

6- Wbat aspect of the Audit topic interests those doing the Audit;
what do they want Lo eXamlne more closely or what do they have a

_

hunch that may reveal a problem?



P-

SETT G CRI1ERIA AND EXPECTED LEVELS OF PE AJR.

. The first critr ia settim session of the workshop exposes
participants to concepts, procedures., and terminology_of- Patient
Care Audit which will be reinforce during ,the second cycle.
Specifically participants yill have initial learning experience,
in:

Selecting a to-

. Defining the parameters of the' patient population which viii te

audied.

Defining the- focus or_aspecf

Selccting.and riting criteria.

5. ,Defining and es nblishing
for each criter, on.

6. Recognizing that the criteria established by.the Audit Committee a;e

draft critexia liich may and probably will be changed when presented

ient care to be audited.

ent ;es of expeeted,level of pertor ance

Outcomes:

The team will have read the handout "Selecting a Problem fOT Patient
Care Audit".

2. The team will the pa inieters ot the patient population

hetn audited for tile first disease.

3. The team yill have:established an objec ive _eason) for condoc

the audit or the first diseaSe.

The team will have e-;,tablisi-Ld criteria which meet the _equirements

as outlined n the procedure.

These criteria will be inci of the qoality 0f care whlch are

uniqne and essential to the patimt opulation being au_ ibid and

are not cast tn concrete.

For each criterion, the group will have established an expected level
of performance below 1.0n or above OZ which abts.as the "threshold
for action".

B - 6



c du e: Flow to se1ct a toic for audit

Instructor explains how to choose a t p

JIL4plefl

Ref
Aud tO

audit.

handout "Selecting a Problem for Patient Care

b. Go through the handout with the team.

Point out to the team that this might prove a o5 f 1
guide if, when 'they return to their hospital, th y wish
to begin implementing this type of Audit. t

d. Ask if they have any questions.
a

2. Ask the team to choose for their first workshop cycle one of the
-two .-sts--.of charts they

b.

Ask team- how they decided bring.

Point out that if this were their own hospital they wotld
not be limited to two topics but could choose anythiag.

Poinuebt that we had to ask for only two topics of 15
charts each'for logistical reasons. The medical records
jierson.does not in this setting hav- adeesS to all of
her records.

Pr cedure: Defining the aramete thepatienEmIllt_1911,-

1. Instructor explains that part or selecting a .topic for audit
includes defining the parameters of the patient-popula ion to
be audited including:

-Age limits to be corisIdvred - e.g., if the subjectfor
Audit were pneumonia hey want to exciUde pediatr icv-
cases.
-Are only pr mory _diagnoses to be included
-Does surgical approach m314 arrk difference - e.
abdominal vs: vaginal_ hysterectomy.

-Instructor explains that this noeds to be done so that we are
all talking about the same topic.

c3;



Techntques

Ask medi .1 records person how she pulled the 15 charts.
Did she make any exelusihns? What did sh. -Iclude?

Ask team there is anything they want 'to exclude.

P e: Definin the Fcus or_allpct_of atlent care to be audited

Option I: Instructo

-1f.SITJAM

,a. lnsrructc writes on the flip chdrt the foliewing questi
the, teaiuiould ask themselves when establishing an'objec ve.

explains that es ahlishing an objective or
reason fo conducting tbe Audit enables the committee to:

Foell$ en that particular fac cif:patient care
where :hey believe a problem Might exist.

-Defit e. clearly, what they want to look at.

Do yo suspect there may be a problem anywhere in the
diaresis, treatment, or outcome of patients w tb this
diseas0 or surgery?

What are the-patient disabilities that could .occur?
(Mertali .y, morbidity, camplicaoions, L.O.S. .in Spec_a
Units)

What are the probable cause of these disabilftie-
(Ina. uate workup, poor patient ,control, etc.)

Which of the disabilities are prevent hie?

Whichof the dis,hiliCies are not being prevented
keaue of lack of application by physician and o
of available resources?

6) Wbat s it that yon want to examine closely?

Opticiri II ,If the CeOm ,exhibits difficUlty in defining the objective,
go on to broinstorrning criteria. it may be that once they
have broinstormed criteria, then selected rheir mos,t
important criteria, the objective will become clear to them

e.g. 'If their prioritized criteria are "pt. demonstrates
knowledge n -f noicto change dressing",. then their objective

.

might be "ie dctrmninc if -patients --ceiyed'appropriate
education fir -r to discharge".



crite ia

Inst uctor should define "criteria" for the team ns those essential
ite s which act as indicators of the quality of care which.patients
in this category I., Pneumonia etc.) are receiving. Criteria
may ,he:

a. Outc(me criteria - patient surv ved, complicatio,ns, morbidity,
L.O.S.:

Process criteria - u _ificat_on of.diagnosis, indica: ons
that patient rec Lved appropriate therapy; or

Both outcome and process.

Begin estab .ishing criteria. Explain that.although in the workshop
we Wi I 'set criteria which, use". the thart as the source Of data, in

1 thekr own hospital they may set criteria which will requite other
,Sourtes-of data
.;

Tecgus

)1BRAINSTOR NG"
1

yell partioipants they will "brainstorm" c
the process of: Thrainstorming elic,its more suggestiOns,
cat, a,mote rapia tae,, from evary-part cipant in the group.

Explain rules of "h storming".

Each person suggests whatever c mos to mind,as indicators
of the quality of care.
No.one is allowed to evaluate or c mment on any of the

,suggestions.

Suggestions must not be categorized as part of the
histury, physical,outcome or anything else.

\'

During "brainstormine there will be a point at which everyone
becomes silent'. Do not. intervene. They will produce a seeond
surge of ideas.

each siiggestion exactly as stated ocp flip chart.
When page1s full:. Lear °fr., tape on wall and start a new page.

Tell each participant to choose the tc items from the list
that they feel aro the most eqsential Indicator's of the quality
of care. Ask "Which two items if missing from the chart would
make you feel most anxious about the quality of care?"



Dption II: "DELBECQ"

a. Tell the group they will,'set criteria .using the "Delbece method.
This process encures that everyone participates, not just those

just those individuals who talk the loudest and the fastest.

b. Explain rules of Delbecq.

4 :

77Y4

Everyone takes 15 minutes to .silntlY'With no discussion;
.writ down those items h ch the-'coMider to be indicators'
0 the quality of care.

. .

Then.we:gn,around the room and'-each person gives ona from
their list. This continues until all items are 1 s'ted on
the flip chart

While go41g arOund the room no one lm alloWed.to comment-,
upon or evaluate any of the items.%,4,, t

Once all items are on the'fliP-chart-i-theret-an-be-a- period
of-discussion where each irem.is commented upon. This
period will last no more than 15 minutes

;

Following the impleffientation of theabove steps, each individual
is asked to choose the' two_ itens that.tbey feel are the most
essential indicators of the qualitybf care. Ask "Which two items
if missina from the chart would( e^Vou feel most anxious about the
Auality of care?

3. uctor explains that riteria must now be clarified.

,

Technique

a. Tnatruccor writes on flip chart guidel nes to follow:
7

1) Each criterio should be a coap thou=ht ather than a
phrase - e.g,) tead of 'Chest X-ray , du you mean "Chest
X-ray ordered", " 'hest X-ray done", "Chest X-ray negative." , t

1

2)- 'Each criterion -uld be understandable Whether or not it is
written in ical terminology

3) erion should Isclude:

the _ftequenty ot an ac_tivity e.g., "temperature rec._ dea

every 4 hours."

h) the time limit: for an acSiyity to occur - e.g.) "chest
X-ray taken within 24 hts, ofQadmission"

r:,
40,0'
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ern.

the ec1usions .o ions of the. criterion e.g.,
all suspected M.I.'s admitted to thd'E.R. should be
on a monitor within 30 minutes except those w o requi0
defribillation in the E. R. b

4) Is each crite ion: Relevant to' he quality of
Understandab e
Measureable
-Behavioral
Achievable

care

xIt is good to elicit 1-1e participatiort,of the medical cords.
peron at this point. Try to get her. to ask the questions for
which she requires ans ers in order to get the data from the
chart.

ProCedure: ec

..Instrucor defineS
includ ng:

xpected-leVe rice". for the

threshold
a jr act

the poi
of care

'Instrpc
, inclUding:

ctinn" (not.just a reviv,of charts
requiring'uat of resoukces)

at which ypu would'becomeollxibus about the q_a

ns why the expecte _evel of pe

a.-to:have some objective way of determining when àction.to
imprOve patient care must be taken. Later, the actual level
of'Terformance will be compared with the expected level of

-,performance to dete -ine whereproblem areas might exist.

ensure that all whose performance'will be apdited know to:
extent the criteria will.be applied.

indicate the wor Jr of theitriterion.

to coinit the group to look at the criterion if. .e actual
level of performance is lower thin the expected l&vel of
performance.

e. to set up a dissonance if :-d" occurs in:order tc lead to change.

Instructor asks gr _p to establish an expected level of per
mance for each criterion.



EXP-CTED PERE RMANOE LEVELS

One of the m9st practical and effecOve features of ,he CMAICHA Educ tiopal
Patient Care Audit system is the use of an Expdbted Performance Level associated
with each criterion. Wheie some of the alternative meehods of audit advocate that
all criteria shoind be-"100%" and all possible exceptions lisCed (a formidable
task),:we encourage hospital audit, committees to draft realistic, attainable IeV Jai
ancl'rhu6-Atart at-,the point where Other methods arrive; after Painstakingly listing
all the possibleAor unusuaa. exceptio-ns -Not only does this save a Oeat deal
-f.time, and siMplify the audit systemto.the point where it-can become practiCall
and useful, it also has the advantage-of:providing a focus for change - the expe
performance level is a threshold for action.

What does it mean, when an audit committee _ c

of, say .75% for a criterien that "All patien.S-
corded on the chart 4.standing BP"?

mmends an expected pored
over 40-years-Of'age wil

does not mean that care can be assumed to be p.erfect nor even. that t is
. -

satisfactory, if that expected level is met.or exceed d4 'ConverselY, it does_n6t,
ean that care is unsatisfactory or poor if it is not met. It also does nOtAllean

thut the audit committee sHould look:at all the charts where the criterioif is not
...A-

met.

What ic does mean is that i
standing BP recorded, and i
then.the medical staff is
75% of the

COMM

er than .75% o patients
criterion has been rat

ed.to do something
next -(comparable) group of patients.wiil, v,

(dome and recorded) on a re-audit.
t-

roup have_
by the medical

d ensure-that at
-

standing Bleodj

It is apparent that the emphasis and effef this rd-lookin and
goal-oriented. The ihtent-is simply t,$,-/oimprove the quaaty of,care.. If the intent
were to look back to try to-fix blaebr conduct a."pps .mottem" then perhaps it
would be necessary to-assign a 1!.-A0' level to each -criterion Ad list all ep

,
ns. But if the intent'is ..tqf imptove care from now on, it is Only necessary to

set an attainable level ofrformarice. with coriensiis nd the,chmmitmenC,of,all
conce,rned, ..scertain wFeher it is beihg met and if not,, take the'.,necessary stelis

to see that it will he m'ef,

Th epocted level,can be r,
many but not all*) criter
expected perforplance level is
effective action, we 4mphasiz0

* For example, appendec my

"hot" vs 201 ".cold".

l'on snhs'equent xe-audi
,uld be'100%, but in ordei-
ideed a signal fiir positive
that i t should be

The,eventuai
erisure that

affirmative
andzAttainahl

level oeria fo'r lab usn ily include a
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The leVe, should, be sug ed (draXted) by the -audit commit immediately after
the crit BOth criteria and associated expected jevels of performance should
be ratyied '(one by.one), by all members .of the hospital staff who are affected,

whose patients'wfil be included in the audit, And who do or order any of the:
procedgres or actions- Which are the subject of a-criterion or criteria. Only when
all of the_criteria an&expected performance levels have been unanimously approved
(after modifications and refinements duly votetlupon)7do they become criteria, and-
then commitment is welded to the criteria and to the expected performance levels.
Such,commitment -is almest ,certairoly lacking in those,methods of audit which eequi e

..1°0% fer everything, and.where e'r'ia Are developed and presented as a ."lait
accompil" to the hospital staff (or her presented at all!).

FinallYi ihe setting of eqected performance levels
criteria. .1,"or'example a-triterion which really sho
performance is probably something that should be in
therefore should not be utd as,;'4 criterion at-:all)

,

level denotes that a critrdn nay not-be yery-impo
fort to the-audit omMttte that someehing:does not
half he.:.time..

It h,sbeen. sugiest
only as'. thresholds for ac
committee.sets.a level 'of 7

that actiOn be taken if 7 '

the inference is that the comm
-dare as indicated by the'criteri-
that the charts Will-reflOt,
not be set at 75% but poSs.ibly a
that the criterion shArNs
RegardlesS of whether thJS
performance-As, oneof'the me

helps in the definition of
ld be associated with 1007 .
luded in standing orders (and
while a.50% expedted perfOrmance
tant.,.if it causes-ho-discom7
hapPen (or get on' the-chart)

.41,v frthanc1evels -hould be regardedin
aistyAs "levalS:o comfort,6I e atitt" -f th '" d''--

,

a particular-nriterien, in addU444,7to recomMend-
' 4' i i.' :. - ,

the.dhatts-do not contain that-partiCAlar datum,

ecJaoutd-ibk,"comforttible- about the qualily.of
, ,-.
that level, and is "eobfortably" confident-
suggestion then, is that that leve1.144ad

80'4 dr 85% as the levelof discoMfOrtto ee0:11-6
bye patmlete.r. it IS-designed to measure,-

. .,,._

sug estion. is fdiloycd,'.the eXpeeted level bf .

-)fUl Peatures of EducatienalTatient Cae6 Audit



Department

Topic of Au

Paramete

rvic

-

PATIENT CARE AUDIT:.

CRITERIA

Pitient 'Popula

B - 14



.The educational-patient care,audit proc
words:. "Criteria with ComMitMehi. is t

commitment is welded to the criteria. No mat
no matter hdw- 'cogent and sophisticated the cr
littlefieaning until the criteria (and associ

been neatly chardcter zed i9 three
fatification stake that ,the

r how sharR anct clear the objective, '
teria, na audit is an excercise with
ted "expected'perforAance feve1.4")

are ratified bY those who must he concerned. Mpny audit,progi-ams'.haVe floundered
on thia rock. Often the means used hy an audit: committeet6,avoid ratification,

st important areas of,involveMent and
vate a hospital.staff tor,initiate

ritails change./

while subtle and ingenious, fail in
pamicipation, the only means we knoW tb.
and carry but-a systematieprogram wh

The typical ratification sesSion w141 nclude the itidividUals whoee actions
make up the totality of patient care with respect to the topic being audited.:
Prior to the session all should be notified that.the topic will be under discus-
sion' and asked to be prepared to distuss !!what should be happening, in this_
hospital" with regard to the topie. The sess-lorf:,may-be'dOetied by:the 'chief of
staff, whd intreduces the audit committee ehairMan and specifies the ground-rules
for the session. Usnally the Audit comm*tlee;chlirmad,,wilA be' permitted to present

' the topic and objectivenf the audit% an'd displaythe.draftTeriteria, each with an-
associated "expected performance level",''preferably'withoutdiscussion
He may explain some ofEhe logic employed:by the audit comtittee inlimiting the

'topic., but if he.is wise; he will a4 eXplain each individne criterien or perfor7
mance level until questioned: A qecond Presentation, with;discussion, should then.
:take place,.and each member of the hospital staff,-whp is to use the criteria,
.then has the oRportunity to acoept, reject, modify4:sed back-to comieitee or sugges_
additional or substitute eriteria, expected performance levels or objectives -for
the audit.

The outcomes of the riitification session, provided

.ably cooperative spirit and provided there is an h
include the achievement of consensus. It mpy
'has attempted it, but frequently a department
expected performance levels which they are able to approve unanimously. As'a "rule'
of thumb" the criteria shduld notMp intact When ratified. If they are exactly
as framed by the audit comMittee or if ratification is accomRlished too easily, this
max be an indication that the criteria are too low, or that they are not being '

"adopted" by the staff. The ratification Session should be characterized by dis-
cussion, giVe2and7take3-even "hoTsetradirtg." The audit cOmmittee should be prOpared
Co drop a crite0on or two, modily others, change exRected performance Jevels,:
taatever is.neeled to achieve consensus. In some itytances unaniMity may pot bP
possible, but Provided that indiViduals'or "minority opinions" are logical and
reasoned, the discus-sion_will be mutually respectful' and-will tend toward consensu
Above all, it.will be an educational experience for allyho participate, and it will
result in attention drama to crfteria which the audit cOmmittee'suggesTs. even when
these are not-ratified.

0

it carried out in a eason-,
nest comItmert to try, will
dif icult to-believe/before-One:
wi hammernut criteria and



In a practical way, many hospitals are nnw including nursing staff, re
personnel', pharmacists and other health-Professionalslin audircomm
ratification sessions' where non-medicafrCtiteria are included in.patien.C:

Audit. Generally there is very little 'riot< that a non-physician will intr
opinions'on strietly-Odical mattexs,_and often a non-physician can provide ,

.valuaby apsistance in the.development of the audit, where the.,ddiies and,

expertise of a pon-physician are oftn critical fat-tOrs in patient c'are, This

a 11 the more:appropriate- wherrone'r0flects fhat this atie 't care atiL

medical" andit, ,nor justithart reviev .

hospital Staffl3ecomes convinced that the intent and design of,
is not punitive, that it is concerned simply with documenting the r-

ving quality of patient:car9, and that if is educational and fun, t1ic ,popu-

ty of our,ratificationsOssions wiAlsbe en mous.

B le



UNITED HOSPITALS INC.

-MILLE4 DIVISION

PSYCHIATRIC OCCUPATIONAL THERAPY

Explanation of Documentation Review

At United HspitakJnc.St. Paul, Mn., the Problem-Oriented Medical Record (PO
is utilized. Eacl discipline charts on common Patient Care Progress Notes using the. -S.O.A.P. format. In addition, each discipline may also use some type of flow sheet
to record daily treatments in a check list fashion. In psychiatric occupational
therapy a_flow sheet is used for each patient. (See attached.) In addition, each
therapist charts weekly (S.0 .A.P.) on all her patients, or oftener as riecessarY.
Every other, month, one staff member reviews the documentation of all other staff,
and this jebb.is rotated to 8P4I staff. The charts of twa patients per therapist are drawnat random for review. To make the review as simple as possible all questions wereset up for yes.or no.--answers, with the preferred answer being in all cases. A ratingis based on t e percentage of yes answers to the tato[ number of questions answered.After a trial basis, it was decided that the minimal acceptable rating for a' therapist
was 7D% y_Fian Documentation Review.

lilo Fike, k}lk
Difector

cc upat iona I Thci opy

ti - 17



UNITED HOSPITALS
DIVISION

PSYCHIATRIC OCCUPATIONAL THERAPY

DOCUKENTATION REVIEW

General

l. Was the patient seen within 24 hours of referxai? (or , if :referred on the

week-end).

2. Was Treatment Plan on PlowSheet_ uithin 48 hours of xeferrA1T44 ...,- 4 ,

.:.. '_'' ',..; ,, -0-/

Yos No 1i.i. , ;,,,,I, ..: ,;, r,,,,,,,.

_
,i_: ..A..'1',,,, ,-,.

..

., _.--'f,--:-

J. as Initial note written on the chart within 72- hour* of refrt#1,11 6,,,- '

les No
,-.40,, .

,, k
_ , ,'-'-.,, q

4. Axe the progress n es (SX.A.P.) written within 10 dayS,:ot...TeVioUp.notel.",
- ., .., -.

,., .

..,. t

No

Comments:

Proki,ms:

D0-2:- the

Chdr-F-

tr n4A,1,1. L. A

Loi ani

Nes No

LI 1 .-:_ on Medtcdt

h,, -10,1,.1,1 Otely

tv,

:r 1.,106Lkn 104c t.H.111, I 1 k_ k=,1 .1 .1 L

15t ,nd flow sht-ct

I p r,rel=i,,, note, In !.0 Ot 0 hp Ti C rest ,of e

ComMents:



Sub ectiVe:

1. Are all statements under (S) :plated to verbal material by the patient?

Yes__ No
o

2. 'Does the material relate to patient's probJems, his wo-k in 0.T., or himself?

Ye s

Comments:

Ob ect lye LW):

No
. p

1. Are all statvmentF. undor (0) .fut. rere, tactual ohelvdt_ion ot therapist?
(No appraisal or subjective moirial allowed.)

4

Yeti

Is there m.ALLtidl 1,1u .q.; pattellr':-3;

a, ) d ppco

b. .11=1_ / ge mon t :

7.1,1 11,

)

I ti ..vo?

YeS

-No

No_ N.A.

,o.)()_k ))41 Lch, tou,r 1_0 I, .0,A bL-it'ivo

Apprj11Xmr-li 03.

I I (L.- t-mcip I. '1 k ) k ..I )t, ) hi) / :

B I



-es macocial summarize pat ient needs or problems?

Yes Mo

3. Does [tater al con tain assessment D t OA T A treatment, interaction or plan?

. Comment

=

Yes

-

On the Flow-Sheet, is there' an. nr each L ated Problem?r--
."Yu No

Does the Plan ,(irrespond co AoaJe checked bv-d9ctor on )the referral?

In the progress not C,

Yes No

doq,s 1)rt:, Plan -t:a) recate-

Yes

Does the plan ref lb ct current 0.T. theory and- ?rac tine?

Yes No
_

D0os the Plan wi Icyl yper/tic propo,sed Intervention? (.-
pt odua L'a a 10Y4 ed , Muo t he progoms of ACtiOu .

by_..-as O. ri 1., A t , 4 I, wtiA op r .

UoMmeLif

A

N. N A

h.y)a lary ok

ie rrky. t u,, (ion ,,d? )1i)_.). )- )

Yes w.

8 20



2. Is correct medical and pro
_ onal terminology used ? (List errors)

Yes No

3. Ls note legible, easy to read?

Yes No

4. In the chart, has each note been designated as "O.T. Note" in some way?

Ye:s No

13
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UNITED HOSPITALS, INC,
MILLER DIVISION

PSYCHIATRIC OCCUPATIONAL 1HERAPY

x lanotion ot P tient (me Review

In addition to a review of documentation, the psychiatric occupational
therapy staff also reviews the care of their patients in a more direct manner.
At the time of documentation review, the Rglign_tcargis_vielv form is handed
out to two patients of each therapist, and the instructions are followed.
Again, a percentage of preferred answers to the total number of answered
questions is used as a rating, and 70% is considered the minimal acceptable
rating. All peer reviews are then reviewed by the director of occupational
therapy and are used at the time of performance eva luation.



United Hospitals, Inc.
Miller Division

Psychiatric Occupational Therapy

PATIENT

Instruct ions:

THIS PT. CARE REVIEW SHOULD BE ADMINS ERED TO NONEST PATiENTS ONLY!

2. Questionnaire should be handed to pal=1etit, ith the following words of explanation=

"We are interested in Improving OT. and in making
it as helpful as possible to future patients. It

would help us if you could give us Some in rmation
by filling this out. You don't have to s n your name,
if you don't want to"

3. When patient hands it back, the person doing review should check to make sure
all questions are answered. If any aro blank, the questionnaire should be
handed back to pa lent, with the _wOrds:

"Please. Try to write so ing "

4. It the patient is unahle to fill: out qt- Aohnaire or refuses, another patient
uId then be chosen for valid review.

Scorias)

Se(_ring will ,._onsist ol , pIctek

establishing a total_ or pett_cutage tt ptc ett-d answers.

Ycs dnd cort,e

ur

r.

"Ln telie
help Me not.

rid of

NP;

ku
,ing F.

_ tver bcing so
luarn im'LhIlig I ti de I

tikeiy mind kd I mv olk,hicm

LW_ t-pt
tExamplet0

keep me leis

_cupy
ket_T, me out

"he,uuse I hive t. FL. .

N.

-24

ol uot-p (NP), and



5.

b.

7

,P:

P:

P:

Yes NP:

Yes NP:

Yes NP:

NO

j

S. P: Something that relates or sapports answer 1/4.

9. P: Yes NE': No

10. P: Yes NP: No

11. P: More than three

12. P: Yes NE': No

13. P: Yes NP: No

14. Yes NP: Nu (N.A. It eally 1 hospiLalization.)
0

15. P; Yes NP; No

lb, No preferred answer, but negafive,rpMarks call tor consuitjtion with the
therapisL being reviewed:

t-1

,



United.flospitals, Inc.
Miller Division

Psychiatric Occupational Therapy

Patient Care Revie4 Questionnaire

Do you know the name of you- therapist?

Yes No Name

2. Did :your therapist tell y u when you were sct1ed to be in 1.71:1'

Yes

Did your therapist discuss why yo,u are to attend 0. T.

Yes

What did she s'ay?

Did your therapist ever talk to you about

Yes No

No When? X

ond, for your hospitalization?

0j.d your lherdpist CvC discuss yopr tee liu about
you felt about you,r OTP. activities?

Yen N,

Dtc1 your th rapini evi net 0. oil S yotO,

Yes

It

Ch0

10 Did

y, isel

Yes

Did yur
Art LA?

Yes

(,roup

t",k)

Chet d I

Nt

Eti

2 -0)

wo T

other I L0 , one

43T

mout aol kim I i,,t 6reup 01



13. ' Did your therapist ever

Yes Nc

your progress'in

14. Did your therapist ever dIscuss your p1mns after discharge?

Yes No

Did D.T. help you durLog, your

Yes No

alizat

lo= Du you have any crrun epts aout 0=1 and
your ther'apist? Ayth

isiou you received from
else you would lIke to add?

77



Pat ents Name
Hospital Number
Age -

Unive sity Hospitals of Cleveland
Occu-a,tjonal Therapy Department

.Peer PeNiew Form

Diagnos

Therapist.
Date of Review 4

. PRELIMINARY INFORMATION
(from OT chart - check with Meg Char
A. Diagnosis Stated

R. Reason for Admini?Oon

C. Abutory Status (

D. Pertthent Medi'cal and ,ocial ,

History_
. Precautonar Information (if

applicable

appropriate)

. INITIAL O.T. NOTE T. CHART) S ull
A formal initial note'is written

_prior _to 4th treatment

B. ObJective Findings and,Evaluations
(as appTic6ble)
1. Jolnt ROM
2. Muscle Evalu
3, Sensory_-__

4. S-elf-Care

,...5ensory-Motor.

. Other (please state
SublectiveTIndingS

Sta,tus

-rinotion41 s.tatus
Other PertTnent Data Incl uded

PATILNT 1lLATMbNl PLANNIWI

(0.T.'CHART)
Goals of thorapist are c1eary
,Jetted and approprlate tor this
n_atlerIL
/ . =, .

On=q0l ho treatment r is kept

(hOrtinq notw; r Ci ordlnq per-

tinent intormati( ThservatIons-

and. _ijenerql treatment plan
record of,recommondations and/or

consu1t5 ilven tO other pro-
7nak (NorOnfl, P.T,, otcj

Record
000 solts,(1

( °minim 1

UH 01H
4?7,1

CL OI1I1ILO

veil to

ns dnd,ior

fami ly

0

COMMENTS

r Satisfactory
11 , Unsatisfactory



IA7tii PATIENT PROGRESS DT CHART
1 A.0 Pataent's status-jn 70.1 . is re-

cordedin a formar.progress\note
_every 7 to 10 treatments

B. Patient is re-evaluafed as

aRpropriate
tc. Changes in goal-, treatMent plan-

ning etc: are made acci'ding to
results of above and rE rded

IV. DISCITARGE NOTE (07 CHART OR
MET) CHART)

Formal dlscharge note 1 S

within 1 days of discAorye
cliscontinuation date

B. Included total length of t
ment and inclusive dates

C. Summarized result of treatment

written 1

O.
.

Summary of patient = inal eval-
uation/status at dscharcje is
recorded

E. Re-commendations and/or instruc-
tions are included for home
program, V,!siA nursing home Livk

apprb_priate)
Reason for discontinuat ion r

cluci6d

RECORD RiQUIREMEf4T

Basic Data Sheets/atteridarie r
cordS are tilled out LorretIv
dnd are qp-to-da te

Evaluation forms are filled OU

cin_rrectl/ and dated
P Formai notes are neat. Leg

and rir cvrium Td d ly corr
D. Formal notes are conr 1 rie

C Mb ervdtion chdrting nate', ore
init.iIetI by appr op r 1 dte per

r. ..rormal note are signed hy
spon', I LIN t htz ap

a
iH(i0FD

COMMENTS

COMMEN1S

LoMmt_NTS,

1! I ( t.o-, I ond



Hospitals of Cleveland
Iona] -Therdpy Department:

cupat ona I The

Ubjective:

lent Reoord Standard!;

A. To have a system for objeLtively ev-alLiating:

1. 0.T. personnel performance in invintaini0 patient records..

2. Level of perfOrmance in patient care.

B. To have a standard by whqh 0.T. persomiel can be counseled in

patient related responsibiliti-es.
To have a standard by whi reco(iti and/or discipline can

given to 0.T. personnel

Method:
A. 0.1, 5dpervisor:, will Lomplete- wri tten check of his er ass1gn -

staff 0,1. -charts weekly an tne appropriate form.

B. M. Department Dire(tor will randomly audit all 0.T. charts and

.upervisor's
C. Check-lists:will be kept confidential for each employee and will

be',a pdrt of the 0. 1. personnel file submitted with theiDIA; of

gonth report.
Personnel with ui 5011 toLt or y ratloqs will be subjected to c000.Sel

disOpline for'- rt-Peated ot to-05es

1

oct

at 1
4-

Comp letii on of buic data on &at-
,

chart] nc lip to-,
AJ1 tsic ddtd

ppconr 1 dte So

Hone ch hed

peer cni Id,
ollws 1 dell ne,, titri

peer 1 .f-.'W pri
FD11 W' .tot

Follws
pec.t ('L WI

oiridelinc'stat,A 1

ree,r: rev le7:7w pr cdtirt,
NdtU re o f (

t

rind
IteNS le,j1hIc

On

I oil.
(1,,hdr-Hw r t rt,t1,.,
(c)1(kri'lt r YtI

crlt
ui

t d I I,
A
LI) t. ci I (1 lutr

Add wi Iii an dsinr I

re 1 ,1 ted I torl user ov
#b 1 di 51-2 lu vet I ty

t ii

Unsatis ac Ory Ra_
late

uturriati I lii riuritit
Inappropriate

I ate

Dues not siect pro(

St ated in peed., ,re_viiew

Does no't meet proc6-4oes as

s t.ated in pee4:r,eVieW
Dots not meet prooWures

I stated in Reer_peONI_
Absence of nature

1

Yactivit-
gen(., putent10

(1_,,,k or oLservatioo
(behavior of patierlt C

(not be interpreteq

Stritud Iii sub

Not initial

IvLi terins

iviiiliit I ftetation. Lo idtnt ify-- ounseliny pOnts. IT-

pdgeor extra -Taper. -Use personnel form

( _W n'-,f' I I up us appeopriat

la 3U
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MONTH PERSONNEL
PATIENT JIK :BD EV

2

3

rf-

Occupational Therapy Pa

,

TOTAL "S
TOTAL " "

Markv"S" for satisfactory and 10, for unsa actorY
_BD Basic -Data filled out A.S in "Systems -1-4struut-i-Op&v--

EV Evaluation - mark type (abbrevipte) and mark "5' or
EN Formal.note mark "I" for Initial, "P" for Progre5,

and mark "-S" or "0"
ON Observation note mark "S" for satisfactory or "U" for unsatisfactory

" for Discharge

Use asterisk type symbol to tie the comment tO rating. All unatisfatory ra ings
Jflust bP commented upon. 6atistactory.ratings may be qualified with cdmments.

31



Peer Review Workshop/AOTA
Midyear Meetiqg, Tucson, 1974

,20

15

20

I EVALUATION
Is there evidence that system tic observation was used?
Fkive a ra riate assessinentslpe6n made (OM the ossible three
L, pp , p

,oreas, developmental, behavioral and physical-biological?
c,. Was interview data recorded? Was there evidence of a pre-

/
determined interview format?

d. Was an analysis made of the iesults of ev luatien?
e. Whsi't was theuality of -that Ono ly5is ?

II PATIENT NEEDS
Was there a surnmatm e path nt sset's and liabilities

POTENTIAL ODEL-FOR',CASE EVAL
RECORD AUDIT'.

In,
CoJPATIONAL THERAPY

based On the data?
Were specific needs identified?

III GOALS,OF TREATMENT..
a. Are goals based on tke preceeding data?
b., Are the çuh addressed to specific func
c.. Are the;. ',oth '-,Ort term and -long term?,

,.d. .Are they ic in view of the time/
for ser-,

IV 'TREATMENT PLAN PR6GRAM
a. .Are asurable strategies proposed?
b. Are, they addr ssed priority?, ,

Are they pro tical i view of the available data?.
o th6r ap r appr priate.for the condition/neeOs ide

a. Hay- aecific ou omes been recorded?
b7Are ey quanGfiable? Afe they consistent w h program oals?
c. Ha the trLotment program been altered to meet changing eeds?

Is there evidence of ongoing evaluation?
Have appropriate recommendations been made for onga

sehr nuatioiceor discontin of service'9.. . . ..

Total, Scr



4

:Oak. For-
15900 5ottthCts Ave., Oak F
Crneago (312) 9284200 / pak Fo

Illinois 60452
12). 687-7200

Amer,ican Occupttional Therapy,. A
,6000 Executiut Boulevard

Marylapd 20852

Res Peer R v

The Occupational Therapy' ttaff I:4 Oak For t Hoepita !:114e
recently refined its method of Peer.Review thrbugh.cbart
audit. Although we aFe still in the pilot atadekot, this
program, we felt thatAda.ehould _share what. Oformetioolwe
have wAh you.

Enclosed.you will _ d'one docUment ant d 6Charting
Theee are .the rules und.royul.ationa thae have set
'llown.for:oUr etaff. The aecond 'form is the "Check'5hee.01",
that thesopervirrs uae in evaluating-patienta. ,Thif

rOmtint hatpaFt. of the departmentill chart. We audit
ve patient, for,aeveral reasons.

is thap being-primarily an extended care anil
Int_ are'level facility, eur dischar e rote im

,

ow Compared to an acute facility.

A eoconrounc9.ii that due to Oe-extended length of stayo cliour patients, we-went to,aecertein that they
are gett_ng quality treatment throughout theiFstay.

One of the eroblsme-that we see ourtystem hlving le that it
,does not have the oe04dentiality factbr thit ahould ideally
be a partjaf Peer:Review: However, tht general opinion of
the staff ia.lithat it's extremely helpful to' them and we 'feel
that during ewe three.monthe this program has been in'effect,
we have teen gain° in the quality of care that our department
hap bean giv g

1PItas_ feel fre to rite with any qu Acne or. e. U ggestions'
and we.Will try to keep,you informed of 'pny major changes
thet,we make in our apprOach to- the very important function.
of Peer Rejjow.

A

Melanie T. Ellex on OTR
DirectorEnclosures:
DeVhrtment of Occupational Therapy

Health and Hospitals- Governing Conng-liss of COck County

0.44AfisS1bNERs? Estwin L. Breshaers, jr.F; C ,Irman; Charles A. Davi,. 5cr,try 1r,W. MilesBurns; JOhry B Hadia Ellsworth E. Hastp*r uCk. M.D.: William H. Hollwom E. Duko McNeil;Jbeob Buker, MO. Philip G. Thorrison.M.O. ExocuOve Director: Jelmiss 0. Houghton, M.D.

7



Ford#tHospital'
Porest,'i llinois

Patient's deflar mental record w

tharting

1. Name, age, sex, race, religion.
2. JAddreds mid phone (if Available)

3. Iiiereated familyname, address,
4! ,I;rttient's.birth:date!

5. Marital status
Children -

Education -

8. Work History
-9. Avocational interea
10.,.Source of payment
11. Diagnobip.:

PertinenCmedical ory and condition
PrevioU's hospital*ations pertaining.to
Current'-med_ ations.
InitiaEvatio (see belo'w)

,eckly'Progress Notes
_ce Records
re-evaluation

arge Sumafy.
visor's Audit Record

on adxnicaion.

current disease

cOmPletda forms.

or disability,_-

Initial Evaluation will 1 (To'be placedin par ent's med cal alert
with carbons,in:aepartmedtal chart)

,

Detailek results of'definitive tests
,General 0/ctoriaistatement of pahent's 'condition and ne d
Short-term goals aim of treatmeht and proce ure..

4. Long-tereognals--aim of treatment- and P'ro tire

5. ApproXimate length (DT treatment

6. Highest level at which-the therapi f,believes ptient will be able ta
function.

*Trau.-

Progress notea will inlude: (To be placed in pat en medical chart With

carbon in department chart)

Number of treatment sessions covered bnote,With reason for : agnee,
L'e.,Mr. Jones attended three ofefiVe aChedtiled treatment sessiohs since
11/29/74. His absences were due to c1141,c.vfsits:.
General/ mood,'cooperation, attitud94 cancairation span, complaints
Appearance of part/parts being treated, i.e.,swelling, Atrophy.
Reaction to pain, indicating severity, longevity, location, freqUency,
and precipitating' factors. .

What treatment 'patient has been receiving and how he haa progressed.
Indioate-level.of improvement using standard measurements and terms.
N6te-any,change in triatment goals and/or methods cf accomplishing those,

goals.



-Frequency ancql!,eLLisL..

Oak Forest Hospital
Oak Forest, .Ililnois

Initial evaluatIon will bcwit,tten both in Dertmenta
Chart by third _reatment session or a period,Of not nu e than five

'days ft-pm Initial visit. .

Weekly progress nntes will be charted in-both
.dep4vithent4.1.Chart:

-
A. -ftenabilitapkon I spitar Unit - Patients,who ard not currently .

being treated,by.Occupational-TbeTapy wll 'Ye briefly re-evaldated
and a weekly summary-note written.,

.

Restoratien'GYm-and Ward .HOlts Patient
.ete. will require weekly progress notes
net given.

and Medical

ed c_l chart and patient's

oq temporary hold;'
sta ing why treatmen

At least._once a.month a re--evaluation note must 6e'wrttten. It may be'
-combined with tbe weekly progress note, but will 'elderly state that it is

A re-evaluation.

,

.All points coi/ered udder the initiai evaluation-or last ret.evalua
-are to he re-checked and.the appLopriateAhangemade. Nev'i goals,
ment aims and procedures will be stated

.

superviso will run a weekAy au'dtt
ek Ahy probl'eMs, 611 q51

to the Directbr of Otcupational
aken.

on at leagt two charts per,-tea-
:or recurring Aegligenre wi-la
Therapy and ai5c;ropri!ate, ac



PIST's N

AUDIT
Oak 14es Hosp4al,
Oak Fares

IIEVIkW DATE

PATIEVT's NAME

REFERRAL DATE

TREATMENT INITIATED

INITIAL NOTE (DATE)

WEEKLY N (DATE)

MONTHLY RE-EVAL DATES

OCCUPATIONALTHERAPY_CHART CONTENTSi

PATiENT INFORMATION (1-14)

ItitT

WEEKLY PRO

-pitva.:, ORDER ANTIk.REORDER DATE

ATTENDANCE RECORD

- 4 -

REAl. ITHTN INXIAL NOTE)
4 .

a



-14THODIST.HOSPITAL
Occupational TherApy Departient

MaGison, iAsconsin

To: Arlynn Schenk andJudr Purteil (Coun11on Practice - .0.T.A )
Subject: O.T. Peer Revie4

.Date: April. 4 1974

1. HoWithe programwas initiated:
The concept . and word "peer review has been, talked of by members in the
proteesion, 'seven aa=otter profeasiona'forsome tiMe, hOwever

the A.6.T.A. AnnUal Conference .in,1973.thatIn70yrided:us 'with'the 1.4flpetua tO
pUraUe,a peer reView process, in oUry4ePartment., The seasion on ,"Competehey
Its Threat.and Strength" was extreMO.VhelPful in providing'an'example of ,

an estSbilehed structure which waii-toi4 uáed to iMPleme thepeer'review
process.

2. What sapacts of review are being consider
Like ufiAvertaty mospital AriOrbo, mioion, we too are us ng the

written progree: te Xs the criteria:for peer review. We have found that-..,:
theadvantagee ing thin partfidulii criteria are:',

Written progress note c be evaluated,in a fairly o ective ma
once spedific standard Tórcontent tave beenagreeduon.
There Is a hIgI-i., c relation between written w8rk and therapy per-
formance. There, have beena nUmb&ofstudiew-which:substantiate
this:,conce0,'howevetannot:state AaY'exaq,00ea at ese
my-own experience with,therapists and atienIhcer
'found this to be true. ,..Once t,he therapist_ orStutient
succindtly,vhat her goals.'and-rItionale of'treatMen
-more eabily'4ork taward,achieVingtheM.
Often the primary meann,df communiCation witt:phyai. her:*4-
staff,. is thrOugh.thelAttepte-progresa-notes;

APpropriate that the high:otandarda_.of practice-should be'apparent:'
id the therapist's progress notesersonallyTeel:.also, that
02.1cethe;therapist.or.student can write well, with additional prac-'7.
tice-in speaking,:her abilitylto orally express her:.goals, rationiale
of treatmeni.,.and general knpwledge, tends to improve.

d By establishing' standikAii of content for progress-notes, one is. in
effect, developinvsome,eopsistency,not only in individual th
Oats'. notes,?but alio'in methods of patient treatment..

'Meitod of-review:,
,

Several oessions were spent in-deVeloping Standards for O.T. progress
lotes, and this wan done with total staff participation. Each therapist's

,ideati-were equally weighted,tith.all othc.r staff members', fncluding the
director. Once therstandarda-were established, and all therapists felt-that
they could "liVe with" them, they vere formulated into policy and approved py
administration. Condensed theck-lists for ,evaluating Psychiatric O.T. progrei
notes and physical. aisaWlitied-general:medieine 0.T eas notes:were
,drawri up into forma for .use during tile impthly.p'eer reIev



MonthlI peer rev ew seasione
sent, as opposed to a peer review

-,Wf.,1__ '?;,affiliates). Ariginally,
1.;i

wire to SelecteOr revie4,.howeve
heen,bosst_ble to reiiewone note,of eadh- hi
notewhile other Werapists taie turns :karki,p

,

forms, however all tarapists have input ae to
Conteni is satiefac or unsatinfactofy

, 1

ormm being uced : (see att&hd4 Copies

5. Reactions offrevievers & revievees
All therapists feel that peer re1rie0 is benefic41,in that pOtes are

submittelfon time consistentAly, and the standards provide a good structure
of coitent. The peychiatric 0.T. feelsothat the progress notes are longer
than they,were initially, hovever the contentkis relevant and important.
The, pressure of one's peers is probably much more effective than supervisor,
'presouieto maintain high standards in this area.\

Erica G. Hanson, O.T.R.
Director of Occupational Therapy

,



Fr OCCUpfttlOn&1 Therapy

kETHODIST HO
Madioon, Wis

C Y

dubjec

Effebt

Policy Supersedeo:'

STANDARDS FOR OT PROGAESS NOTES

e Date: 'January 1, 1974

. To be entered in ontdical.chart of all hoop tal patiente (except psychiatric
pat elite) by the end of the second patient treatment. Thie note may be
'handwritten in the,,,medical chart on the "O.T. Progress Note" form with a
cakS011 copy reiained in OT. .(In psychiatry, the 0.T. consultation statement
and initial evaluation ire combined.)

II. To include:

A. Date referral received and tr ment initiated.
B. Correct'referring physician in medical chart
C. Diagnosis or'reaeon for hoepital adminaion (see'medical chart).
D. Patient's age and !ex.
E. ,Reaeon for referral (in the general spitl only).
F.. Length and frequenCy of treatment.
G. General OT goals vith the, patient.
H. A final statement to the.effect tha
,e'findinge and subsequent notes will'f

n addition, all CO apwhenever p opr
_

fr

iirlude !

Patient's initial attitude -bward
General functional'Or'behavibrial

,

ultation etateme

To be written.
treatment. 0445.

To be written on ch nev outpatient after 2 visits.

'To for

General Median d,Surgery and Physical Disabilities
)

...k:Aa.appropniate,.



ActIvities of Daily Living ( status

a. Sitting balance,
b. Degree of independence in dressing
t. Significant information regarding

when he leaves the hoapital, etc.
Homemaking orLvork status,=and/or histo

Emotional status:
a. General attitude
b. Attitude toward OT motivation, 000jation, etc.
c. Significant aapects qf family.. and sotial hietorY.

eeding, hyg
ectations

5. Activities toed in treatment
6. Spedifie current OT goals

7. Projected-OT goals - aa appropr
8. Precautions as approPriate
9. Estimated length of treatment t m

for infatient5 as °appropriate.

le for their use.

ychiatrit Unit P ents

all outpa ents an

1. All intormatlozi necessary to include on OT coniultation

-ments for'general hOnpItaiL patient (see page 1).

w= al.statua.
3. Social interittions with team and therapist.
4...lielevant findings or behaviors connected with the

-production of the-initial*tollage.
5. Specific behavforial assessment (i.e. -attitude, affect,

reality grielation, hypo-- or Ilyper-aAivity., movation,
interest, der, ndence, asse tiveness,' aggraaivenesscooper
Self image).
Current emotional status.

7. Communication'and socialization
-8. Intellectual or cognitive level.

9. Respopae to OT tasks and program.-
10. Response to therapist; staff, and'peers,
11. Previous home and woric situation and.respon

12. Intereat/spare time activities.

13. Asseasment of work behav:lor - skill
14. Self care status or abilities - if'appropriate.

Precautions- - suicidal observation, elopement, pertinent
Medidation -ide effects, appropriate use of dangerous toe

or equipmen
16 Patient's gc.,

17 . Eatimated len eatment time for all ou patien



Interim Preigreae Notes).

Inpatient notes axe to 13,e typed and entered in the patie ta medical CharteverY seven calehdar days folio*. ng initial eval ion'o ent. Outpatientnotes- for patients 'attending daily SessioRks ould'b entered every sev;calendar days, for patients attending 3-4 daYS:,a week every .14 ,Feld 1-2 days a week a minimum.of every twenty-One calendar daYdg.

C.

E.

F.

G.

interim progress notes shGu1d

:)iange in patient prOgram.
Changes in OT goals or program.
Heim, equipment, evaluativectools and treatment thniqun used.Frequency and length of treatment and chetnges in-length or frequencY
of treatment sessions.

'f

toward taaka,
Periodic statements,about patient attitude and behavior
therapy, therapiit, others.
Periddic Statements regarding patient's current eMational and
funetional status.
Changes in APL statum --if appropriate iee initial
Psych only:- Patient's appro ph. -d/or responie to
oriented activities ass vi4 to individuSl OT projec

III. Brief handwritt 1,C).tes may,be
'between weekly interim notes=to dcfc
,need to be brought to the docto '

isimilar notation should then be ma

Finalumm

Tabe writ
;

n On:any. patient tliueo

4rAten.on any patient seen

elude:

red'in the- Med1661.40eet!at
ent, sudden-0)04gs or .problems Vh c;
and Staff'S immediate.aft'ention. A.
on.the patient's OT Kardex'card.

ued fr
3 (4'itto

am or by OT.-

darks in OT.

A. Total,length of triktiO nt ith sh6Aer term patientsthe lengthtreatment time-:nhbuld appear in the last patient nofg L
B. -Summarized result of treatment (camparlian of pre and Post free nt)C. ._,-Reasons for discontinUation,

,,,

Recommendations for all functional patients and otherqas apprap
Iv If patient remains

vritten hate in'
lan periods
mi ca1 chart.

Sub tted by

2-3 days afte4- lifismnary baa been cmpleted,,a br_ef h d-OT tile documenbijag"sUbsequent,.treatMent
time Is adequate.

of,disgherge_delay, notes iSbUld continue.to be entered in'

- 4 H

Appra d:

-WI Ia.

Adrairr

OUNSON, JR. !



METHODIST HOSPITAL
Madiee-K, F eConsin

0,T, PEER REVIEW:OF PROGRESS NOTF PSYCHIATRY

neat ii factory

eaaon

. 0.T. Consultation ent

snd Evalua ion

Date referral received an4 treatmen
ated a er 5 trcOmen

t..41

.
Correct referrin(pbyicia.

id frenuenc-

sl(4'.1Castunkeation and gocialization

Intellectual pr cognitive Aeve

ir havio 1,aasessment
tu4e, affect, .reality:

orientat on, interestdeeinatnce

Current emotionar statna.



reason
_ _

P. Intere-WCT spare

Relevant finding5
. behavtor conn cted

.vith the production of the Initial
eollage; '

Meese of work behav.

Itertm P gress Notee
4,14

ere4 ev ry seven ea
tnpatient,isJ

B. Changes in patient progran.

D. Mejlia, equipment ev _u
and treatment technL guess

Freqdincy and-length o
any ehangee in..treatme

Changes in emotional
.

Tatien_ approach an o r !.eflofl5e,.

tp vse)cly groUp oriented activities
ep vell-en to individual OT

.1,11. Final Summa

A. Dieconti ued,or Aiseharg
(after 3 art'more weeks in

T----1717-4faal length of treatment



s fnctory, ,

rearldn



O.T. PEEY! R,

a-

mmom if HOSPITAL
Medjkon, Wisconsin

EW oF PROGRESSNOPE S m PHYSICAL DIS G8WERA KEDICIRE

Therspia

,phte

t. ,Nmme

. limber

4

Uniatinfeicory,
to remon

O.T. Comenitstian Statement

Date referral received md treatrent
Jflitiated (within 2 days')

B. Correct referring phy

C. Diagnosis or rean toi Otip

De Pstlem

E. Reanom for referra

F. Length and FreqUenoy

fleX.

of treatment.

C. General G.T. go1n for patient

IT. Initial Evaluation

A. -Date enteredr-Sir-9 treatment days-Y.

B. Physical status-as appropri te, grOsb
sensory, ROM, muacle tt ,dynaincnieter,
endurance ,, etc. ---/'

C. ADL - as appropriate, aitting balande,
level of independence (current and'
expectel).

-Hamena0mA, vocational'otatua_as
appropriate.

Emotional etntue eneral attitude,
motivation In O.T., oignif!cant oocial
otory,

4



Activities used and rationale,

G. 0.T. goals - current and-prolec A
A

'(as a)ropriate)

cautions (an'appropriatel.

E timated length of treatment
5 tisee for all outpatiente ana

inpatients, an apropriatc.
...

. Interim Progrems Notes

Entered every 7.days (for
inpatients)

B. Changee in goaln

Satter- Unea actorY.

C. thnge s in frequency or longti7
sessions.

93: Changes in emotional
functional otatua.

TV. Final Summary

_
A. Discontinued, or discharged

(after 3 or more weeks of 0.T.)

B. Atal,g0mgth of treatment.

C. Summarized results of treatment

D. Ressono,for dincontinuation

for functionnl
6atiebto, lind,others,-ns
appropriate.

a

F. Discharge destination

J



0

REVIEW:

PQ1

Pr cehure:'

METHODIST HOSFIIAL
Madison, onsin

POLICY
Fi O.T. 6

Policy 5uperndes

$Mbject: PEER REVIEW
Eftective Date: March 19111

'The O department staff will regvlarly participate in'a
peerreylew of departmental Patient'progress notes.

To ineure full documentatiOn of or services as Outlined'
OT progreoe note standards and tO enclourage the highest
level of goal oriented patient treatment possible.

Beginning February 1, 1974 a-monthly random select
two discharged patients per therapist or affiliating student
from the previous month will be lade for the purposes of
pter,review. All notes for elle} patient selected will then
-be reviewed by the entire staff and affiliating students -
according to. the progress note :tandards criteria., Votes
will be judged either satiofm, ory or unsatisfactory for
each of the criteria. 'Unsatisfactory decisions should be
accompanied by the Pensions/for that decision.. Any
therapist or student.whe d.oee not satisfactorily Meet all
criteria will then be ex,ected to improve/her notes prior
to the next months peer, iev sesaion.

Submit d by:

Erica, faxnon

Direater, Occupational
Theravy

WILLum E. JOHNSOM, JR.
Administrator



American Occupational Thor
PER Division
6000 Execiative Blvd.
Rockville; Md. 20852

As:Joct ati on

4-Fe r ary 75

Inclosed are oopes of the standands and g-uidelines for'peer -review at
Waiter Reed Armw Med:teal Canter. The standards apply only to the OT

clinical record and nutlines the inb,rrnation -that should be documented
in the records. We ..are i.rt the process of developing standqrds for the
gluality of in.formation reflected in the records and the care provided to
the Patient. We Use the occupational beria3rior Crate of reference, for QT'
tmatment and the problem oriented approach to pranning and reporting
treatment programs.

El additional information is needed p'lease con a

,ELOISEB STRAND'
OSC Box 596
Walter Reed billy djcal Center
.Washingtan, D. C. 20012

Department of the Army
Occupational Therapy Section

'Physical Medicine Service
Walter Reed Army Medical Center
Washington, DC 20012



STANDARDS FOR PEER REVIEW
OCCUPATIONAL THERAPY 5EdTION

Initial As soisment wiLL include:
ArL.Client ID Data

B..MOdical Data

C. Data
1. Educatioligl ba kgrOund

2.'Vocational History 'and Work Plans

3. Leisure Activities and Play Skills

4. Future Goalh

Functional Self-Care

E. Attitude Taward Illness, 1Iospitaiizatlon,
Rehabilitatl.on, Discharge.

F. Family Data

So e Ing/Observation Dat_

.B5' -NO çoAEwIrs

II. Treatment Program Reports
A. Problem List

B. ahort/Long Teiu Goals

C. Pragram Methods

D. Estimated Length T Servicec

E. Response -Co Initial Consul_
5 working days,.

F. Re lts and Reris ons
Notes in OT chart, once per week

2. Progress notes, ward chart,
or as appropriate.

G. DiScontin4ation and Discharge Siimmary -

Completed within twL working days

ial Contact -

a nonth

_ _

Walter Reed -dical Center
Occupational Thergy Qlinic
January 197L

B - 49

Therapist,

Patient

{4Chairpersons-Ini Aals



Peer --Lcmiew CoFruld.

GUIDELINgS

Each cl-mics records .wifi be rovievccl onbe each month, with two recordS

'per therapist reviewed each month.

Committee will keeep a conlidnuous rOcord,'by name o therapist and ptient

-of all records reviewed and deficient records founA (if any)..

Report.of findsings will be given to therapists concerned.

All deficient recordS will be resubmitted at the next committee meeting.

(EVen if patient has been discharged)

Therapists who have three fleficiont charts (inoluding.repetitions) ip a

raw ill be contacted by the committee member from-that clinic to point=

out probleM areas.

Therapists who have five deficient charts will have their supervisor advLed

of same

7. Review committee will also pull tyo discharged records each time to review

the-complete record; to include discharge summary.

Themember who i, on the conmmittee for the thilod month will be Commi ee

'Chairpersqp adn rdsponsible for all committee.functions.

ROTATING,SoHEDULE

Term Eads

CPT __nnott

CPT Livi gs

Ms Hiranaka

Date

t5 January

15 Febru

15 March

Bnker' 15 Apr-1

SSG ndrse 5 May

LTC Stranq 15 Jdne

Altermates
177777,71.11

- 2. Spil Dddnick

Walter Reed Arn Medical Gen

Occupati,onal Therapy Sectioh
VanuTry 1975'

Term Begins

MAJ Baker

SSG Nurse

LTC kt.rand

SSG Tortorete

1LT Sir

Sp4 Harvey



PEER REVIEc4.

Objective

DIVISION OF OCCUPATIONAL THERAPY
DEPARTMENT OF PHYSICAL MEDICINE AND RERABILITATION

UNIVERSITY HOSPITAL, ANN ARBOR, MICHIGAN

A peer review committee will be established to review writteq ntes in order to
assess-the.effectiveness of Q.T. services, to.assist the professlor development,of
staff, and to improve the quality of patient care and written work.

1'. Peer Review Committee
-The peer review committee will consist of a chairman and 4 con ,ee methhers.
The chairman will be elec ed by the Staff (OTR,OTA) and w serve niore
than one term.

-The committee will consist of one supervising therapist, two siafF and one
4 I.assistant. The committee will be randomly drawn from a list people in the .

three-job classifications. No committee member will Serve more than one term.
-A limited number of observers may request to sit in on reviews.

11. Term,of Reviewers and -Chairman-
A new peer review. Committee will be chOsen every 6 months.
4revious chairman will attend the first meeting Of incoming committee members

.

to answer questions and give the group directions.

ill. Procedures

--The peer review committee will meet 12 times per year on a mon hly basi
-.-The names of the registered therapists will be placed An'alpha etical order
and divided in half to form tvo groups. These tWo groups of 64meS will be
alternated each month to insure the opportunity for each registered therapist-
to have 6 discharged,patient occupational therapy records reviewed per year.
Section of the 0.1; :records to be reviewed will be on a random basis. :;(See.
chairman's responsibilities for -method.)

'-It'will be each registered therapist' responsibility to insure that the notes
Of the students and assistants whom she supervises are in accord,. with the

, policies and procedures of the Occupational Therapy Departmnt.

1V. Chairman's Responsibilities
Chairman will submit to the secretary the list of therap.ists to be reviewed
4 days prior to the review meeting. Accompanied with this ist will bela
random number after'each name; for example, Doe #4. For each therap;istiwho is
to be reviewed, the secretary will use the random,number to pick the coires-'
ponding number on the theTapist's list of patients who were d-ischarged the
prior month.

Chairman will also request that the secretarycall the medical records d
pull the O.T. files of the rdndomly selected patients.,

-Chairman will lead the review meetihg. Chairman will'appo nt a coinruitte
member to record reviews and to submit.to the Chief orthe Occupational Therapy
Department a report of who was present at the reviewmieeting and pow ma y re-
ports were reviewed and which therapists' reports.
Upon completion of the peer review meeting the dairman will request th.t
the completed peer review forrvbe initialed by all, reviewers and be ph 0-
copied by the secretary. "The chairman will give the original copy of he
peer review form to the therapists reviewed and place the copy in the eer
review statistical notebook.

Chairman will insure that medicai, records.and 0.T. files are returned their
appropriate place.

11 72
B-51
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DIVISION OF OCCUPATIONAL THERAPY'
DEPARTMENT OF PHYSICAL MEDICINE'AND HEUABILITAFTO

UNIVERSITY.MSPITAL,:\ANN ARBOR, MICHIGAN

STANDARDS

1. Refe

a.

b.

C.

d.

Repo

d.

e.

Wri
Foil

a.

b.

C.

d.

4. Disc

b.

C.

ci.

e.

- TV- _TIST'S NAME__

DATE

PATIENT'S NANM

- REGISTRATION NUMBER

knyLEM.Car rUn lit-vi- 1-11VOU
*

:rals:
.

received from a physician (special

I.21.1.11,Ea4921D-Its excludO)

SAT FACTORY

-,..

UNSATISFACTORY
MUST

COMMENTS':

INCLUDE

,. . .

-

answered -within 48 hours or sla

a -we d i- 72 hou-- or _iliates ' __
_ _

init .s n_ view was performed and
recorded within 4°8 hours for staff
or _72 hours for '1.1ates

_

'ts:

submitted 7 Calendar days after initial
evaluation and every-7 dayS following:,
unleA_pl.ent tcseas!ly disconiinued

----------11-'0rarg----1-----irldicateddl±-
included equipment', evaluation tools
treatment t chni ues used
intluded frequepey_and length 96 treL men
included statements about patient's

,
attitude

i

.en.Work Indicated One or More of the
'wing:

interaction with-famijy_
home isi a made

nteraction th cemmunity_ :.

Interact _ h other staff ---,
follow u lc:intact

,.

written hoe -__,D,La
no ther e-tact

arge or continuat Repo :

. ,
.

sub_ tted 7 calendar days af er date
Of discharge or disconEinuation from
py:(22sAri

included total%le_- b of treatmen
summarized result of reatMent-2,

ccomparisen ofs pre and_post treatment)
reasons,for d_isc_ inuation

recommendations-

B-52
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The followin

urn.,

SELECTED REFERENCES ON PEER REVIEW,

aides can be fouDd in the Americar2_,J2

"A Mc.,.aymeitt Tool: The Depdrtmenral Audit", No, 6:299, 1972.

Carr, S.: 'er Revie " Val. 25 (No. 1)43.16, 1971.

Cromwell, Florence, "Pr;fessional Self-EvaluaHOn Tool", Vol. 27 (No 5), SA, 197

Hamrneke, "A Method of Quality Control in Occup tional Therapy", Vol. 28
(No,. 3), p, t54, 1974.

Landers, Maxine S.: "An Experien ith Peer Review arid Record Revie April
1975.

Lewis, C. E. "The Ouandry of
(No. 2), 5a 1973.

ality: 1ncompetence Among the Excellen ", Vol._ 27,

Potts, Louise R.:, "The Prablem-Oriented Record", No. 6:388 1972.

- 1
The Tollowing articles can be found in other-journals:

"American Coifege of Surgeons Staten-lent on Pe r Review" ulletin of the American,
_:).11sgs_r2f.l.i.:2:919r., Vol. 57, No. 4, p. 13, April 1972,

Gold, Harold, et al: "Peer Revie - A Working Experiment" Nursing Ou 1
p.1635, October 1973.

Payton, 0. D al: "Quality of Patient Care and a Peer Review System: A
Model"; Ph ic 1 Ther Vol. 15, No. 3, pp. 296-299f March 1971.

Peterson, P. 'reaching Peer fievie Journal of the American Medical Association,
Vol. 224, No. 6, PR. 884-885, May_ 7, 1973.



Selected References on Peer Review

Other publications include:

American Hospital 'Association : Qijalit Assurat c Pro ram Thr Medical Cdre in

tJapjlal, 1973. This document comes ouf of the AHAseffort improve quality

'of care review in hospitals so that PSRO requirdrents (when clarified) will be

met. In the Foreword, the editdrs state that tlyeli book is compatible with the
1971 accreditation standards of the Joint Commission on Accreditation of

. -

Hospitals. Medical audit and utilization review are thoroughly explained cis

part of the step-by-step process to ossurance of qual Hy of medical care/

(Available from the American Hospital Association, 840 North Lake/Store Drive;
Chicago, IL 60611, publication No. 2650, (" $12.00.)

Betts, H. B. , Hamilton, B. B. and Olson, D. A.: "Standards, Peer Review and
Quality Control -,What?", -Physical Therapy Directors Conference, Proceedin_a,
of a Serninar, November 12, 1973. (Available from Rehabilitation Institute of
Chicago, 345 East Superior Street, Chicago, Illinois. 60611(a) $3.25.)

Brook, R. H. Qualit of Care Assessment: A Com.arison of Five Methods of Peer
Review, July 1973. DHEW Publication No; HRA-74-3100. Free. Brook shows
how different methods of peer review produce clffering assessments of quality of
care and discusses the problems ef relating peer review to outcoMe criteria.
Contains an extensive bibliography and thorough description of the literature.
Many of Dondbedian's (a respected contributor in this field) works are listed in
Brook's' references. A summary of Lrook's study has beerippublished under the
title, "Quality of Care Asessmont; Choosing a Method of Peer Review," New
England Journal of Medicine, June 21, 1973. (Available from the Office of
Scienti fic 4Technicol Information, Parklawn Building, Room 15-75,
5600 Fishers Lane, Rockville, Ma yland 2052.)

Decker, B. and Bonner, P.: Criterici inTeer Fevi,, 1974. (Ma erials were
developed by Arthur D. Little, Inc., Cambridge, Massachusetts, under a contrac
from the Bureau of Health Services Research, CHSM 110-73-5261)

Donabedian, A.:. A Guide to.Medicol Care Administration. Volume I Medical Care
Appraisal, The American Pub ic Health Association, 190. Avai ab e frpm The
American Public Health Association, 1740 Broadway, New York, NY 10019 for
$3.50 plus 50( postage and handling.)

Guide for the Patient Core Audit Assistant in a Qualit Assurance Program, H pit I

Research and Educational Trust, Chicago, 1975. (Available from Center for
Educationa I lnnovation, Hospital Research end Educational Trust, 840 North
Lake Shore Drive, Chicago, Illinoi; 60611...)



Selected Re erences: on Peer Review

Guidelines for Develo in ci S Jcrn of External Peer Revkw, American Physical
Therapy Association, Washington, DC. In orrnation and uidlellin es for pkinnipg ,

developing, implementing and evaluating a system of peer rev-le4. Avoilable,
from the American Physical Therapy Association, 1156 15th Street , N.V.,
Washington, DC 20005.) s

Jacobs, C. M. and Jacobs, N D,,: The PEP Primer:
Evaluation-Procedure for Auditing and Improving Pia

AIH Ptrforrnonc
Joint

rren ssion on ccreclitation Hospita s, 1974. The J AH has prepared th is
manual to assist hea'th tare p ctitioners in patient`care evaluation or chcA
audit. Write: JICAL, 875 North Michigan Avenue, Chitogo Illinois 40611 .)e

Little, A. D. EMCRO Programs, DFIEW Publication No. (HSN) 73-3017,, March 1973.
(Describes eight different Experimental Medical Care Review Orgainizeltion(EiviRD)
programs". The EMCRO in Albemarle County (Virginia) hos been given high ratings.
Available from the Office of Scientific & Technical information, Parklawn
Room 15-75, 5600 Fishers Lane, Rockville, Maryland 20852.)

Owsley, G. A Revi-ew
Court on Medical Service,
fr m AMA, 535 Nort De

-.Gtossory of Term: Revisions", fReport A of ihe
rneriCan Medical Associatiorn, Chicago- (Avg'i Ia bI e
Strecp Chicago, Illinois 60610.)

Patient Core Approisal (booklet). (Eocu. s on patterns of overall stofpractice, tether
than the performance of individual members. Available froni WashingtonjAlaska
Regional Medical Program, 530 University District Building, 5edttle, Washington '9-

"Peer Review", Sug5.1.-47...c_i_GtAelines of the American Nuniing Hoen
(A pamphlet with suggestions for esrablishfng a mechanism ;or peer review/ in a
nursing Flame. Available.frorn 'Arne'ricon Nursing Home AssociaHc7e, 1200 15th Street,
N.W., Washington DC 20005.)

Peer Review - A S'electia, American Medical Assciaticn, Chicego.
(A vai !able

.
Assoc la tic') .

05.)

nem the AMA, 535 North Dearborn Street, Chicogo, ifll inois ,6DO10.)

ir Review uol: Volumes I and 11, American Medic I Association, Chicago,
anuary 1972, Volume I contains a step-by-step process for implementing

peer review. VoluMe II contains examples of standards or criteria for eve luatien
cif medical care. Di-stributed by the AMA, Division of Medical Practice,
Department of IrisuranCe & Practice Management, 535 N9rth Dearbotp S.tr eel,
Chicago, Illinois 60610,)

Qual ity Assurance of MedicaL Care Regiona I Medical Pregra t(Vionograph),
February 1973, DI-IE77.Publication No. HMS 73-7021, ("Avoi lable en lea'n
through regional medical libraries , medical schools iind un rsit y libraries on I



S!ecfed References on Peer Review

Rurnsly, J. "Lltilizetion Review "',4 Isejit Counci I ed ca Se rvi ce.

(Avai 'able From the American Medical Associotion, 53 North De-arborn Str eet

chi ca9o, Illinois 60610.)

Zitlin , Lawrence R. and Katz, Mayron L. ; Personne) Per forrrnon e Rev lew H ow to--
Set U und Run Profitable S tem, Organizoti'noI eHuvior nst Ne,-,./ York,

Avai lab! e From Organ izctional Behavior Insti tut e, :_666 ve-nue , N ew Yo rk

NY 10019.) 4
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II, 7REAIME'Al .PLANNIfiu AND :MREMLNrA,TION 5IANUARlh
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stated short, and l'orig-term goals which reflect the

9xpected,Overall results of treatment.
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tri0 evaluation findings dnd the goals of the potiefli dnd
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AfIlLNI PLANNING ANO_TMPLMTAT.ION )IANUAi
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a problem, the 0.T. trea

prevOtitx luss of passi

In

in the involved ext,remity

nt plan inciuded a goal or

- range:of motion.
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also included encouraging active motion through the use' ,

of any methods which facilitate motion.

iriLlqued use MethOds wdb base

change in functional abiliLy.
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Patie
0

EATMENT PLANNING tAND IMPLEMENTATION_STAN9ARDS (Cont'd)

When impaired head or trunk control was a problem, the 0.T,

treatment plan included goals of improving head or trunk

Control and preventing tnjury.

Methods ir)luded any or all of the following:

1. the use of strengthening actcvities when weakness was

identified as the cause

2. the use of exercises/activities to enhance posutral and

quilibrium reactions and to increase awareness of body

in space

3. the intermittent use of equipment to challenge control

4. provision of mpport equipment as needed

5. teaching the patient and/or significant others safety

precautions

When neglect'of the involved side was a problem, the 0.T.

treatment plan included goals of increasing awareness of the

involved side of the body and preventing injury.

Methods included any or all of the following:

If ti',e stu&rd sNs

.not ret; whaf;

the jt5 tl fi cati oh

a

2

4

5

1. sensory stimulation 1

2. cognitive input 2

3. bilateral activities pe, escially those requiring

crossing into neglected spaces 3

4., positioning of body par4 where they can be more easily

seen and less easily igntired 4

5. instructing significant others in the nature of the .

Problem and safety precautions necessary

-7-

Infccate'l.iith=1

yin or no 1,,,:intnr

tn.e stard3rJ''fl'.,,:

I 1

.:::., 1_, ',: t--: I 70
_-7.1 1
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'CI 7 I a 1
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Strc Patients

THATMT PLA(1N!NG AND IMPLEENTATION STANDARDS (Cont'd)

N. When depression And/or low self-esteem was a problem, the

0,1 . treatment plan included goals of improving self-

esteem and alleviating depression.,

, Methods'included any, or all of the following:

1, acouraging and providing opportunity for the eXpre

of feelings

2. involving the, patidnt in success experiences

3, helping Patient recognizezhis/her attributes

4. referral for medical or pSychological management

ion

O. When pain,was a problem, the therapist notified the physician,

The 0.T. treatment plan included goal of decreasing pain if

any of the following were causes:

Cause Minimal T eatment

1; increased muscle tome.,.....

2, unsupported joint.....

3, joint tightness., ......

4. edema..,.:. .. .

techniques to decrease tone

provide support

range of motion

positioning, active exercise

and/or providingrsupport

P. When ability to ommunicate basic needs was a problem, the

O.T. explored alternate methods of communication,

If the standard,was

not met; what was

the justificatio0

Indicate wqh a

ves or no wri-

tht: [VA Is

77

., 0

0

fD

<

5,4

0

2



Stroke. Patients

rkfririM.221k1M27.

Indicate with a

yes or no whether

the standard is.

II. TREATMENT PLANNING AND IMPLEMENTATION STANDARDS (C nt'd)

Q. When edema of the hand was a problem, the 0.T. treatment plan

included a goal of decreasing edema

$thods used included any or all of the following:

1. elevation of,the hand

2. applicationLof pressure wrap

1 referral for medical management

If the stnJard was

not met; what was

theAustification

X4-1:±

R. When visual field deficit was p problem, the 0.T. treatment

',.plan included a goal of compensation for visual fie)d deficit.

Methods usedincluded any or all of the following:

1. teaching pattent to scan

increasing cognitive awareness of the problem

using activities that require working in the impaired

visual fieid

4. .iinstructing significant others on management of the problem



Stroke Patients.

II., TRETMENT PLANNING.AND IMPLEMENTATION STANDARDS (Cont'd

jhen aprax.ia was a problem that limited the ability to use or

manipulate'objects appropriately for function, the O.T. treat-

ment Plan included a goal of improving function.

Meth. ds used, included ,any or al cf the f flowing:

L activity programs graded by cognitive requirements

2. repetitive practice of similar motor acts using different

Objects

3 graded, repetitive, manual guidance for handling and use

of familiar objects

4: increasing the complexity of functional performance as

simpler tasks are mastcred

5, sensory-integrative techniques

II- ,PR GRESS REPORT STANDARDS

The type and amount of treatment patient has received was

clearly and specifically state'd at appropriate time ihtervals.

B. The patient's progress/lack of progress was clearly and

specifically stated at'appropriatelime intervals:.

The progress reports states.the changes that were m de in goalS

and methods as the,patient's abilities changed.

321

If the standard was

not met: what was

the jus,tification 7

Indicate with a

yes or no.wnetner

the standaro is:

c
O

,

a cr-a,
n ,

.c2



Stroke Patients

IV. DISCII'ARGE PLANNING STANDARDS

A. Prior to discharge, the 0,T, developed and documented a plan t

assure maintenance or improvement of functional status of

patient,

7-117.

Ind'icate with a-

yes or ro whethr

the standdrd

Q u
n Dc 4.1i 0 M

,1

0 ri
g

n
If.the stapdard.was

ndc meti'what waS

the justification!

The plan was based 'on previously acquired inforMatidn about the

discharge setting and included any or all of the following:

home program

2. dut-patient treatment

3. referral to ippropriat6 home health agents (e.g., VA,

speech pathologist, P,T,s, other 0.T.$)

4. referral to community agencies (e,g,, vocational rehabili-

tation services, rehabilitation centers, senior citizens'

groups, religious organizations, social clubs)

5 periodtc reevaluation as outpatient

2

DISCONTINUATION OF TREATMENT STANDARDS

A, 0.1. program was diScontinued when the patient no longer

benefited from treatment.

The therapist documented:

1. the patient'S funttional level

-2, the goals attained or reasons not attained

3. the reason for discontinuation

1

2

3

Il Reviewers Signature



'APPENDIX IX

ndards of Job Performance in the Five peciality Areas:

Ment I Health

Developmental Disabilities

. Physical Disabilities

Stroke

Arthritis

2. AOTA State ent on "Occupational Therapy Referral" (1969)

3. GIOSSQIy of Terms

Prepared under the auspices of the AOTA Con inuing Competency Project
Contract Nos NOI-AH-44116.

,January 1976



_

Standards of Practice For Occupational Th ropy Services

In a Mental Health Progra 1

A. Referral Stapdards2

1, If a referral is received, the therapist shall:

document the date of receipt and referral source
document the occupational therapy services requested in the referral

B. Evaluation Standards 3

I. The therapist shall evaluate and document the client's goals, functional
abilities and deficits in occupational performance (activities of daily
living):

a. self-care skills
b. work skills
c. play/leisure skills

The therapist shall evaluate and document the client's goals, futictional
abilities and deficits in the following performance component areas:

a. psychologicalfintrapersonal -kills
socia I/interpersonal skills
cognitive skills

If the results of the occupational performance evaluation indicate possible
deficits in the client's motor and/or sensory-integrative skills, the them-,pist should evaluate these areas and document any functional deficits; or
should refer the client to another practitioner for evaluation.

These standards-have been developed by Occupational therapists working under
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW
Continuing Competency Contract No. NO1-AH-44116. These standards are
available for use in a self-assessment or peer review program; however, they
are not official AOTA standards until approved by the AOTA Delegate
Assembly. Any questions redarding their use should be directed to the
AOTA Director of Certification.
Refer to the attached AOTA "Statement on Occupational Therapy Referral,"
for guidelines regarding referral for occupational therapy service.
Refer to the attached glossary for definitions of terms.

4 The standards are not PSRO screening criteria. AOTA model sc eening criteria
are available for TT.00 from AOTA, Practice Division.

(January 1976 Edition)

3 ' c 6



4. If any of the above ev luatibn results indicate the client's need for
referral to community services or programs, the therapist should
determine the availability of such community resources; dr sihould

refer the evaluation to another practitioner.

Program.Plan Standards

e therapist shall prepare and document a program plan based upon

an analysis of: .

the occupational ,therapy evaluation data
the client's expected prognosis

2. he documen ed program plan shall consist of a statement of achievable
program goals and th;e methods to achieve.the g Is

3. The program plan goals and methods-shall be consistent with the
evaluation data on the client's goals, functional abilitiei and
deficits, community resources, and expected prcignosis.

4; The program plan goals and methods shall be compatible with the
program plans of the other health care pructifionerS.

Program- Implementation Standards

The therapist shall implement the occ national therapy program
according to the program plan.

T
The therapist sflall periodically document t e occupatio'nal therapy

services provided and the frequency of the services.

3. The therapist shall periodically re-,evalu te and document the changes
in theclient's occupational performance end pvforrnance component
ski I Is.

4. The therapist shall for.mulate, document ond implement program changes

consistent with changes in the client's occupational performance and

performance component skills.

Dischar e Standards

1. The therapio shall prepare and document t e occupational therapy

discharge plan.



2. The discharge Otan she I be Consistent with the client's goals, func-
tional abilities and deficits, community resources, and expected pro npsis.

The discharge plan shall be consistent with the discharge plans of
the other health core practitioners.

4: Sufficient time should be allowe.d for coordination, acceptance ond
1 effective irnplementtion-of the disChar4q plan.

/5. The therapiSt shall document the client's functional
deficits in 'occupationcil Perforrnanee and perfaima-nce
skills at tinie of discharge..

obi I ities and
component

6'..The therapist sh011 terminate occupa .1 nal therapy services when
the client has aChieved the goaIs;or when the client has achieved
maximurri' anefjt from occupational .therapy.-

forlaw-up Standards

For cliehtt with chroni4 conditionL:

I. therapist sha re-evaluate the- cUerit (tit. an appropriate time
interval fallowing discharge..

2. The .re-ev_ luation results shall be documented.

3. If -1t e c lent needs. further service, the therapist shall.")
lient to the services needed..

January 1976



S _nil'ards of Practice for Occupational Therapy Services

for the Developmentally Disabled Client I

A. Referral Standards 2' 3

I. A client should be referred to the occupational therapist for evaluation
when the client has or appears to have a dysfunction in any of the
following areas:

) occupational performance (activities of daily living);
I) self-care activities
2) home-work-school activities
3) play/leisure activities

b) per ormance components:
I) neuromOscular development
2) sensory-integrative development
3) psychological development
4) social development
5) cognitive development

2. If a leferrol is received, the theropist shell documeni .

the date of receipt and referral source
services requested in the referral

These standards have been developed by occupational therapists working under
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW
Continuing Competency Contract No. NO1-AH-44116. These standards are avail-
able for use in a self-assessMent or peer review program; however, they are
not official AOTA standards until approved by the AOTA Delegate Assembly.
Any questions regarding their use should be directed to the AOTA Director of
Certification.

2) Refer to the attached AOTA "Statement on Occupational Therapy Referr-I "
for guidelines regarding referral for occupational therapy service.

3) Refer to the attached glossary for definitions of terms.
4) The standards are not PSRO screening criteria. AOTA model screening cri erio

are available for $2.00 from AOTA, Practice Division.

(January 19 76 Edition)

3 2



B. Evaluation Standards

The occupational therapy evaluation shall include an assessment of the
developmental level, as well as the functional abilities a d deficits in
the following areas:

occupational performance
I) self-care skills
2) home-work-school skills
3) play/leisure skills

b) motor ski I is

c) sensory-integrative ski I Is

tivities of daily living):

2. If the results-of the above evaluation indicate possible deficits in psychological/
social and/or cognitive skills, the therapist should evaluate these areas and
document any functional deficits or should refer the client to the appropriate
service/individual.

3. If any 9f the above evaluation results indicate the client's need for
referral to community services or programs, the therapist should determine
the availability of such community resources; or should refer the evaluation
to the appropriate service/individual.

4. All evaluation methods sholl be appropriate to the chronologiLal agu and
lonal level of the eltent. The methods muy include, but need not

be limited to, observation of a,tivify pet fel-mance, interview, tecutd
review and testin9,

3. If standardized evaluative test_ ore ,,3ed, 'he tests _I I I !uvC nalmative
dote for the age range of the Llient . normative data ale not evailabl:e
for the age range of the client, the standardized test results should be
expressed in relation to the normative data that are available.

Ihe therapisi shall documeni the evaluation iCsOIts in the clie-

Program PI n Standards

The! therapist shall prepare and document a prog-n- plan bused upon an
analysis.of:

a) the occupdtional therapy evalu
b) the client's expected prognosis

2. The documented program plan shall consist of a statement of achievable
program goals and the methods to achieve the goals.

t3 3 0



3. The program plan goals and me hods shall be consistent with:

a) established principles of normal growth and development
b) the evaluative results and expected prognosis
c) the goals of the client's family and significant others
d) the program plans of the other health care practitioners

4. When the occupational therapy program goal is to prevent or diminish
dysfunction in occupational performance (activities of daily living) or
to enhance occupational performance, the program plan shall include the
use of one or more of the following types of activities:

self-care activities; may also include instruction in the use of
adapted methods and or equipment

b) home-work-school activities; may also include instruction in the use
of adapted methods and/or equipment

c) play/leisure activities; may also include instruction of family in ploy
activities appropriate for child's developmental level; instruction in
in the use of odapted methods andior equipment

5. When the gOal is to prevent or diminish neuromuscular dysfunction or
enhance neuromuscular development, the program plan shall include (but
need not be limited to) the u)e of one ot more of the following types of
activities:

d)

g)

neh muliit rurie of motion ...Ind Hoscle
strength
activities t,iJ, tUIIIIU dev
reflex hehuviei
activities which alwelation
activities which promote the de\ elopmenf of Lm ciTmm1t
putterns and motor control
activities which ma intuit, cooi i.,
instruction in use of proper p3sitioning techniques
provision of and instruction in the use of adaptive eauit.men
orthotic devices

,A11, Afit,11,±1,41 uI

6. when the gool Li, to pievc...i umminish -_,en,ory-intewuti e

Or to enhance sensory-integlative development, the program plan shall
include (but need not be limited to) the appropriate use of one or more
of the following techniques:

a) sensory stimulotion techaiques .or oudltof gustotory,
olfactory, tactile, proprioceptivo, kinOsthetic, and 'or vestibular
stimulation

b facilitation techniques
c) inhibition techniques



(4)

7. When the goal is to prevent or diminish psychological dysfunction or
to enhance psychological development, the program plan shall include
(but need not be limited to) the use of activities which assist the client
in learning to:

a) experience and cope with competition, frust,ration, success, failure;
and/or

b) express feelings; and/or
c) develop self esteem; self identity;

8. When the goal is to prevent dr diminish social dysfynction or to enhance
social development, the program plan shall include (but need not be
limited to) the use of activities which assist the client in learning to:

) imitate and develop appropriate social behavior; and/or
b) listen and communicate; and/or

) develop sensitivity to other persans feelings and b h vior;

When the goal is to prevent or diminish cognitive dysfunction or to
enhance cognitive development, the program plan shall include (need
need not be limited to) the use of the following activities which assist-
the client in developing:

A ,,c411,...ci Wu! loiC atleigiol. 1J/Or
b meinory/recall; and/or
e) decision inaking and piblri dying skills

ti.. . 1,, 11

11,upLa r,,,;[10 I I ,,,,t/potiOtiol II.4,
ts..I Cttl':1 pruvided the ftc1LJ,niL ,t the, se. vices,

3. The thekupist 01011 pel OH) veItjCjTe ond Jo i,ieut the
in the client's occupurionul peitOlinonce and peiformance ,._,omponent
ski I

4, The therapist shull foimulutc, J tiiiieiit und lilpiciticlit pi uqruni LIiUiIgt.
consistent with changes in the client's occupational performance and
performance component skills,

Ijischarge `Jtundurds

I. The therapist sh- I I prepare and document the occupa
plan.

-herapy discharge

2. The dischurpe plan shell c conskLir with the clIents rquals, func-
tional abilities and defici comnitiri ity resources, and expected prognosis.
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3. The discharge plan shall be consistent with the discharge plans of the
other health care practitioners.

4 Sufficient time should be allowed for 600rdinati n, acceptance and
effective implementation of the discharge plan.

5. The therapist shall document the client's functi6nal abilities and deficits
in occupational performance and performance component skills at time
of discharge.

6. The therapist shall terminate occupational therapy services when the
client has achieved the goals; or when the client has achieved maximum
benefit from occupational therapy.

January 1976
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Standards of Proc ice for Occupational Therapy Services

for Clients with Physical Disabilities1

A. Referral Standards2

I. If a referral s received, the therapist shall document:

a. 'he date of receipt and referral source
b. the services requested
c. the above (a&b) within one working day of the receipt of the referral

B. Evaluation Standards

I. The therapist shall orient the client, family and or significant others
to the purposes and procedures of the occupational therapy evaluation.

2. An initial evaluation shall be completed and the results documented
within at least five working days after acknowledgement of referral receipt.

3. The initial evaluation shall include an initital assessment of the client's
goals, and functional abilities and deficits in:

0. -self-care skills
b. work skills
c . play/leisure Skills

) These standards have been developed by occupational therapists working under
the auspices of the AOTA Continuing Certification Program and the AOTA-HEW
Continuing Competency Contract No. NO I-AH-44116. These standards are avail-
able for use in a self-assessment or peer review program; however, they are
not official AOTA standards until approved by the AOTA Delegate Assembly.
Any questions regarding their use should be directed to the AOTA Director of
Certification.

2) Refer to the attached AOTA "Statement on Occupational Therapy Referral,'
for guidelines regarding referral for occupational therapy service.

3) Refer to the attached glossary for definitions of terms.
4) The standards are not PSRO screening criteria. AOTA model screening

criteria are available for $2.00 from AOTA, Practice Division.

January 1976 Edition)
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4. The evaluation should also incltide an assessment of the client's functional
abilities and defIcits in:
a. motor skills

5. If any of the above ems 3 and 4 evaluation results indicate possible
deficits in:
a. sensory-integrative skills
b. psychological ski I Is
c. social skills, and/or
d. cognitive skills ,

the therapist should evaluate these dreas and document any functional
deficits; or should refer the client toe appropriate service/individual
for evaluation.

6. If any of the above evaluation results indicate the client's need for
referral to community services or programs, the therapist should determine
the availobility of such community Tesources; or should refer the evaluation

.to the appropriate service/individual.

7. The therapist should obtain infohnation about the client's medical history,
education, work history, avocationaf interests, family, and cultural
background. This information may be'obtained through client interview,
record review, and/or discussion with informed sources.

C. Program Standards

I. The therapist shall prepare and document a program plan based on
analysis of:
a. the occupational therapy evuluatiun data
b. the client's expected prognosis

2. Th,e therapist shall document the piu m plan within six working dup
after the acknowledgement of the referral receipt.

3. The documented program plan should consist of a stutement of;
a. achievable program goals
b. methods to achieve the goals

4. The program plan goals and methods should he consistent with:
a. the evaluative results and expected prognosis
b. the goals of the client and/or family
c. the program plans of other health care practitioners

5- The program plan methods may include, but need not be limited to, the use
of:
a. adaptive equipment and techniques
b. assistive, active and/or resistive activities and exercises



counseling techniques
d. facilitation/inhibition techniques
e. joint protection techniques
F. orthotic and/or prosthetic devices
g. work simplification techniques

D. Program Im lementation Standards

I. The therapist shall implement the occupational therapy program according
to the program plan.

2. The therapist shall document at least', very five working days, the occupational
theragy services provided., the freque oy of the services, and the client's
progress toward goals.

3. The therapist shall periodically re-evaluate and document the changes in
the client's occupational performance and/or performance component
skills.
a. if the client's program exceeds a 3-month period the client should

be re-evaluated at least every two months.'
b. if the client's program is less than three months, the client should be

re-evaluated at least once per month.

iL The therapist shall formulate, document and implement program changes
consistent with the changes in the client's occupational performance and
performance-component-skillS.

E. Discharge Standards

I. The.therapist shall prepare and document the occupøtionul therapy
discharge plan.

2. The discharge plan shall be consistent with the client's cloak, functional
abilities and deficits, eommunity resources,' and expected prognosis.

3 The discharge plan should be consistent with the discharge plans of the
other health care practitioners.

In the prepa ation of the discharge plan, the therapist should allow
enough time for coordination, acceptance, and effective implementation
af the discharge plan.

5. The therapist shall document within two days following discharge, the
client's functional abilities and deficits in occupational performance and
performance component ski I Is at the time of discharge.

6. The therapist shall recommend discontinuation of occup'ational therapy
services when the client has achieved the program goals and/or has achieved
maximum benefit from the services.

r) 4'ki tJanuary 1976



Standards of Practice for Occupational Therapy Services

for Stroke Patients1

A. Referral Standards2

I. If a referral is received, the there ist shall document:

a. the dote of receipt and referral source
b. the services requested
c. the above (o&b) within one working day of the receipt

of the referral

B. Evaluation Standards3

I. The therapist shall orient the client, family nd/or significant others
to the purposes and procedures of the occupational therapy evaluation.

An initial evaluation shall be completed and the results documented
within at least five working days after acknowledgement of referral
receipt.

The initial evaluation shall include an initial assessment of the
client's goals; and functional abilities and deficits in:

a. occupational performance (activities of daily living
I) self-care skills
2) work skills
3) play/leisure skills

I) These standards have been developed by occupational therapists working under
the auspices of the IOTA Cotinuing Certification Program and the AOTA-HEW
Continuing Competency Contract No. NOI-AH-44I16. These standards are
available for use in a self-assessment or peer review program; however, they
are nof official AOTA standards until approved by the IOTA Delegate Assembly.
.Any questions regarding their use should be directed to the AOTA Director of
Certification.

2) Refer to the attached AOTA "Statement on Occupational Therapy Referral,"
for guidelines regarding referral for occupational therapy service.

3) Refer to the attached glossary for definitions of terms.
4) The standards are not PSRO screening criteria. AOTA model screening

criteria are available for $2.00 from AOTA, Practice Division.

(January 196 Editior
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b. performance component skills:
I) motor skills
2) sensory-integrative skills

If any of the above evolu tion results indicate possible deficits in:

a. psychological skills
b. social skills, and/or
c. cognitive ski I Is

t he therapist should evaluate these areas and document any functional
deficits; or should refer the client to the appropriate service/individual
for evaluation.

5. If any of the above evaluation results indicate the client's need fo

referral to community services or programs, the therapist should determine
the availability of such community resources; or should refer the evaluation
to the appropriate service/individual.

The therapist should obtain information about the client's medical history,
education, work 'history, avocationa I interests, family, and cultural
bdckground. This information may be obtained through client interview,
record revie and/or discussion with informed sources.

C. Program Plan Standards

1. When any of the following problems are identified, an occupational
therapy program plan shall be developed:

a. decreased ability for occupational performance (activities of doily
I iv ing

b muscle weakness and/or limited endurance
limited passive range of motion
lack of active motion

e. abnormal muscle tone
abnormal patterns of movement (synergies)
lack of dexterity and/or coordination
impaired sensation: (tactile, pain, temperature, stereogno is,
proprioception)

impaired cognitive functioning (co fusion, disorient° ion d/or
judgment)

impaired head or trunk control
neglect of involved side of the body

I. depressilin and/or low self-esteem
m. pain
n. inability to communicate basic needs
o. edema of the hands

p. visual field deficit
q. apraxia



2. The therapist _shall prepare the program plan based on an analysis o .

the occupational therapy evaluation data
the clierAt's expected prognosis-

The therapist shall document the program plan within six wor ing days
after the aaknowledgernent of the referral receipt.

The documented program plan should consist

a. achievable program goals
b. methods to achieve the goals

tement of:

The program plan goals and methods should be con ist nt with:

a the eve luat'ive results and expected prognosis
b. the goals of the client and/or family
c. the program plans of other health care proctitioners



.22!....1the.9oals and a c- table metliods for ea:h of theyrobldim areai:

Shalkinclude goals of:Problem:

Decreased ability for activities

of daily li,ving

incrosing ability for performance of

a:tivities of dal ly living

b. Muscle weakness and/or limited

, endurance where there is isolated

muscle control

Limited passive joint range of

motion

340

j I

page 4

Acceptable methods include, but are nat

limited to:

treating specific performance components

that interfere with function

using repeitive practice of activities of

daily living

tea:king )ie-handed methods for per-

formance of activities of daily living

providing and training in the we of

assisHve devices

, developing pre-vpcaiiopol or avocatianal

interests

giving recommendations to eliminate and/or

:adapt architechurol or environmental

barriers fo enlionce perforrnancein the

discharge seH,ing.

. strengthening

preventing loss of und,/or increasing

pagive range of motion

wing graded activity program

using assistive to active to resistive

exercise program

wing activities of daily living training

program

teaching selkunge of motion

wing exercis devices Le, pulley

skateboard

ni d

wing positionin9 devices, Le, splints,

slings, pillow, orm rests, laoboards'

using graded utivity programs

41



Problem:

poge 5

Shall include goals of: Acceptable methods include, hut are not

limited to:

c. (continued
,

. performing passive range of motion or

teaching significant others to do so

_
d. Lack of active motion in tit

involved extremity . preventing loss of passive range of motion.

For patients seen in an O.T. program within

six month of onset, the gaol should also

include encouraging active motion through the,

use of any methods which foci likto motion

'
. any method which fccilitates motion .

e. Abnormal muscle tone

yr-

. 'preventing loss of passive r n e of motion

_...._

. methods which either facilitate or inhibit

tone

. pQsive range Of notion

. referrol to phy icion for medical manage-

ment

f. Abnormal patterns of movement of the

involved extremity (sypergies)

. increas ing motor control of thd involved

ekremity

methods to work through abnormal and

facilitate normal patterns of movement.

Continued use of methods to increase motor

control shall be based on rneasurab le thange

in the function.

Lack of dexterity and r

coordination

. increasing dexterity ndJor coordination of

the upper extremities

. repetitive use of graded activities or

exercises requiring coordiption .

[I, Impaired sensation
_

compensation for sensory impairment

i

(not specifi d at this time)

Confusion, disorientation, and or

poor judgment

1
I 4

. decreasing confusion, and r improving

orientation 'and judgement

(

reality orientation program,

structuring patient's dai ly activities

or environment

i



Problem:

(continued)

Shall include goals of:

page,6

Acceptable inethods include; but are nat

limited to;

instructing significant others on approaches

for patient management

r fermi for medica I management

.use efisensorrintegrative techniques to'..

increase orientati6n to the environment

1. Impaired heador trunk control , improving head and trunk control

k. Neglect of the involved side

3,1

increasing awareness of the involved side of

the body and preventing injury

, use of strengthening activities when weak-

ness is identified as the cause--

use.)f exercises/activities.to enhance

paitUral.and equilibrium reactions and ..

to increase.awareness.of body:in:space

intermittent use of equipment to cha Ilenge

control

vision of support eqUipment as needed

, teaching the patient and/or sigrdficant

°them safety precautions

sensory stirnu lation;

cognitive input

bilateral activities, especially those

requiring crossing into neglected spaces

positioning of body parts where tliey can

be mare easily seen and less easily ignored

instructing significant others in the natureQ

of the problem, and safety precautions Li



PITA I CM:

I, Depression and r low esteem

Shall inalude gook of;

n. Ability ta communicate basic needs

page 7

Acceptable imethoth include, bui ore not

limited to:

improving self esteem ond alleviating depression encouraging ancl,proViding apporfhity

for the expresiian of feelings

. involving the patient in success experienOs

. helping patient recognize his er

capabi ities

referral for medical or psychological

management

decreasing poin

If any of the following are c uses:

incre ed muscle tone -

notifying the phran

using techniques to decrease tone

unsupported joint providing support

'joint tightness,-

edema - ---------

-Yrange of motion

using Osiiioning, active exercise and/or

providing'suppart

. increasing abi lity to communicate . exploring alternate methods of communi-

, Oatiort(exploration.rney mean riferrah

or collaboration with speech pathologist)

Edema of the hand

316

, decreasing edema elevating of the hand

'applying pressure wrap

r ferring for medic I mono ement

317



Problem:

p. Visual field deficit

318

Shall include goals of:'

compensation far visual field deficit

improving function

.page 8''

Acceptable methads in ude, but are not

limited to:

teaching patient to scan

increasing cognitive awareness of:ilie

prob lern

using activities that require working in

the impaired Visual Held

instructing significant others on.mono e-

ment of the'problem

iSing'cktivity programs graded by

cognitive requirements

using repetitive.proctice of similar motor

acts using different objects

. using graded,repetifive., nlanual

u1dance for 'hiandlinj.,qnd..use of familiar

°HOCK,.

. increasing the complexity of functionat

perfarmance as simpier tasks are mastered'

using sensory-integrativ techniqaes
'',- .
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D. Program h-riElen,erdation Standards
_

"fhe therapist shall implement the occupational therapy program occ
to the progrgm.plap.

2. The therapist shall doeument lerist every five working dayS tine- accupotional
therapy services provided, the freauency of the services, and the 'client's
progress toward goals. .

3. The therapist shall periodically re-evaluate and document the changes in
the client's occupational perforMance and/Or performance component

a. ,if the client's program exceeds a 3-month period, the cli&nt should
be re-evaluated at least every two months..

b. if the client's program is less then thfee rnPnth, the client should b
re-evaluated at letist once p?r month.

4; The .fliVrt-loist shall formulate,: document and implement program changes.f.v ,
conststent-with the changes in the client's occupational performance and
performan ce -compan en t-ski ls.

E. Discharge Stand rds

I. The therapist shall prepare and document the occup thrapy
discharge plan;

.., _ ..;

..

. 2. The discharge plan shall be consistent With the client's goals; Functional
abilities and deficits, community resources, and expected prognosis.

Tkre!'idtseharge.'plainli-Sheuld b? consistent with the diseharbe plans of the:
health care practitioners.'

ln the preparation of fhe discharge plon, the thulaois1 should allow
,enough lime for codrdination, acceptance, and effectivo implementatien

of the discharge plan.

5. The therapist shall document within two days following discharge, th
client's functional abilities and deficits in.oceupationol p-e.folmance and
performance component 'skills at the time of dischame.

6. The thcrapist shol I-recommend discontinuation of occupclional thcrupy
service; when ;he dic-d- has. aqhieved the roccim go-J1s and or h_s chic..v3d
rflaximlim bo1I tqDirr Ihr? services.

Jo nujry 1276 a
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Standards of. Proctice for Occupational The apy Services

for the Client with Arthritis l

ntroduction to Process. arid Outcome Standards

There are tWo different types of standards which can be used to determine a
therapist's quality level of performanCe:. process standards and outdome stand-
ards.

Process standards state whati. I e therapist does, the procedures thatmust or
shopld be performed, e.g. "T erdpist shall evaluate range of motion and
document the evaltitiveresults in the medica(-7ckart.''

Outcome standards state the expected end-results of the tyeatmen wl:tat the
client is expected to achieve or be able to do as a result 4of the treatment, e.g.
"At the conclusion of the treatment program, the patient shall not have lost
active or passive range Of motion." One of the advantages of using outcome
tandards for assessing the quality of treatment is that outcorne.standards allow

the. clinician more freedom to determine the treatment methodolOgy.

In developing the standards far the treatment oCclients with arthritic conditions,
the task force developed general standards for_all the majtv rheumatickdiseas'es
of the occupational\ therapy client population. The task force developed
additional outcome standards for the post-surgical phase for syste mani-
festations and for specific joint disease.

-2'A. Referral Standards

1. If a referral is ceived; the therapist shall docu
a . the date of recefpt and referral source
b. the services requested
c. the above (a&b) within ane workn g day of the receipt4of the referra

.1 These standards have been developed by occupational th-erapists working under
the auspi,ces of the AOTA. Continuing Certification Program ond the AOTAA-IEW
Continuing Competency Contract Na. NO1:A11-4-4116. These standards are
available for use in a self-assessment or peer review program; however, thej.ore
not official AOTA standards until approved by the ACTA Delegate Assembl/.',
Any questions regarding their use should b6 directed to the AOTA Director o0.'
Certification.

Process Standards

2i) Refer to the attached ACTA "Statement an e.3'Ccu tional Therap'y:
for uidelines regarding referral for occupational therapy service.

(January 1976 Edition)
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Evaluation'Standards

LTe therapist shall orient.the client, family
Jo the aurposes and procedures of the occupa

The evaluation shall be completed and the re
t least five working days after acknowledgem

Thevaluation shall include (but need not be
assessrnentof the client's gaols and functional

ignificant others
I therapy evaluation.

in:

ented within
erral iecelpt.

ed 'to n initial
_nd deficits

occ pational perfor a_ e- ctiVitie of daily Ibt n
1. self-ccire skills
2. work skilis
3. plailleisure.',4kills

performande corpponen
.,,rpotor skills

ca) active arld iv.e eange ofrfioPiot
b). muscle strength .wIthin p.A4

,

endurance; leverof activity teleran

t need no'rb4. The evaluation shall also inctud
_

initial assessment 'of:

the client's peption
daily living activities

the client's goals or v fue

ited

e process and its EFfect on

c. the client's initial expectatibns of treatment or1os

The evaluation shall also include (but need n. t be limited o)
initial assessment-of:

the client's ability to utilize the physical Facflities and equipment--
within the living and or working environmen

6. If any of the above evoluatioSresults c lient's need for
referral to community services or programs, Hi therelpist should deterMine

' the availability of such community resources; or sRould refer the evaluation
to the appropriate service/individual.

Refer to the attached glossary for defini6ons o

4 The standards are not PSRO screening criler
criteria uri av3ilahle for $2.00 From AO Proc

TA model screening
co



If cny of the above (items 3, .1, 5) evaluation resultslindicate possible
its in psychological or social skills, the therapist should evaluate
ocurnent any functional deficit in psychologkal or social skil IS;

hat,' Id refer the client to the appropriotte 'service individual for '
luation.

Tflo therapist should obtain kiormation abo t the client's medical history,
education, work history, avacational intorests;farriily, and cultural
brKkground, This information may be obtained through client interview,

cord review, and/or discussion with informed sources

The therapst shall prepore an d
anctlysis of:-

the OCcupational therapy evaluation datt
1.1-10 client's expected pra9nasis

pist,,shall document theiproar m plan Within six workiiig 7'days
'backhOWledgemei-rt of the referral receipt,

nted progra-n plan should

volol progrk3M
ethods to aOhieve-;It

. ,. .,
evaluatiVe results and expectpd pragnost
oals of. the ctient and/Or-family '
ogram plans= of other health caye

,. ,

When the evaluation.resuits diar a problem in any the. FolTäwin g
ea4 anclif there are no medkal restrictions, the program, plan sha I I

inclode the following methods:

cupational performance, (activities of doily instruCt the
dient in adapted methods of,..perforrning a ct iviiies
The therapist maY:
1. teach adaptot on of methods
2. provide adapt d or assistive equipnlept,
3, adapt eguipme t oncl/or environment
4. discuss alternative methods of pursuing former vocational

and avocational activities



discuss and develop new avocational interests-a
which are satisfying to client's needs and are n
to affected jointi.

6. discuss the effect of the disease/
perform activities of daily livin

skit IS:

n the client's ability 'to

I. provide instruction;in kinetic activities designed to increase
and/or maintain passive and activb range of motion. The therapist
shall explain the importancç of accurately following the instructions
and shall evoluate the client's abilities to accurately follow through
with the instructions.

2. design, fabricate and/or fit orthotic devices as app-roved by
physician; or shall recommend the design of orthotic devices to
be constructed by another specialist; instruct the client in the
'rationale for the orthotic device; the use and care ef the devic
precautions to be observed

3. instru'ct the client in'geneeal principles of join
shall inClude instruCtion in:
1. proper ,body mechanics
2. avoidance of statiC and or deforming postures

protection, this

3. work simplification techniques`
4. need for proper balance of rest and activity

co munity ources:

discuss with the client those community resources which a e
aya liable to meet his oP her needs in the areas of: employment,
recreation, socioNation, transpartatik, additional therapy
services and list sources for adaptive ahd/or exercise equipment,

psychologicaLikitls:

ovide psychological support; provide oppertunities for client
press feelings; and to develop self-esteem and self concept, ,

e. Ko e program:

develop, discuss, and document a home program:
1. explain tke rationale for the program
2. instruct client in the program
3. explain pre.Cautions to be followed
4. ask client to demonstrate the program; correct cli,ent as needed

. 5. periOdically discuss home_progrom vYith client.; adjust the program
as needed.



The therapist shall irnp m nt
to the pro6ram plan.

The therapist shall document at least'ever
tiana I therapy services provided, the frequen
client's progress toward goals.

e I therapy program ac

rking days, th
the s'ervices,

The therapist shall documeni the. fo loWin
symptoms) if noted:

Pc"
stiffness
muscle tenderrs hd att
skin changes; nodules
increased joint deformity
decreased sensOtion

The theropiq shall periodically re-
'', 'the client's occupational performan

Swelling, tenderness, inflamma ian

skifisL

nd'document 'the chbn
performance componen

f thecfient!s program acee.ds.
be re,-0.;OVU,ct_tecI.-

if the.client's' peogrrart:i is! It cs Ii'r r
be re-evoluated at le9st once per ma

-rn n periad, the

onths; the èliint sheuld

ThetierapstshaIl fnuIat, umenf arid implement p-ragrarrochanges
densistenr,wifh tFlechange the ,client's'oCcupationalPerformance
and.performanee component skills.

Dischorae Standards

herapist sfiall pre
dis harge plan. .

rid docurnent the occupa *anal th apy

4

2. The cliscl-irge peri shall beiconsiStent witty the client's goals, FunfioNal
abilities arid defrcits, comMunity resources, and .expected,prognas is,

The discharge plan should be consistent with die discharge plans of the
other begltli care practitioners.

4. In prepoiOtion for the dischargeplan the therapist should al ow e.nciugh
time for coordination, accePtance, oind effective implementation of the
-discliarge plan.
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The therapist shall documen t within two days fol lowing discharge, the
c I ien t's fun ctional abil 'ties and def ic its in occupationa l performance
and peiforrnance-carnonent-skil Is of the tine of discharge.

6. The therapist shall recorn end discontinuation of occupational therapy
services vvhen the client has achieved the prognarn goals and/or has
achieved maximum benefit from the services.

)
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Out lame Standards

A_ enera I Standards:

These general standards ore applicable a clients wflh an>

ecessary, additional outcome standards aTe stated far

enthriHs.

These outcome standards state whaf fhe Chenris expectecTT6'

ab le to do as a result oF the occupational therapy program.

In order to assess an o cupotional therapy program with thes,e.

ards, therapist must document information which will clearly indic

cl7ent's achievement or lock of achievement of each of the fo-i 16 -ing 96 isi

The client can state, witIin the nits of hi5 or her capabilities, a

YPO arthritis;

cieneloi explanation of how the disease process of e

o Pertorm activities of4ci Iv I i ving.

2, Th It,t u perform, witFiii , lifoildtioll,,t iF o disability, those

s h cr her tilify

LICt dii ly hVII, wbb_h arc,- , ly rt,J 1y sorrtunc

HIS or uHe avid iv_41.

;lie cl ii ui, verbohze u Jiilcj ,uLi I. bt,Alonce

und Ivo y WU! k iraplifidut ion Te du,' quo, tul e;::11c-0-,0y onervotion

4.. The clie

er,doi ly iUf oLt

can explain principles at oit preservatiun and

incorporates thcn into his or her daily osjtina.

rho Client uses proper body positioning an

and, r activity.

Y :chcin ic durinu rest



The client performs kinetic octivites as instructed; robs :ryes neoeor',

precautions.

The client can explain the rationa e for the use of appropriate 1,inen,

activities (activities to mprave or rn fain range of rnot;6n strenr ,

posture, breathing capacity and or endure e).

a. The client hos same or increased active and passive range of notion dod

strengtn er I day trea ed as on- first clay measured.

9. The arthatic device met the needs for which it was provided;

( aecrease ot pain, increase af function; prevention of deformity.

W. The cl ient con state a general epianotion of the matiaalo tor

of orthotic devices; and obsetves p:eca ut ions.

The cl lent con dem nstrute the application, removal othi ;.,,,Jre Lit ,

, devices.

i2. Thc Jient correctly uses rne adapted or essistive device.

Li IM.Jd it tii ,A1 Lt the strectl,flul urrynciernent iL,Hcl,/o! kKiel priierit t I ,

ci ient 's environment ht.is in the client's ability to funu ion iy

Ike cl ient correctly frdio he home pro

lhe CI ins umIIy u. s to ie u (Jeri

the ma no le for thte opationo I herciy program, tho home

the ret ired activity restrie iors,

16. The' client and/or significant others can describe cirroncioni,

a3si it the client in actvfties hL or she is unable to porforni ii
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Outcome Standards for the Post-Surdicai Phase:,

Standards are the same as hose listed under the gonarol s:andards wh the

.ollowing additions:

I. Client con srate wlfhin the li -it oF hk/her copabilitie5, ç gn ere1

explanation of the relationship'ef the occupat ionol, therapy program to -h

surgical procedure.

2. Post perativ ly, pl in and demonstrate the

pas -operative exercises and pr splinting proqium ,

3. Client ca explain the'rotTona for and

,pasitioning exercise and activity pr
.0;

body alignment while lying, sitting, ombCilating

post-operat

--oTiect

_

transternng .

4 D ring surgical post-operative rpc very perTod, the clTerit fumztions at

rnoximuf level 'of independence in ontivit.Les__eLdo-ily-li-v

assistance for those activities orldier foks he or she is ()noble 7.o perform
-

III the 1 ,

11c=111'N Lon IIIitiLMIt otti _ /-:J1(j -

- rat lo olo for occupational thi;

specific to be4uicul pr
."

t corn 'Standards

Standards ar

Ipy Fey orn und r iCtiofl

Oientt, YVith -st emir_ Mon i fvre I ions_

he Sorno as those listed under the - I r )( t

lowing additions:

I Client .can os.ploir (Ind observes ri h or her (IQ ly uoui in,],

and/pr -t tv ity precau tions rola t iv e to 5ysoni C invo vernent

Ith the

ry

ostro-

hittho I, renal , cardiac, puImanory i or visual cm iileI ui s)

cis instructed o I nformed.



D: Outcome Stundords for Cite ts with P I rn ostk and Darnic tam

I. Introduction

Treatment for polymyositis is cOntroYersial and depeicJert upon the

treatment philosophy of the supervising physician. Me th rapist shoud

be in di -antact with the physician in order to adjutt nIle

iherapeutic regi en and actiyity level to riuscle pathHiy us de zrcriThed

by muscle enzyme levels.

Stundards or treatment of rnanifestot1ons of juiiit invo

arthralgia are the same as the en'gral standards.

Ient uses pre'§(oribtid a.- bulation aid consistiHy and as in

faty,iar.acatidlbt against falling d

h. ,c k J--F agia secondary to esophaqeal in volv

nIiint DE.,, oi can athe

t ions relui lye tu yjm

Ila lIe vi it- I,

In lading use of lLk uppiII will o st1 rk).

ca toiin; dully stiunetciligCxLO& !.

Clnrmt ruisl-bruje-ot-motion

_ards tor Llients With Af ticUlca 011X01

Joyr,-;ni le Rheumatoid Arthritis

'r Hadar+ -le 1-1--2 samo as the ae. eral st -nd



following additions:

I. The child and/or responsible others can demonstrate an understan

and observes in his or her daily rdutine, the s fety and/or activity pre-

cautions relative to systemic involvement (gastro-intestinal, renal, cardiac,

pulmonary or visual complications ) instructed or informed.

2. For client unable to manage a home program, parents Or significant

responsible at can denionsfraF treatment tecn iques and supervie

treatment Follow'through.

3. Client's re-p mible othem can describe appropriate activities for Ole child's

developmental level to prevent or compensate tor developmental lags

uttributable to illness.

Outcome StQndrds or Clients with Ank- lasing 5panlit is

'.)tandord are

Client :an exploi ned fu, buloricc.,t i it r J 1,_,ke

He somç as the (.4 erieraI standards for joint disease, with rh

fety precaut

2. Llierit

activity precu

rrn,JI

3. Client

posture as

4. Client per >I (f)

beilding ot stooping.

uJ observes I 1.1, 1.01 daily rovtine th sutoty L411311

iurfls rCIativ tO sysfeniic irivOlVenton If

111)011,4i vkuul

Postmol or0 b,eathinci cxerc.ises rtuI ly

Criull r Ifltc med.
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OUtc St9nctoriasji.ar Clients with S>temic Lupus .Erythernatosis

andards ft articular in Ivernent are the same as the genera I standards,

v h the falkwing dditions:

I. Cr ccn describe and observe in his er daily routine, the safPty cinci,/ar

activity precautions relative to systemic involvement (aastro-intestinal

renal, cardiac, pulmonary or visual aompli as iris truLled or informed.

2. Clients.who ore

of exacerbating ef

ve to ultra-violet or sunlight con state an uwut eness

, and of pro tive techniques.

H. Outcarr_lardsfors Chiettenfic Sclerosis
Standards for articular involvement ore the same as the general 5tanciards,

with the folio ing additions:

I. Client con describe and observes in his/her daily routine, the safety andiur

outivify prec tion rlotve to systemic involvement gostre-intestinal,

renal, cardiac, pulmonary or VISLIO l complications) 05 ins trurtd ot informed.

2 Clie t performs daqy rang

ItaI11 CIcf s-Ind

cises (incl -it'r !rig

_lienf's family and signiti_cant utFis Lur. explain th-e 1LJtiono IL, for tl

r pe

When

fic t ntion to I

rve5 II I



THE AMNICAN 0(:cri.-4,4) 10. .1 nirkAPY \II lit
6000 Eixceotive

\TE,MEN1 (

ilFKAPY kfliqkkAi

INTROINCTION

ine Ame ican Occupational Tierapy Nssaciation Pro,,ent-,
he position of the profession relative to referral La-hid responsibilL ry to the medical mJnagemenc pll at t ti0,

rherapy

Cons dered within this statement are the qua I i t lett , i_i 1 therlpist and tiu.

qualified occupational therapy assistant; each h ivtui.e; ,. it i ,, ru I v completed t heot-IT-Lil academic and clinical prevuratioh requisti c to hi; le professionalassistant, and successfully entered into nd held curteuf the reeusLraL1Ofl or certitication which signifies his level and i der_ifie!, him t T.-, ,,tereci occupat It3ii i 1therapist (0.T.R.)-ur a certified uccupiinional therapY S tOt ilif (C.O.T.A.)_

upational therapy shares with th phse lin a dcdicattii t ii -. treatment of pa-ents and protection of their welleare.', mitintains a I,) teldtioni-ihip to medicine,hich it continually strengthens as -ever increaln g profess! 11,11 -.kills enable _ t toiciivide a more discrete, compet cev.i

IrldL
pational also-shares wit* the physician a concern

health and therefore extends its concriiition I

treatment concerns,to the mainfehanco of health Ind ple\ehri,a1Usability,

_ registered occupatiol 1 ,ttd Olt; t2i

ual and couti,
measures and
disease and

up:atonal they-ipy assi ht ond to request hr Ito source;the O.T.R. enters tacase at his owl his in411 cogniii-ince, the C.0,T,A. enret. s Izod hy hts tuitrellu ic itud each:

1-coAntLes LhAt hhc physt,t ot, it,Iv II, 1 .1 Le LI.,
medic:111e af,Ii L--.,01.1ACI I-, Che 1,1cal maudgilichr ot ,A p,,Ltktot; iiii

praCt1Cesi v,LIJIttt Lhc 11tts
late with his Ittvel -t

t,. I I I,,

Implements OcaupOtuttil hta:u
,

t he cv.tluALIktrt it piL itit t_ t row
Medic:1.1 mati1iaiL.2211t uti d care pla

A Ilt= lIt i I. tH lii LA(

phys1cLait rukin agelule ,,c, [a I quJI Itcd

troatq , within the pull alit ikinoitutitit p 1who care tar the p tiour, wcl qiztsa iN
por pers,trine 1 ot u I Lttlliilit and .icti It:, Ail

vt1; andthe Legal medical

pracrii
medi-

U tC11;
t;

1.I ii it I tit1,1 i kt I I Ill
_ i..ii_ltlIlIllt

1 Ith =

ti itt,e0tertt and

I I ot

ti h t A t s tip

mp elven
And p t de, tatetitit nil kt_. I. I Inthe evaluat 10 rt ii I i 1 i ii t ttItt lit I tnktitivi,64-1 t:-)1 .t hod r,,L, o Ii hohted



tt

dud t tie tftt Ent en.n. Cc I h a HAA en1
dep et. 41elicei

-

- 4Act, LII. Ilaillili

rter a LI I cnt who, lii lit gt , ihl1r t .

J1(.- .11 Inin Igetwil I t ,! A quaIl I toil idty1 1 irl,
VOci-iL 14.)1111 or 0 r:h tar spn a 1 tzcd n.111 tomien 1 t1,1 ,Htt 1, i

to prw..../ide it; And

gn ides the I (nit ii. Llio Lit t

where Appl aH1 to t he . try rovemen
tabor, 10ri troro-;onrlrl ut otctip,tt ttino
document s tie client' a reck,E

11=Ur'd

, I LI,

L _ oct....u}. her (0.1 Ind r tied
_apy ass I it (,(7, ), ejcit it bn Low. d to re +ALit::-,
qua], itLei .iCflCIC5, tdCL 1,1_ ties, pi ugranic mci pcni,olpw ci 11 aLiormlcuu ir

diriattit to t hc Lem era h v, iii 01111111 t_ he. Pxpe
01 Null I. I c.1 t on p.ict-m,

t

liiIrr
rp; 1

- ctintribuLi IC vv.]] itLit LA:to i hith 1 Ac t, i Ilf t ". I pi:lc-it t_ , ;it ii
zil t ton ,inith i nt ort re t,i ti ion oh I i 1cnu=jI edge ii, I 1, t. I mmii ,

etiFt L t purtun :,. (0 t he us e 0 r hsCnce1cd .tk-tivi t y Ind 1 t- !Ijetc iij
dividu- 1 and .tiocietal health; And '. /

,

in it Int es en try Into ;Lich art ivit7i (2_ hero cit horwl ce ,muld be deprl

the benelir of the concept-, And mi 1iaup1rc II II LI,1 I her,tit y

thu te,e,ttur t.t. ) a OIL ii ed I

titerapy Stiitt umplk..ved mu vtd,onttatfta,- _Ail \./Ltj. Li.Let
Ii rec tot , rke u L colIs \.11t,Aot lit it il Ut L di vt:L 1 1 no( A pi-

r eat ton.i Erog r,p, whi 01 1 [1 ILL 1 (111,1 it-, wht, t10 1 ii t hLN,e heal (IL
troy, th Lhe 1 i phy i L I U' knualedgC, ei ec t I 11 t_ I I t tot cht
ut thei r ener.-1 I bC I t I 1..e, ,.-11.1 1,10,1 L 1 t,:tt (2.1 I t 1 L ii

i %,,, , it di., . i, 1 , .I.t , .1.1.t..t...1,.. .0,1 ,A .
.--..ith,....tt A phvHIO 1 t,.1 C 1. 1 4 I tI ta t [.. ht, :it:d 1 /_ .1. 1 L'1:01-Li I , .1

A 110,,,j I edge. n. t t he tc itit- Lan, iii Ad ,i ( ik :pAill p I 111,--mi,k. C

---.1,,,t11.1 1, cp4)1

I, I

ilid to 11,t . till A ir I it I 1 t I I I I 1 .I I 1,.t, E, It , '._ 1 ,ic

1 LO IA ti I. I 't t .11 1.,II I !It h 1 41, i,11- i I I, 1,c1 11, -,,f

cH. 1 .... I. I. , i I. It inv., I r.p..., 11,1 1.1t-ilt t I iiititFI 11 1,1.tqz Att.-

t i c i p , A , , a oIl 1 tt I i l ti-i I , . 1 I I 1 I It 1 e 1- ..i 1 I ,,I .11 1 1.)11.t I. LlIel'j,--iliy .

I

,I.lite.1 Tut



GLOSSARY-OF TEWS 1JSED IN TK

OCUJPATIONAL THERAPY S-1LANDARDS OF PRACTICE
1

1. Abn'ormal patterns of motion (synergies): certainRfimiHve patte of
motion whic-f typico y appear to varying in the herniplegic
individual when isolated movement is attemtd1 These patterns may'
be seen in the extremities in st-vreotyped flexion and extension pat-
terns as distinguished from normal, coordinated, voluntary motion
which is also synergistic in nature.

2. Activities of d ily see definition of occupational performance.

Activity resfriction: The exclusion of certain activitie
in met-od or duro ion of performance:

r icti ns

4. Assistive/adoptive equipment: a speci I device which assitos in the per-
, care, work or play/leisuCe activities or physical

exercises.

Cognitive skills; the level, quality, und/ar degree at comprehension,
communication, concentration, problem solving time management,
conceptualization, integration of learning, judgment, and time-
place-person orienration,

L.ammuniiy servn, fri glum, Or cidUrce5; VCoiIiuP
recreatIonaJ,Talh ducation and transportotioo v ices
ulagialits that nlay- be available in the commonjty

tc_J pod-04(1i

way,

Dexterity. -skill and ease in poitor ni ,,9

D,,cunrent: the

I tall IOUS,

lions i , th -lied

n recording ot inrorrnon , I tI Jieri s
record/choi1 ail& or in the occupational th j d/ ilicir I

This glossary has been prepared by occupational therapist, work ina under the
auspices of the AOTA Continuing Competency Program and the AUTA-IILW
Continuing Competency Contract NO1-AH-44116. This glossary is not an
AOTA official glossary. Any questions regarding the use of the glossar y should
be.directed to the AOTA Director of Certification. January 197a



fiage 2

//
10, Evaluatt ,evaluation: the proCess of collecting on0,intetpr-orino

lained through observation, intei-view, record re tc:sting

1 1 /Environmental adaptations: structura I or positiona I chnriges designF_d to
,facilitate independent living and or increase.safer,y in the nome, work
ortreotmen t setting; e. t e ins a a ion a romps, .A.Jr-,;h t t- f

furniture heihts; adjustment of traffic patterns.

FuLi itution techniclues: specifiu treatment which
motion m a non-functioning muscle ul muscle 9rOup

mx

1 J. finhibition techniques: specific treatment which utter-AV) decreasu

musc one excess motion-that interferes with fur,oion

14_ Jo int protection 'preservation: the principles or tcchn;ques uf minimizing
.

stress on joints. Inc udes the use of proper bady,(Wl-ionins;,avoidonce
of excessive weight-bearing, static, or deforminq po:stures.

1<inetic activities: those activities requiring motion, Cori biclude
. .activities of daily living and isometric, assistivo, riesistive exer,ises.

.

, Ufe space: an individual's cultural backc)round, voloQ orlentaiimn,
ond env ironinent

f7t. style: thv degree, range and holonCe of se.l,t,L,Q.(,,
fi

play 'leisure:activities.

o

=. 11th that is rec-u ui

n essu I i

Mater 5kilL !he urld/ot deareu at
inustle shtu,pth, Inu5Je tune eriduiun,_.e, hue 0,utul
iunu iuno use

- sipu in,fla 1 perfuil,,,,,_u. the t ..utun [1,0, 01- 3, if ,

play 'leisure adlivities, the u_tivities ut LJJ ily It\ !au
h_,finance ut,these'actiyities fec_intre suit cure N1./11 1

i 1, The- conk.ek of ,,,,,_tnputiutiul t,,i

ihed ifi the derineatiou al 101t-s and funatiuris r' pl +H "
A



The performance a

Page 3

nice ,e0mponents: ee learned and deve.lppibntcil potlerns of
aviT)rw-FraTh7r-e;74-le prerequisite foundations of self core, work,
play/leisure skills.

22. Play-

nents in lude:

o. Motor skill_
Sensory-integra, ill

c. Cognitive skills
d. Psychologka l/intr personal skills
e. Social/interpersonal skills

Skills: those skills necessary to peffoirn.ona engoge in
such as games, sports and hobbies..

23. Pttorili"ti,g: the placing of body parts in proper alignment.

.24. Psycholo l/intraper onal skills: the level, gu li and or degree
fny, self-concept, dnd coping skills.

a. self-identity and self a ncept: the ability ta perceive
self needs and expectations From those of o lers; identify
areas ofse If -aornpetency and I imitations; accept- respon7-
i1iIty eive sexua lity of self; have self respect,

y image; view s'elf as being able to
ntlu

c?ping s: incl des tk e ability to sublimiiiote dii
find sources of ne d rahifitotion tolelute trusholior;"
and anxiety,- cx rienc-c gratification, ucl4 oontlol

Kea! II y crieriti in If,e treatrnbnl apploach u hued at re intui cn f
rejiit i.e e use of simple, structured octivities fur oilco to ti.in
to time, plc] und pelsan.,

)elt skills so,..h us elessiug,
riobility, and object manipulation.

c.,,ity: SKrnouilI I IN SUCh us jetJlng in oul ./t L.,1
,---- - ----f . i . .

W
--,

n icna tr, vekicles ond ur Illz Ing nonspor to r ,

?bleat monipUlation: skibs such as the. handling J. ...-Jutruon

objects such as telephone-, keys, money, light 5witches,
doorknobs.

Sonsa perception of stimuli, includes touch, pain, qvgerature,
sterwgnosis, prapri-baeption, taste, smell, kiriestll'esio, vkion, hearinq.



Sensory-int- rative skills: the level, quality, and/or -ree of bo4
s_ emo, praxis, posture and body integration, visual-sOatial relation-
ships, sensory-mot-or integration, reftex and sensory status,

29. Shall ormust: indicates a mandatary statement; the only aco-ptable method.

30. .Should: indica 7: the comrrionly ac--p d method, yet a1iow for the use
effective q I ernatives,

31, Significant at persons wliu haye on important f clOT loptship to the
c lent. T include the client '5 .farri..y, .r.en_s, employer,
teacher, ocf or heal-th care providers,

32. So6iul/interoersona I skills:
groups interactiori

eve I quulity, or dyudic und

dyudi te ru non skills; ubIlIttCSIrrclotiurIHfiSiu1JeuiS
SUbardina tes; and oythority f igures;'Uemoristrating trust,
lespec,t, and warmth; perceiving ar)d responding 'to needs
and feelings of others.; engaging iii oid sustaining inter-
dependent relationships, coin or I cut ing feelings

in theb. gwup I ntero, tion skilts: abilities in performing
presence of otkers; sharing tusks with others; coapelating and
Loropt:ting with others, fulfilling u variety of group membershdp
ryle5, eAelcising leudeiship ski 11,, per ,eiving and iespond lag t
needs of group members.

pi,, isioo of ,1-11 In, i, the urpe
of re p.r_.4 t rriuirnruirni nsi 1 )1iit Fiiort.. Lig joint

in function, und on LieLlusiiig dc,formir,

L/It,,,efs,1111td (7AI I tvililici it . ilicl Un,1 1,,,11,-,1 .....t f11.,, . .1'3 f IP!,
r -. ,and/or pnysical envirumuent in ..)1d0r- t, ',,,Ficii pelt,,,inun.

env irorimentul (Adaptor:ails)

Work simplif ILIA! 1,11: rf05teanliiqof the
,-m order to minim Le energy out put

LiIl, )k111-, 10-4L I I ii

11

to spr If! L job tasks 1 he sk ills ma r'efer tu tb, work of Ifd, ciehr

harmanmanager, of paid employee. Home inanagur s ills include2 such
ski I Is as cooking, budgeting, .5hoppi: 1, clothing muintepanca, house
, !coning and maintenance



APPENDIX X

Data Abstrct Forms for Chart Audft/Record RevIew

n the five speciality .areas;

Mental-H lth

. Developmental Disabili

Physical Dis -bilities

,. -Str ke

Arthriro

Prepared under the auspices of the AO fA ontihuirg y Prui e t

Contract Nos NO I-AH-44116.

January 1976



'DATA ABSTRACT FORM FO'k RECORD,,RE yIEW

Standards of Practice for OccupationaUherapy. Servi eS

in a Mental Health Progroin"'l

Client's name:

record number:

.4
di gnogis:

date of review:

A. Refeirak5tandarce4

The therapist:

documented the date of receipt and reFerral
source
documented theoccupotional therapy
services requested

Evaluation Standardi

The therapist evaluated and documented the client's
goats, functional abilities and deficits in occupaHonal
performance (activities of ly living):

self-care skills
work skills
play leilure skills

I The standards h ve been developed by occupatiOnal therapists working midge the auspices' of the
AOTA 'Continuing Certification Program and the AOTArHEW Continuing Campetency Contract
No. I-AH-44116. The stpndards are available for use in a self-kissessment or peer review program;
however, they are not official AbTA standa`rds Until al) d by the AO rA Delegate Assembly.
Any questions regarding theii use should be directed to t OTA Direcior orCertification.

,2 The(attocked AOTA "Statement on Occupational Therapy e ra I," is a guide-tine for referral
for trt-Eupational therapy service.

,

3 The attached narrative statement on the stand.ards and the glossary of terrn should be used as a
explanatory reference throughout the record revieW.

4) The standards are not PSRO screening'criteria. AOTA diodel screening criteria are available
for $2.00 from AOTA, Practke Division.



DATA ABS,TRACT FORM FO

Page 2 Mental Health

ECORD RW.1..EW

6DMMENTS:

a

E

A

The therCiaiit evaluated and documentecrthe client'
functiona: abilities and,deficits

following performance component area:
4

-

psychologi I intraa nal zskills
social/interpersonal S011s
cognitive ,skills

When the resul.ts of the occupational performance
evaluation indicated possible. deficits in the
client's motor and/ar sensory-integrative skills,
the therapist evaluated these area-. and documented
functional deficits; or referred the tlient to
anothertiractitione, iar rwoluation.

4. When anY of the a5crivaluatkn restilts, indicated
tbe client's need for ivierral to communitY
services 'or programs, the therapkt determined the
availability of such community resources; or
referred the evualuation to andther practitioner.

'Program dab Standards

099
The documented-program plan
statement of achievable pro
methods to achieve the goal

consisted of a
goals and the,

The7program plan goals-and methods were consistent
with the evaluati6n ibta on the client's goals,
functional abilities cind deficits, community
resources and prognosis.)
The program plan goals and methods were
compatible with the progrbm plans of the other
hnolth care practitioners.



DATA -AasTRAb' QW

i'page Mentai H6ort
,

.C.OMMENTS:

,

Standarct
2

Program lmreritotion Stendards

The theraist implemented the occup tional therapy
program according fo the-program plan. b-effir.

, back to docurnented, Program plan gafs and methods

The therapist periodically documented the
occupational therapy services provided'and the
frequenciqf the servicFs1

3. T1.1 re-e?aluated end
docurdenterl the clianges in the client's occupa-
tional performance and Perfoipience component
skills.

The thIst ennuleted; docuMerited and
. ,r,

ipplemented progravhonges consistent with
chary in th4 occwational performance .
and jqrformance. coonrt ski I Is.

E. DiáhdI dards

plst prep red and docurnen d the
tional therapy.discharge plan.

The dis.charge plan was consistent with the client's
goals, functional abilities an deficits, community
resources, end prognosis.

The discharge plan was consistent with the
discharge plans of the other health care

, pidctitioners.

4 Sofficient time was.allowed for n
-1

acceptance and' effectiVe implementation of
the disCharge plan.



bATA A1317iTRACT-FQRM Fcis#,R REC RD REY1E.W.

p9b6:4: Mentd1 Health

COMMENTS

CONVAEN rs

Thde therap st documented th6 client's functional
abilities and deficits in occupational performance

F'and performan6et camPonent's le ns at time o.
discharge 141"

erapist tfirminated occupational therapy
whernhe'cltent had achieved thp.

t1ieIient had achieved ma.ornum .
cupational" therapy,

ndards

clients with Chr
,

he therapist re-emaluated the:olient at an
propriate tine interval following discharge.

The re-evaluation results were documented.

If the client needed further service, the therapist,
referred the client to the services needed.

ic condltio

January 1976



Americaxi Oecupationa T apy .4- ociation, Ine,.

-----

DC A ABSTRACT FORM FOR: RECORD ,REV1EW
4

A
MENTS:

Standards of F:ractice for OccupdtionT Therapy Services.
for the Developmentally tnsabled ClienF

CI n me:

A. Referral Standar& 2,

1 The- therapist:

-documented the dare oF receipt and referral source
dacumentedIthe occupational therapy services
requested

^rf
Eva 5 dards

r

The.otcuPatiOnal therapy evaluaNn included en
6esvnent of the:developmental level, as well as
the tunetional abilities and deficitsinin the failow-' ... .

ing areas:.

occupational performance

I) self-care skills
home-AA-s-chool skills

1) n'eilleisure skills

ivi daily

kI) Th._ .. Iiidards have been develo ed by dccupationa! therapists working under the auspi es of the
AOTA Continuing Certifica i Program and the AOTA-HEW Continuing Competency Contrbg?'
No. 1-AH-44116. The standards ors available for use in a self-assessment or peer review program;
however, they are not offiaal AOTA standards until approved by the AOTA Delegate Assembly:
Any questions regarding their use should be directed to the AOTA Director of Certification.

2) The atfacifJ AOTA "Statement on Occupat onal Therapy Referral," is a guideline for referral
i,for occup onal terapy service.

3) The attachL narrative statement on the standards and the, glassar of terms shoula be used as a
elplanatory r rice throughout the record review.

) T e standards are not PSRO screening criteria. AOTA rhodel scr ing criteria re avaflahlë .
2.00 from AOTA, Pratfice Divisi6n.

q;'L

anuary 1976- Edition)
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.Pa9e 2- Developmentally Disabled'Cient

COMMENTS:_
Siondord Wa COMMENTS:

b. motor skills

c. sensoryintegrative skHls

'the results,of the above evaluation
or c.) indidated possible deficits in

psychrAlogical/social and/or cognitive skill
the therapilLevaluated these areas/ bnd do
rnenteil, funglonal deficits; or referred the
client-10 the appropriate s6rvice individual.

When any of the above evaluation (l.a.b.c.
and/or 2) results indicated' the client's
for rei.,prrefl to community servi,Fes -or
the therapist determined the availabliity
of such community resources; or referre
evaluation to the apprdpriate service

:The e4aluation methods.tvere9ppropriate to the
ahron gical age' and,fUnctional level of the'
client.

Wh'en standardized evaluative tests were used,
the tests bad normative data for the age ranoe
of th,e, client." If normative data for the
age range of the plient were not avajlable, the
staidardized test results wer'e expressed-in -relatierr
to the,norrnative data.that were dv6ilable. ,

The therapist dpcurt; jar.j.ei _d the evaluatien
in the anew's record.'

C.;Program Plan Standards

results-

I. The dqcumentd program plan consisted of di
statement of achievable program oals and the-
methodoo ack.ieve the goals.



D TA AUSTRACT FO. FOR RECORD RI:V][4V

age 3 Developmentally Disabled Client

6OMMENTS:

v

I 2 3. 41

2. The program plan goals and method
consistent with:

esthblished principles of normal growth 9 dr-,
development kJ'

the evaluative res1tsrid expected progoasis
the goals of the client's family and significant
others
the program pions of the other health,
practitioners

c's/hen trte Occupational therapy prograth goal was
to Prevent or diminish dysfunction in.occupotionol
performance (activities of daPy living) or
to enhance occupational performance, the prog
plan included the (but need not be Jimitej t
use of one or moie. bf the following types o
acti

,

-core activities; 'rhay also include
instruction in the use of adapted rnethol
oc equipment
home-,:workchool activiti8; may also
include instruction irt the use oPadoptecl
mIthocis and/or eejuipment

c. piety/leisure activities; may also inclusde
instruction of family in play activities
appropriate for child's developmental level;
instruction in the use of adapted methods and

or equipment

.,



DATA ABSTRACT FORM FOR RECO'RD REVIEW

pag-e4.: -Developmentally Disabled Client-
, .

C(.MENTS:

4. When the goal was tO prevent or diminish neuro-
mu.scular dAfunttion or enhance neuroMuscular
evelopaent, the program plan included (but need

nqt b liMiied io)..tke use of one or more of the
f011owing tift'kts of aciivities:

vities .which maintairA,or increa;e ranae of
orlon and/or ..muscie strength

`actMties whichfacilitdte ktégrc
develbpmentally apRropriate reflex
activities which provfet sensory stirnul
ctivities which promote the development of

iiiesired.movernent kitterns dnd Illotof control
activities which maintain or increase
coordihation
instruction in use of proper p
techniques
provisibm of and instructiorLin
addptive equipment and/or orth

When the goal wag to prevent or diminish
sensory-integrative dysfunction or to enhance
sensory-integraMe developmertirrhe program
RIA included (but need not b&litnifed to) the
appropriate u ofsselef one or more the following
echpiques:

e use of
lc devices

sensory stimu lotion technicipes fa
anditarv. 'austdtórv. otfacforvs toctile,
proprioceptive, khiesthetic, and veltrbular
stimulation,.

b. .facititation tecciniques
inhibition.technkiues



DATA ABSTRACT FORM. FOR- RECORD.

page 5 Developmentally Disabled C

d CO E TS;

COAM E NITS:
_

t

When thàal was to Prevent or diminish psycho-:

logicardysfunction or to enhance Psychological'
development, the program plan included*(but
nee-d not be Ijmited to) the use of activities which
assist the Client in learning. to:

xperience and cope with competition,
guccess; fallure; and/or

b. express feelings; and/or
develop self esteem; self identity

When thegool was to prevent or diminish social
dysfunction or to enhance social devel6pment,
the program plan included (lotif need not be
limited to) the use of a.:tivities WhiCh assi
client in learning to:

irnitate
and or
iisten arid cOmmUnicate; anr$fa

c. develop sensitivity to other persons teelings
and- behavior

rid develop apPiopri te social behavigr;
. ,

1

When the go'al wos to prevent or diminisri cogni'five
dysfunction or to' enhance cognivb're development,
the progrop pkin included (but need not be limited
to) the use of activities which asskt,the cli.do in
#eveloping: --. ,--- .

neentration e n

memory/recal l; 'and/or i
decision making and pro lem soNing ski]

.'

A
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. page 6 "Developmentally Disabled Client

CONMENTS:

tandarcl Was COMMENTS:

The therapist periodically dozumented t
occueational therapy services providod and th
frequency of the services.

The therapist periodically r -ev uated, and
documented the changes in the,Qc t's occupation
al perfogrnance and performance ponent skills.

4. The therapist formblated, doeurnenteA.,and im7
plemented progrhanges consittent with .
chawges in the ct.ient's.occupotional parformanee
'ond performance component skills.

E. Discharge Standards

I. Ihe 'therapist prepared and d8curnented the
ccupational therapy discharge plan.

2. The disai p!an NO; consistent wit
client's goals, functional abilities and deficits
community resources, and prognosis.

The discharge plan wal con;istent with the
discharge plans of the other health care
practitibners .

fficient'time wai allowed For coordination,
cceptance and effective irrnlementation of the

discharge plan.

The therapist documented the client' nctional
bilities and deficits in occupational perforrhance
ni erformjfce -component skills at time of

discharge.

The-therapist terminated pccupational therapy. .

serviceswhen th&. client .hod atleyed.the goals
or

, . , .

wheh the clienehadachie-ie_..rha:drhu.m
nefif fro-hb-eu ttonl fherar ny. ., . -_

:- -... ,.
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6tandards of ice for Occupational The apy Services
for Cl vith Physical 'DiSabilities 1

,

Clio t s

recoid number:

dkignasis:

OMMENTS:,

oherapist;

r viewer:_

A. Referral Standards 2' 3

The therapist documented,

a. thedate Of redeipt and r`eferral source
b. the terVices requested
a. the above(p&b) within' one worki

the referral receipt
g day of

Evaluation Standards

1. yahration via completed and the
dc%urne ithin acleast five working days
cftr ackno ledgement of referral relei

results)

a

tandards have ieen developed by occupa 1 a erapists working under the'riuspIces of
TA i n mr ification Progra and the Aor -HEW Continuing Competency Contra

No: l_Aff41tflhfte standar& (ire availbble'ror use in a self-assessment or,Peer review progrem;
however, they are riot official AOTA stanclards until approved by the AOTA Delegate Assembly. -

Any questions regarding their use should be'directed to the AOTA glee or. of Certification.
2) The attached AOTA."Statement on OccuPational Therapy Referral k " i's a tJ'çle for ref4 erral'---- 6, . ,. ; .for occupational therapy service.
3) The attached narrative statement on the standards arid the glossary of te

explatiataty reference thibugriout the record re'view.
4) T.he standacds are not PSRO s6eening criferia. AOTA model:s reening crit$ri ,Aare available ----., .

...-;9,far $2.00 from AOTA, Praclice Division.
'-

be used as a ,

_

(Jonu
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Physibal DiSobilities

,

COMMENTS:

'.-
dord was; COM El\ IS;

The initial evaluation included an initial assess -
ment -Of the clienk's goals; and -functional
obi lities, and deficits in:,

,
self-care skills

b. vork skills
play/leisure skills

3. The evalirnt1i inqluded an asessrrejtof the
client's funfional abilities and deficits in:

a. motor;Oftr44.1`

a 4 . Mien any. above nd 4 evaluation,
- i---regulis in . ible dOi jh

sensory-1
psydhologic

c, soeial skills, and r
d. gnitiVe skills.,

the'lther evaluqLy hese areas and
documented tiny F ficits; or referred ,
the, client to the,apprapriote servide/incUvid6a1
evaluation.: 43- -

When otly,of the al3ove 4., an -5 )
evaluation results !mil-mated tVe cli,ent's need- r
referral to community §eriices or programs, the
therapist determined the availability of such
community resources. or refired the evaluatibp
,the appropriate service/individual_
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DATA ABSTRACT- FORM:
!page

ECORD REVI MME T

COMMENiTS:

Ian Standards

The therapist documented the program plan within
six working days after thd acknowledgement of,
the referral receipt.

.The documented prägram plan cohiis ed o
statement of:

0. acAievable program goals
b. Methods to achieve,the goaIs

3. 'Ion gaols and Melhods e ns te.nt.
with: -,

va luatwe resu lts and e'specied,pro nosis_
b. the goals 'of life client' prid/o? family
c. the program' plans oF ethei7health; care

proctitimertv.

D. .Progran Im leMentation Standards

The.thprapist irriplemented the occupation
therapy,prograM alilording to tke pro9ram
plan: (rpfdr boek to documented progroin.plan
goo Is ond methods),

The therapist cumenFed, at least every Ave,
woPking da ocupational tiler py seittr
provided, the requency of the sery,Z es, a
client's progress toward goals.



ATA: T:f COMMENTS:.

e 4 PhysiaCif-Dis

. The therapist periadic6l1p-'4-evaluated and
documented the changes iii`the client's
occupational performance and/or performance
component skills .

if the client's progsram exceeded a Srmobth
pead, the client- wa; ta-evaluated qt
lealt every two months.

ET if th' client's pro9rom wa-, less than three months .

the alien:- Wasire-evalubted at leas once
. #

per rharith.,

Tha therapist f ulated,#documenfed, p d
.thplemented program changps toruistent
the chan§es in the client's accupatibndl Re

dzperformance neht s ills.

Disc

,do

The ttlerapist prepared ond documented the
Dccuntional Vherapy discharge plan.

'3

The dischOrgeplan was C'cii-rist'ent with the client's_.#

goals, functidnal abilities ahd deficitk, cornhianity
, , .,

resources, and prognosts._

The-diechorge plan was coristnt wih the
discharge plans of the her health c re

,practitioners.

In the prepatation of the discharge plan, the
rapist allowed enough iime for caordination,,

ac eptance, and effective implementation of the
disc a ge Ian.



PATA-Ai35TRAC-f F.,Q,RM FOR RECORD RIAIEW
- ,

page. 5 Physka Disci) i ties

c6MMENTS :

a, The therapist d mocuented within two wor?-king
days following discharge, the client's functional
abilities and defkits in occupational performance ...

and performance/component/skills at' the time
of discharge .

6. The therapist recommended discontinuation of
eocupotiona I .the ropy serv ices when the cliefft
achieved the pragrorn goo Is and/or ochieVed
maximum benefit from the services.

January 1976

COMMENTS:
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Standa rds of Prae.tic7e for Occupot iona IJhc.ropy Services

for Stroke ['alien Is

n, irne:

rccord nurnh1:

A

1

A. Referral Standards'

(Lilo, or

; (J

A

revt.eNert

The the r pist do,c6men ted:

the d.ate of receipt ond
b. the seryices requested

t.he above (o8b)
the referral receipt

Evaluati On S tam

1! TAe Init I
.

re'sults curriehtt
clny- t:m- ad, now I

efarrdl source

e working day of

ion was c rr leted o d the
i hin cit lc,t-ist five weork inft

(ien, or cefcrio l .receipt

=OMMEr-Il s:

I) The star dards hav,2 Seen c,N_n/c!oped by occuputi a la l- the-rapist, working undQr the ouspicos of,th)
.

AOTA Contirlui la Certi fication Pr or;rctill and the-AO-IAHON Continuing Competency -Contrac
No. l-AH-44 116. The stohdarck a re a vg ilabla for use ,in a s-_,If-asessnient or peer review proQrarn;
hovie ye! , the v ore not a If-icio : AMA stow:lard-A will l op,,rov _,:l by, the AOTA DelegLito Assembly.
Any questions rogording their use should be directed to the AOLA Director of Cer ti float ion.

2) The ott Jched AQTA "Statement un Oc cupational Tkelapy Ik!fon(11," is 0 guide( in e fot referrai
for occupot lona I t hcropy s -!T-vice.

3) The ottyclied narrative sta tement on the standaids and the glossary of terms shoL-Id be u? 2d as c
explanatory reforonce thmidgb3Ht tile record royiew.

4) The s tandordr, are nDt PS RD ncre-7.n im criteria. 40-ft, criteria arc available
for $2..00 from AOT A , PR_ c; ic e N vision!

ry 1976 Edition

3 3
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kigo -2 Stroke

C0f4dIENTS:

2 .iThd initial evriluali on included an initial
\ assessment 01 the dim-it's Donk, and 'um'

tiooa I abilities .and dr4icits in:.

u. occi.ftWionci I perFormance et iv ities of
daily living):
I) self-care sk ilk
2) work ykills
3) play/leisure skills
i)erforrnanre component skills:
1) mntor.ski I Is
2) sensory-integrative Is

Sir
I :F.,

, 3. When any of tliki above (2: a and or 14
,

ev tj.atuaort r:f..su Its inn! cafic d possibl a deficits in:

a. 'psy.chorogrca I skills, and or
b. social 5kilis, and/or
c . fr_ognit ivo ski lk

the .tHropis 0,,,''cluotcd these =0 was and
documented functional deficits,: or referred the

to the appropria te sui!rv ice/ individual
for evaluotEon.

4 When any; of the abovo (2. b crld/or 3)
evaluatior\1 raw,' ts indir-ated the client's need for.
referral to',carnmunity sen!ices or programs, the-_
therapist dOerminigl the availability of such
community resources; or refered the c vet luotion
to tho appropria te se rv ;due I -

0



.,)' ATA MS1 RAU' Fr- R
\ Page 3 Stroke
,

COMMIE N 5

IEW

Program Plan Standards

rid ird v;

When the evaluation rest)! IS indicated any of Phc
followin9 problems, an accupotironal therapy
program plan was developed:

C. decreased ability for or:cup:it perfor-
mance (activities of daily living)

b. muscle weakness and/or I im itod endurance
C. limited Fx.7ssive range of rnorion
d. la ck of active motion

abnormal muscle tone
F. abnormal pa Hems of movem,2.nt (synergie-
g. lock, of dexterity and/or coprdinotion
h. impaired sctrisa Han: (toetife , pa-la , tem-

pera hi re , 5teruaros , prop riocep Hon )
impoirod cognitive fUnctioning (coniusion,
dicarientat ion, and/or judgnent
.m pa irf2d head or trunk control
neglec t of involved side of t ho body
de prn.sion ond/or low so If -esteem

in pain
. fy to commun -ate bmic
. edema of the hands

p visual =kl del icit
q oproxic

The -pkt documented the program plan wit)
31k Worl-dr1Q days after tho acknoviledgernen

the re fe rro) receipt.

Ihe docuniñted program-plan coryzis tod of o
stotrry,t of:

a-ch ievo ble progran pools
latbods to achieve the goo Is

COMILN
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page.4- Stroke

The progiaM plan goals and methods were
consistent with:

a. the e'ialuativti rcr.ults d cxpected:p
gnosk .

h. thi! goa Is oF the c lien t and/or farn 1 I y
r t4 program plans of other health car°.

prqctitiOners

'When the evaluation resplh indicated any of
the following problems, tho program plan
consisted of (but 'need not be limited to) the
following methods:

decreased ability for ctivitios of daily
livir

The therapist ilcinned, as needed, te

rtxtt pecific performance cornpano
that interfere with function; and/or.

2 use repetitive practice of activities of
daily living; and/or
each ono-banded methods far perfor-

mance of a iv iti es of da ily I iv ing;
and/or

4) provideand tra in in the use of assisti
devices; ond/or

5) deve lop pra-vocatioiaI or vocational
interests; and/or
gkie recomineiidatons to e IhnitIC to
and/or adnat architectural or environ-
ment-il barriers to enhance perFormonce
in the discharge setting;

muscle weakness ctid/ar 1imnted endurance
where;there is isolated rnuc1c côntrol!

The therapist planned, as needed,

I)

2)

J)

use graded aztivity program; and/or
use assist lye to active to re5istive
exercisiz praerarn; and/or
use activite o f ,cla I iv ing training
program

CO E -rt
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page 61 Stroke

COMMENT

lack of dexterity an

The therapist planned tO:

rdination

I) use repetitive graded ctiviHes or
exercises requiring cocirdinution.

a

,The therapist planned to:

I) use methods to compensate for sensory
impairment

confusion, disorientation; an
judgment:

The therapist plan ed to:

poor

1). use rea I ity orientation techniques; nd
or

2) structure pa tient's da ily activities or
environment; and/or

3) instruct, significant others on appr ches
- for. pa tien t management; ond/or

4) refer.for medical management; and/ r
5) use sensary-integ ra five techniques to

increase orientatkon to the environment

-impaired head or trunk confrol

The therapist planned to:

1) use sltengthening activities Oen weak-
ness is identified os the cause; ond/or

2r use exercises/activiti es to enhance
postural and equilibrium reactions and
to increase awareness of body in space;
and

3 intermittently use
control; and/or

4) provide support egu iprn n tj.ecl;
and/or

5) teach patient and r sign ifi con
safety precautions

eduiornent to chill len- e

3 0
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Page 7 Strok I 2e

COMMENTS i

CO ME TS

,neglect of the involved side:

The therapist planned as needed; tb:

1) use sensory stimula ion; cognitive input;
and/or

2) use bilateral activities, especially those
requiring crossing into neglected spaces;
and/or

3) position body parts where they can be
more easily seen and less easily ignored;
and/or

4) instruct significont others in the nature
of the problem and safety precautions

depression and/or laW esteem:

The therapist planned, as needed,

1) encourage and provide opportunity
for the expression of feelings

2) involve the patient in success experi-
ences

..13) help patient recognize his/her cap-
abilities

4) refer for medical or psychological
management

pa in:

The therapist Jolanned, as needed, to:

1) notify the physician
2) if any of the following are causes:

increased muscle tone iTi) use
techniques to decrease tone
unsupported joint b) pro-
vide support
joint tightness e) per-
forrn range of motion
edema -----)d) use
positioning, active exercise and/or pro-
vide support

391
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Page 8 Stro

RM FOR RECORD REV

COMMENTS :1

n. inabil ity to communicate basic needs:

The therapist planned, needed, to:

1) explore alterna e methods of communi-
cation (exploration may mean referral to
or collaboration with_ speech pathologist)

edema of the hand:'

The therapist planned as needdd, to:

1) elevate the,hand; and or
2) apply plessu're Wrap; and r
3) refer.for medical management'

ndard
2

0

I 'field dthficit:

The therapist planned,

a ch patient to, scan.:,
inc rease cognithie awa
problem

3) use activities that require working in t
Impaired visual'. field
instruct significant a
of 'the problem

apraxia:

The therapist planned;qs needed,

1) use activity programs graded by ni-
rive requirements

2) use repptitive practice øf sirnilormofor
acts using different objects

3) use graded, repetitive, manual guidarrce
for handling and use of familiar objects

4) increase the complexity of functional
performance as simpler tasks are mastered

5) use sensory-integrative techniques
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Page 9 Stroke

OtM FOR RECORD RL/ cc ENIS:

D. Pro ram lmplementati

The therapist implemented the occupational
therapy program according to the program p la n
(refer back to the program plan goals and
methods)

The therapist documented at lest' every five
working days, the occupational therapy services
provided, the frequency of the services, and-the
client's progress toward goals.

The therapist periodically re-evaluated ond
dooumented th changbs in the client's occupa-
tional perfo-rmance and or performance corn-

7'pon-6nt

a. if the client's program exceeded n -niapth
period, the client was re-evaluated at
least every two months.
if the client's program is less than three
months/ the client was- re-evaluated at
least on.ce per month.

The therapist fcñiulated, documented and
implemented bgrm changes consistent with
the changes in th.e client's occJpational per-
formance and performance .component

E. Discharge Standards

1. The therapist prepared 6nd documented the
occiipational therapy discharge plan.

2. The discharge plan was consistent with the
client's goals, functional abilities and deficits,
canimmi ty resources, and prognosis.



QATA A1351 RACT

Page 10 Stroke

COMME N TS:

The discharge pion we
discharge plans of the
tisners.

onsistent with the
her health care practi-

la the prepare tic( :of the discharge plan, tF e
thempht allowed.olough time fa -C'oordination,
acceptance, and effective irnplernentatioh of
the discharge plan.

Fkc 11,:rupist documented within two days
following discharge, the client's functional
blitiesanfics'in occupational perfor-

mance and performance component skills at the
nie of discharge.

6. The therapist recomrn nded discontinuation of
occupational theropF services when the client
ochieL%ed the program gools and/or achieved
maximum benefit.from the servi;

nu ry 1976
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QATA ABSTRACT FOrN

of Practice for Occu$oridl Therarxy Services

for Clients wth Arthritis 1

ational Therapy Association Inc.

S turd:: rd
.kEVI

notne;

reaprdnurn 4 ate of

;

; rev cVcr :

A. Re

fi

Process Standards

2,3
I Standards

therapisr documented:

the dote of receipt and rafertaVsource
the services requested
the above (a8.b) within one orking day of
the receipt of the referral

Evai,aton 5taidardc

evaluation was complet d arid the results
umented within P t leasr Five wonking duys

after acknowledgement of referral receipt.

()

it

) The standards have beer) cluvel per] by occupational thernpis:s working under the au:pices of the
AOIA Cohtinuing Certification Program and Ihe AO TA-I-IEVY Continuing Competency Contxect
No. I-A1l-44116. The-slarldards are eve:liable for u c in 0 self-ess;essment or peer review prontarni
however, they aro not official AOTP--, standards urriil opplow.d by the ACTA De.lepte. Assembly,
Any que5tions regarding flick use should be directed to tine RD1A Directovoi, Certificatiori .
nre eached AOTA "Statement on Occupational Therapy Referral," is d rluideline for referral
far tiona I therapy service.

3) The alloched narrative statement on the standards and the glossary o rerms should he used us a
explatioIory refelence throug,hout the record revi ew.-

4) Ma siondaids are not PSRO screening criteria. ACTA &Lode] screening criteria are available
For $2,,,OO'frern AMA, Practice Oki

(January I? 76 EdDi
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_
P°9.-- 2 Arthritis Procels Standards

Stonda d
I 2 3 4

-._--------
ENT'S:

(:)

1.)

a
n
a--
iv

3
o
-.-

--,--n

n

z0,
z0.

---c

-..-
n
o

2. The eva u 1 inluded (but need.not be
r inlit-ed to) an init lol azessment of the c lient's
c-ocal, ond functina: abilities and 44ficits in:

OCCupat(Or!d p erferrnonce (activities or c a ly
17ving):
-_) selfcalp skill:
2) 'Nor'< s',4ills

3) PlaY/leisure kil Is

6 . perferrnanc enii, on -en ts:

7) motor s 'xills:
) acive and passive rgrige of motion of

of fecto d ioin ts; \

rnus de strength (within painfree ROM)
c) end-ow-ice; level of activity tol eran ce-

3. The ava luation also i nc I uded (but need not be
I imi tad to) cm init lat, assessment of: ,

a .. the client's a617lity to utilize the physica I
foci I ities 0-1d equrprrient within the living

"alVar -..vor "..(inci enviornroent

any 0 f the a boy a (2 and/or 3) evaluat ion
r-3su I ts indicated t he client "s need far referral to
c arnr-nun ity services o r programs , the therapist
d ntaimined th.3av ailoki lity of such community
resources; or refer red the evaluation to thu
a 2prprrate se :rvie tVi irdi viduel .

5 . I f any o f the a hay e (2,3)4P evcsluat ion resulls ill
ica led possib 10 d efi cils in psychological or social

5 <I lh, t he thenpi:st c-va iuo tocl and documented
Func tional deflcit in psychological or social
s -dIk; or refered tha clien t to the amropriu to
s ,Jrv 7 ce/in chi duo I fo r eval uation .

_.,.7......, .._
..., !.

_.

1

-
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Pa; a Arthrit Filacess Standeirds

<0 AW, EN -71S:

ndord
I 2 3

COMIMEN TS :

3

Prosgrarn P Ian Standards
_

I The -therapist d Ow merited th
ix viorkIno ci0 ys after th o ckn3wkd9men t 0c the

7'efe.-Tre I recap t.

programs plan within

-
7The documented pro.:: ram pion consist ed of a Oa te-
rner:'_t of

a achevabie pr9ramg3oI s
b . oiethods t h 1v the 5oah

a. -rho .,pro.jrarm p I an _pa Is a nd methods were con -
ent vdth

a t he eva I 1141- 7ive results and e.-xpec red_ prognosis'
b the goals of the el ien 0Id/or Gmily

proo rev, plcins of oth:2r h ealth care practition
VErs

4- , olhen the ev,Iluati oo jestpit indicated a prdblern in
a,ny a the Follovini arca: end if tbore were no
rnedi col rastic dons, the program pr_cm included
(Iut need n ot b li nlit-fad ro) th2 following methods :

a_ o eu pat alio I prfo rrna ne,2 (c-ct iv Hi es of daily
1 iving)

T he therepi st p k111 nod i c n.Jeded,' to:

r tea cc: odept own cii oethods; and/or
2 ) pray id, adaptcd or a ssisive equipment;

o lid/or
3 ) cdapt equipment ond/or env:ronment; cnd7or
4 ) discuss mite rno mothods of pursuin

form or y _ocu tknal (Ivo= ional cictiviie
oneor

5) discuss and develo now avoc tkmal
;nte.rest, ai J skills which ore sotisfying to
c t's nee ond arc ne,t la mni fu I to of fected
joint 5; 0-1(I/o1

) ci Iscuss he ,2ffcct of rhe iirieicc nru tFie client
G WI; ty frr-Q pctrform (1010 ties of dciii y living



DATA A5STRACT FORM FOR RECORD REVIEW

1309e 4.,'Arthritis Process 5tandards

S'-and ard we,'.
1-

2 3 4

COMMENTS !

CQMMENTS: 0 0

3 3
0 CC

-d

motoi ski Ils

Ic therapi5t p lannd, as needed, ta:

I) provide instruction in kinetic activities
designed to intrea;e and/or :nein lain
passive and active range of motion; andjar

2) design, fabricate and/or fit orthatic devices
as a7prov.zd by physician; or recommend
the desEgn of orthatic devices to be con-
structed by another specialist; instruct the
client in the rationale for the arthotic
device; the Llie and care-of the device; pre
cautions to 'ae oioerved; and/or

) instruct the client in genera] principlas of
joint prtacl.ion:

a) proper body mechanics
b) avoidance of static andier deformnc

postures
c) work. s im pl ifica tion techn iques

ly3ed for proper balance of rest and

c. .problern in fIi e use a community resources :

The th orap7 t p. tirffiud as nueded to:

discu-,s vith thJ ,2.lient Osi ,20nununll y
rt,,SeurcLn 'WI+ ciru aVdi tllle tu mc-et
his or her ne-cds rn the areas of: employ
ment, tucrecition ,v5rcializoti en , tran,--)nrt
a tier., a :Hit iondl therapy seriice, , an d/or
,-,Qu-ces for a (lop! .11,3 (1,1JA)I xtrc icm o ip -
wet it .



= DATA ABSTRACT FORM FO R RECOD RF.VIEW
page 5 Arthrit is Process Standards

d. problem in ps,iichologica I ski lk :

Tke therapist p la nn ed, as needed to!

I) provide psychological support; and/or
2) provide opportunities for cli ent o exor s_

Feelin..3s; and/or
3) develop s el f esteem and self con cept

c need for home progran

The ther _ 7st plannod n

I) develop, discuciri3 doctnilent a home
program

D. Prodrani Imelernontation S tanda-ds
_

The thor t I Iop s. emented flie
t herapy presararn a zcoidln,i to Iii u proorall pion
clove lopod for tbo 'fallowing orol.ilenn

pro5lon in occuiorc! per fon Ince
(activities of ddily living)

b. problem in,rriator skills
c. problern,in thcc use of comniuni ty ie5ourc os

problyn In psychologko I ski Ils
n 30if for hal Ito 131-m:iron,,

document-0d pm grdni plot, for
iw o f prograni pion god Is cm! motbodi)

The th,crapist docudrented a I I ocIt ovvvy tivt
ys occu ie ti cill ,11 tl icru y eivi cei

Orov Mod t-ho frequency of thc aervi cc), ond tht
hoiit pro9r Cs t own fd fcco Is -

-rt

i

-0 3
CO

CO EN TS



DATA ABSTRACT FORM F R .RECOF:D RE ILW

page 5 Arthritis Proce__ Saridirds

COMMEN TS

- _

The therapth documented the fel lo.ving Svit-Iptatns,,
0'r-changes in symptoms-) if noteJ:

a. join swelling h

[) pain
c. sti ffness

t?.)

d_ muscle tcrJrnss and at
c. skin changes; nodules
is increaied jOint deformity

docrea;ed sensation

infl mr-nation

4. The therapist p'erkdically re-evaluatcd and
documented the changes in the client's occupation-
al performance ond/or performanCe component 'Skills:

if the client's proJm-oni ceeded a three-month
period, the client wo; re-evaTueted at
least every two months

if the client's program ova; less tian hree
months, the ci imt. wan re-ovaluated mit IeLut
once per month

5. The therapist Iorumnu la ted, documented, and
implemented program changes consistent with
fthc changes in the cliem's occupational perform-
on co and performance cerliponent skills.

E. Disci- ame Standards

I. The therapist proparod an d (100)1 unftci th occu-
pational therapy cli.schot9,-;

The dischargesplan svcri nsV.tont with the client's
functionol

ca; , d pro,1ncr,h

Standard \vas:
I 2 t 3 j4

;

-$

ID

p
c, 01C.
ci

_
n-o
cr
CD

Jr

CD

0

5

r

(1,

C MEN IS
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1009e 7 r-fhriti rocess tondords

, COMMENTS

The discharg. i4an 'Not consistent with fhe
discharge plans- cof 4e-other health.ca-re -

practitionor.s.

In the prepa
thoropist
accoptanc,.
discha rg e plan

of the dischargvplan, tbe
enough tittle far coordination,

fect-ive impiernentatian of the

5. Th e th :rapist docurnente--4 wtIiLn
in.j idischorgo, the c[iont's fun _-
and defi cits in occup]tional
performance cornpon cry r.isk i 1 Is
dischoTgt3o

1 aililities
c and

1 he t5rn e of .

6. The therapist recommended- discanti Hon of
occupationel therapy services whe e alien
ocedlile program go4s tihd/or hoc, achieved
maximum' beneFti from the .ervices

Jan Lin ry 1976
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.Auieriu OccuPa onal Therapy Association, Inc.

DATA ABSTRACT FORM FOR RECORD REVIEN,

Stcndards f jactt ce for Occu pa tional TheroprSe rvices
far 'Clients with Arthriiis I

Client's nam

record number:

agn

of,review:

;therapist:

;revie

Stan4ord1231
a 0

Ci
-o cc

0

'A. Gene!'

utcome Standards

I "Standards:

These general standards are applicable to clients with
any type of arthritis., Additional outcome standards
are 5tated for sorne specific forrn of arthritis.'

Outcome tanclards state whct the client is expected to
-achieve ar be able to do a's a result of the occupationa I
therapy ptog Tam..

In orderlb 3seSs an occupatiraI therapy program
with these Outorne standards , 'the reviewer should
review the record/chart to determine if the client,
achiewod each of the following goals:

1,....The
client perfo , within the limitation of !he

disability , those activities'of daily living which cire
,performod by someone of his/her age and role:

COM MEIN TS:

, I

I) The'standards havg been developed by occupational therapists working under the auspices of the
AOTA Continuing Certification Program and the AO1A-HEW Continuing Competency Contract
NC/. I-AH-4411G. The standards are available for Use in a self-assessment or peer review pl'i;grarn;
however, hey Cl7C not official AOTA standards until approved by the AOTA Delegate Assembly.
Any questions fegd rding their use should be directed to the AOTA Director of Certification.

2) The attached ADTA "S ta foment on Occupational Therapy Re fenal, s o guideline for re 1

for occupational therapy service.
The attached narrative statement on the stanclorthi and the glessnry of ter/7i s. should be used as ci
explonote: y re:erence throughout the record revieyv.

Oandards ore- not PSRO screening criteria: ,,X(.31.,A rhadel screening criteria are avilobl e
for S2.110, Troia A OTA., Practi ce

(Junuciry 1976 Edition)

21P 64,



DATA ABSTRACT FORM FOR RECOR REVIEVY Ston_dard

4

page 2 Arthi-itis Outcothe Standards-

COMMEN7fS:

2. The client practices a balance of rest and, tivity,.
work simplification techniques for energy c nservation
in his or her daily routine or activities.

3. The client incorporates joirit protection/preservation
techniques into his or her datly routine.

4. The client u42s proper Lody iiiechancs during r st
and/ar activity.

5 The client performs kinetic activities as instru ed.;

observes necessary precautions.

6. The client has same or increased active and
passive range of motion and strength on last day
treated as on first day mecbured.

7. The orthotic device met the need,, for whicI it was
provided; e.g. decreasd of pain, increase of
function, and/or prevenfion of deformity.

S. The client properly Osesthe orthotic device,
and observes precailtions.

9. The client properly applies, removes, and
for the orthotic device.

10. The client correctly uses the adapted or cnsistive
davice. 4

1

I I Modification in the structural arrongement Or
equipment in the client's environment ha,
increaced the client's ability to function in tkc
environment.

o
cc

12. The clIent correctly follows e home proçjronii.

13. The client's family oncourigrs the client to WA low
the in..tructiom of the occupational therapy
program, the home pregiam, and the requirod
activity restriction... 61 3

CO E_



DkkA AE;STRACT FORM FOR RECORD REVIEW

Page 3 Arthritis Outcome Standards

CONNENTS:

14 The client and/or ignificort others agree to
:follow the arrangements riiad e to assist the client
in activities he or she is unable to perform at
discharge.

S. Outcome Standards for the Post -S vrgi cal Phase:

Standards ore the same as those lined- uncler tha,
general standarth with the following additions:

I. Preperatively; the client correctly performs
the pre-operative exercises.

2. Post-operatively, the client correctly performs
tl)e post-operative exercises; andjor correctly
uses brthotic devices.

3. Client observes post--operative positioning,
.xdrcise and activity precaritions, including

correct body alignment while lying, sitting,
a-nbulating, or transferring.

4. During surgical post-operative recovery period,
the client functions at rnaximurn level of
independence in octMties of daily living , and
receives assistance for those activities and/or
tasks he or she is unable to perforni.

5. Client's family or significant Oilers encourages
the clients to follow the instructions of the
occupational therapy program and a ctivity
restrictions specific to the surgica I procedure.

4

StOndard CO MEN TS



DATA ABSTRACT FORM FOR RECORD REVIEW
page 4 Arthritis Outcome Standards

COMMENTS:

C. Outcome Standards for Clients with Systemic
Manifestations of Rheumatoid Arthritis:

Standards are the same as those listed, under
the generu I standards 'with the following additions:

Clknt observes in his or.hei daily routine,
the safety and/or activity precautions
relative to systemic involvement (gastro-
intestinal, renal, cordic, pulmonary,
or visua I comp liceions).

D. Outcome Standards for Clients witk PolytLositis
and Dp_rmatc-is:

Outcome standa ds for treatment of rnanife ta tons
of joint involvement and/or arthrO'lgia are the
same as the.general standards.

Outcome standards for clisols with muscle
involvement nre the sem, '6:1,c; the general standards
with the following additions:

Client us s prescribed ambulation aids con-
sistently and as instructed, observing safety

' precautions against falling during ambulation
and transfer.

When there is dysphagia ceeondary to esophageal
involvernbnt, tlient observes or can imtruot
others in necessary safety precautions relative
to ea'ing.

c. Client observes appropriate positioning while
lying or sitting ,) ihaluding use of neck sypports
while sitting .

Client performs daily strengthening exercises
a; prescribed.
Client performs tange-uf-motion xarcI

ily, an ins tructed.

iflS



DATA AOSTRACT FORM FOR RECORD REVIEW

page 5 Arthritis Outcome Standards

Standard
2

COMMEN TS!

COMMENTS: a

-r
a

Outorno ndards for Clients with Articul and/or
2s.,..L.22:tif_TIations of Juvenile neurnatoid

Arthritis:-

Standards are the_ same as the general standardi
with the folio ing additions:

The child, parents and/or responsible others
observes in his or her daily rdutine, the
sofoty and/or activity ,Orecautions , related
to systemic involvement (gastro-intestinal,
renal, cardiac, pulmonary pr visual cornpli-
coHons).

The parents or responsible otlars use troettment
techniques and supervise treatment fotiow-
through when client is unable to independ-
ently maioge a home programa.

e. The client's parents and/or others use
appropriate activities for the child's d
mental level to prevent or compensate
developmental lag attributed to illness,

velop-
for

F. Outcam
522ndyik,

andards for Clients with Aral,y2Etai

U. Standards ore the same as
the Following additions:

standar

a. Client practices a balance ci rest and activity,
ekes safety precautions against falling ,

ing or stooping.
b, client observes in his/her daily routine the

safety and/or activity precautions relative
to systemic involvement (gustro-intestinal,
renal, cardiac, pulrnoaary, or visual compli-
Qations).

perfolms exercise prorcnn arid maintains
,c)pltmai pristure a; instructed.

d. Client performs postural and breathing exurciscs
dt imtructedL,

k) G



DATA ABSTRACT FORM FOR RECORD RE VI EW 5

page 6 Arthritis Outcome Standards

COIVIME TS:

ndord
2

as

G. Outcome Standard, for ei05 with SysicJjust
Eryth_ernatosis:

I. Standards for articular involvement ore lhe
same as the general standaAis, with the. follo
ing additions:

a. Client obser er daiiy routine, the
safety and activity precautions relat ve tc
systemic involvement (gastro-intestinal,
renal, cardiac, pulmonary or visual compli-
cations).

h. Clients who are sensitive to ultra-violet or
sunlight use protective techniques to avoid
exacerbating effects.

F. Outcome Standards for Clients with Prociresivc
tenic Sclerosis:

I. S tandards for articular involvement are the some
us the general standards, with the following

'add itions:

0. Client observes in his r daily routim2,
the safety and/or activity piecautions
relative to systemic involvement (gastro-
intestinal, renal, cardiac, pulmonary
or visual complications).
Client performs daily mnge-of-motion exercise-,
(including deep breathing to maintain chest
expansion), and facial exercises to pro,orve
oral opening

c a iuot's family and 'igniticant othei pay
specific attention to dental care.

When nece-,sory, the client observe; prkcaution-r.
for Roynaud's phenomenon and skin ulcerotions.

Janum y I 976

COMMENTS:
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KNOWLEDGE AND SKILLS REQUIRED OF AN ADVANCED LEVEL
OCCUPATIONAL THERAPIST PRACTICING

_

WITHIN THE SPE'CIALITY AREA bF MENTAL HEALTH

n of an Occ tional Thera2yMe_ntal HealthpecialistS

The occupational therapy mental.health specialist is anrindividual who possesses

advanced-knowledge and skills ondhas either a basic professional degree

with a minimum of two years of supervised clinical experience in the field of

mental health or a second professional degree with u minimum of one year of

supervsed clinical experi nce in the field of mental health.

The specialized knowledge required by an occupational therapy mental

health practitione includes: normal emotional growth and development,

abnormal psyChology, clinical psychiatric conditions, ne.urophysiology and

neuroanatomy, and mai logy. Knowledge of theoretical principles of

occupational therapy practice and the. technqiues of activity intervention

are also reauired. This same knowledge base is expected, of.the entry-level

occupational therapist the specialist, however, must be able to expand upon,

this con ent in both scope and depth.

The specific functions of an advanced level occupational therapist are the

same os the Functions of an entry level therapist. The functions with

individual and/or groups of patients _licnts are: (1) screening-evaluation,

(2) treatment of program planning, and (3) treatment or program implementation.

-1-
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The supportive functions For both groups often include administration, such

as management of staff, budget and supplies, and participation in research.

More frequently, the advanced level therapist is r'esponsible for student

supervision, research, in

and skills requisite to the

ervice ed- c tion and consultation. The knowledge

uppOrt services are not dealt with in this document.

Oftentimes, and perhaps erroneously so, the advanced level thcrapist is defined

by his/her participation in supportive services, supervision and administration.-

Knowled- e Re uisite to Occupational Therapyental Health SpeciaUtyPracflce

The advanced level occupational therapy mental health practiHoner musLknow

occupatio al thdrapy.theories: The therapist must know the major

occupatio al therapy theories and have a complete understanding of the

writings of major theorists including Gail S. Fidler, OTR, Mary Reilly,

Ed.D., OTR, and Anne C. Mosey, Ph.D., arR. The therapist also

should be versed in the concept of occupational performance and

Robert White's theory of competency.

2. applicatinn of theory: TFi e therapist must know principles of application

of theory and must know how to generalize theory to specific client

intervention.

-2-



use of 'activities: The Iherapist must know about the use of activities

in assessing and treatir potion clients. The therapist must also

know the meaning and effects,of,speeific activities and know how .

to analyze and use th m:

psychiatric cond tions: The rapist must flave a thorough under-

standing of the processes cf emoional disorders. 'The therapist should

also know the diagnostic categories and implicàtioris of the somatic

trea,tment indkated. The therapist should know how to obtain informa-

tion from the literature and from colleagues regarding psychiatriic

conditions. Knowledge of the genic bases of certon condition's is

. also requirec

social fac o The therapist must have knowledge of the soCAal

envirOnment of Ins/her patients/clients and must be knowledgeable

about -the activities and values important to particular cUltures and

the psychiatric conditions specific to itt The therapist must also be

able tp know lio to study different and changing cultures and bow

to apoly occupational therapy theories to them.



Skills 'of an Occuootjoncil Therapy Mental Health S )ecialis

general skills: The advanced level therapist differs frori an entry

level therapist in a qualitative nner. Although both are likely

to have the same knowledge base, the advanced level therapist.

should be able to apply that knowledge more readily. In all

aspects of mental health practice, the specialist should be able

to better predict the outcomes of practicc. Whereas the entry

level therapist is likely tr., us trial and error, the advanced level

therapist can approa h the patient client with greater certainty),

it i indeed, therefore, difficult to quantify thee differences .

2. ,-pecific kills: The advanced level th rapist must be able to:

a. readily observe and ,define rormal and abnormal bell vior and

assess.functional capabilities of the patient clients within a

ven population.

b. readily use and design a me hod Di measuring relative degrees

f function I behavior.

analyze and report information regarding pati n lient functioning .

d. select, plan for and-predict the effects ofTherapeutic intervention.

e. use a variety of activities and orient patients clients to the

ac ivity process.

modify treatment progra s.



KNOWLEDQE AND SKILLS TO ACOMPANY ROLE & FUNCTION

,(See Appendix V, The 'Rble and Function of an Occapational Therapist as a Mental Health Practitionci

FUNCTION:'

KNOWLEDoE: 1

Genera I

know ledge

( applies to

all functions

'Specific

knowledge

(applies as

indicated)

SKILLS:

1114

Treatment ,Program PlanninL Impj!mentatlonlenm

Normal human behavior, This is theoretical knowledge since human behavior is described in a renber of different ways,

It is expected that the therapist understands several different Keories regarding.normal human behavior,

Pathological conditions or deviations in normal human behavior and standard nomenclature usedlo des ribe such

conditions.

Treatment theories-hypotheses regarding behavioral change, Therapi t should be familiar with t,everal different.

treatment theories.

Social and cultural environment and its effect upon normal and deviant behavior, The nature of individual'

end group 5 engagement in activititti

Occupatiorlal theraRy theories/hypothe arding use of activity to facilitate behavioral chd'nge

Test and m surement S.yntheses of evaluation data . Use,and anal), is of activities

Design and administration of Social fa' tat

evaluation instruments

How specific activity changes

beh6ior

The ability to:

0 observe and define normal and

deviant behavior

design a test of measurement to .

assess client's behaviarl

administer evaluative tool

'collect and report information .

The ability to:

assess client'sipotential

select and predict effects

of therapeutic intervention

The ability to:

e instruct client in activity

select and engage client in an

activity that will provide a change

in client's behavior

415
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,
THE ROLE AND FUNCTIONS 'OF THE OCCUPATIONAL.THERAPIST

AS A MENTAL HEALTH PRACTITIONER

BY DIANE SHAPIRO, M.A.,' OTR
PRINCIPAL INVESTIGATOR

General Definition of Occupati_o_nal Therapy

Odeupational therapy as an applied science-is concerned with directing man's

participation in selected tasks to restore and,enhance kierforrnance, to faeilit te

learning of tasks identified as essential for adaptation and productivity, to minimize

pathology and to promote the maintenance of health. Its fundamental objective

is the-develop ent and maintenance of the capacity throughout the life span,

to.perform with satisfaction to self and o hers, those tasks and roles essential

to productive living;

Reference to occupation in the title is in the context of man's goal- directed

use of time, energy, interest and attention.

The Role and Function of the Occu ational Thera ist as a Mental Health Practitioner

The specific roles and functions of an occupational therapist as a mental health

practitioner with individual or groups of clients are related to: (I) screening-

evaluation, (2) treatment.or program planning and (3) treatment or program imple-
1.-

_

mentatidn., Secondary or suppo five roles and functions may include education

and supervIsion of students or technical staff, administration, research and consul ation.

I From Occupational Therapy: Definition and Functions, AOTA .1972.

417



The scope of the role of the occupational therapist which is described in this

document is limited to the occiipatiorial ther pist working with adult clients.

The clients are individuals who have demo d.difficulty in management

,af their life tasks because of any number of ,cictors caused by either emotional

and/or environrnentalstressorpathology. Clients of all ages receive the
A

services of the orcuPational therapist, however, referrals ile from p hkrt

profe3sionals, relatIves, - or di ctly from clients. ServiCes are offered in actte

or long-term private Or public hospitals', psychiatricclinici schoels; community

mental health progrbms, clients homes or private practice setting..

-.valuation

\ 1

.. . .The first phase of occupational therapy intervention is screeningand eValuation,
ai

of task performance, i.e., the performance of self-care, work and play tasks,

he activities of daily living. The therapist begins the screening process by

making a generalized assumption about whether the clTint-needs so e kind

of treatment. Observation of client, and family int riview, and a referral

often indicate broad areas of dysfunction. During.the screening phase, the

therapist, for example, may ask the client to describe his r normal daily

activities. A poor balance of work and play experiences wouid be indicative

of the need for evaluation. In all cases, the screening is focused UPion

observation of the client performine an activity and/or an interview with

4
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clien and/or family about the client's ability to perform within his or her

occupational and supportive roles. The th/apist must decide from this

cursory in for ation whether or not the client can participate in a thorough

evaluative procedure or IF a postponement is necessary. A frequent

contraindic ti n far evaluation may be an acute p ychotic state. At such

times, medication and supportive diversional activities are recommended.2
-66

The perfrrnance of an individual in a highly agitated state m y not be indica i e

.of his or her actual ability to per

If the client is able to participate in the evaluation the therapist must select

the appropriate procedures. In some facilities, all clients are evaluated with

the same procedures. In others, the therapist will select ane based upon the

client's specific needs and ar presenting sy ptoms. The evaluation procedure,

often designed by the therapist, is an actual activity-oriented test situation. For

example, an evaluation battery may include a craft project with written and

oral directions ) a typing test up project several clients sharing a task)

and one or more ommercially available tests.

The therapist would assign simulated tasks or actual activities and observe the,

cl len s performance in each area. Once the evaluation is completed, and the

2
These instances are likely to occur in inpatient progra
encountered in Outpatient or community programs.

4 1 9
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client's lask abilities and limitationshove been identifies, the therap st would

decide upon cOuses of limitation in terms of skill deficits. Additional

or more Finite evalu tion in skill are such as percepta ensory integrative

skills, cognitive skills, intrapersonal and interactional skills, and physical

skills, may be indicated. For example, if the cli nt was unable to

m the tasks th t ere dependent upon perceptual-sensory-integrative skills,

standardiied tests of perceptu ensory integrative skills may be administered.

All areas of causative factors are explored by further evaluation with possible

referral to sp ci list, i.e , neurologist, opthamologist, or psychologist; visit to

home,or interview with family members.

A reportof findings inclu ing all abilities, flmitatlons, environmental conditions

and assumptions reg rding the nature of the cause is prepared for presentation

to colleagues, supervi5br and client.

11. I Leatimt2Lo_r_tro

The second stage of intervention, treat ent or program planning, consi ts of

organizing a comp- hensive method of helping the client to c rrect deficient

skills, acqueire new skills and change defined environmental obstacles.

The process planning must occ nt for the client's aspiring and actual

occupational role, developmental sta e socioeconomic status, length of

-4-



treatment time and motiviation for change. 3

Pri rities or selection of skill integration arc chosen collaboraiively

by the client therapist and other proFessionals.9The selection may be

based upon a development sequenc defined, for example, by Piaget or

Erikson or upon an immedi te identified need such as the care of a child'

or personal hygiene.

Environme tal factors 'e also considered in the selecton of priorities.

A-change in the environment, either physic l or personal, may incorpor te. ,

the use of existing abilities. An outpatient, for example, may bdistrcsed

because of an inabulity to cope with a iob assignment. A change ih job

task may ,Maximire 'a specific abi lity.

_Jr -.'The treat ent program planning/boort Includes all recommendations for

change (goals), the spec fic t eiapeutic techniques to be used, -the esti. ated
/ x

length of time, the financial implications, the th rapist's judgement regarding

prognosis, and plans for after or continuing care.

Dealing with client's motivation is a difficult issue. Amotivationa I syndromes
are frequently associated with emotional disorders and is possibly a primary factor of
unsuccessful treatment in mental health. Occupational therapists usually try to
encourage motivation for change b7Presenting programs that lead ta gentle and
rather rapid change in areas that are "nonthreatening" to the client. Before any
major change can be tolerated, the client must accept the need for and the often
painful process of change.

-5-



M.' Tr -tment Program Implement- ion

The assumptions about how change in hu n bohoior occur- are the basis

of the techniques chosen for ac upatio al therapy intervention. Occupa-

tional therapists ascribe to various different theoretical principles regarding

the manner in which ti-r activity process changes behavior. The implementa ion

of a therapeutic progr m r specific technique is dependent upon the chosen

retical perspective.

The following three exa ples wil I illustrate three different theoretical

approaches and use of techniques.

A 45 Year---old male acco ntant, recently unempl_oyed becous

company1s bankruptcy, has a second "psychotic depression. He was

discharged from an in-patient serv,ice, is on medication, and was

referred to out-pafknt occupational therapy by his psychiatrist.

Ability to concentrate, o e d to a task and sustain performance ar.e

his major strengths. His despair, most evidenced by a slovenly

appea nce, considerable weight loss and lack of motIvation a

factors most detri ental to his present fu ctioning. Employment

is identified by client and wife as an immediate need.
L./

The therapist in consultation with a dietitian could discuss

recommendations for _ diet and develop a be avior modification

-6-
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#program to reinforce4 proper eating habits. The wife can assist

in the administration of positive reinforcement following self-care

and grooming behaviors As his appearance improves, the therapist

can begirt role-playing techniques as simulated job interview

experiences and then refer the client to vocational counselor or

a placement bureau.

A upportiveprogrrn to maintain the clienes strengthS would con-

currentlybe assigned. Those activities or hbbbies that- interest

him as well as require concentration and attention would be offered.

2. A 29 ye6-olmale high school gradua _ with a long standing histo`ry,

.of schizophrenia, rePe ted hospitalization and unemploYment', is dn

inpatienHn a statcrb spitql. Hei maior strengths ar e. doMplionce and

willingnessto cooperate. She functions at a very low developmental

level and ha's- never been obi to successfully cornplete-a-ttisk other

than simple craft projects. Her posture is poor; she has a shuffling
e

gait, weakened mu'scle tone, -bsent eye contact and poor motor

-coordinaHon. SensoryIntegrati ye techniques as described by

4 Specific reinforcers a e sel cted by the client- praise,
breaks are some examples.

-7-
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5Lorna Jean King OTR ore prescribed.

TeLhingue- provide ver ibu lot stimulation, LFi us rolling and

spinninc exercises are implemented. These activities can be offered

!..ho
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perceptual serNory int 7rative performance would be likely to

help him attend to the structure ot chool and authority and may less

his need tor antisocial behavior.

Concurrently, activities that incorporate his verbal s ills such as debate

groups o img Jues, would bc assigned.

11.c uiIoIiaI thenA kt niuy iot be the person ieponsIble- for administra-

Hen of all activities. t I I UI 101 thelopy u3:313101 it

iDngl lIeiu1iT ftC I he -,_._up,a I

thclopist is sull> t pIuniiri y, seIceiin na and nssioning 11,c

111110.;. I IlL 1,1 tkir I I

ebebi5 uctitiles. II Ittk ilIIIc ; the tllciurnhl in JdIIleI i :hr

liIC!LIIlhii C,Si 10 =hednnlc ,A

Jol i CCS. he Llient's rreatht s edule 13

other disciplines and s rvices and/or the family, if the LII ora is living

outside of the treatment facility. line sc Hole changes dwing ruck

phase of intervention. During screening-evaluation and plann the

purpcy,e of tine total sch d le is diagnosis and orientation. In itially
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A. Introduction

Ihis self-study program IS part of u continuing eduLOI I oil project Supported by

the Depur 'men t ot Health, Lducation and Weltuie and deveIopd by 1)e

American Occupational Therapy Association, Inc., in fulfillment of the Continuing

Comperent_y r_on r ct. I he con 'riving education pair of the coltiuct began in

January 1975 ancl) was completed August 1976. A ,orn lete description of the.

Continuing Competency contract is uvuiluble from the AU IA n0ttunUl

Priot fu thc development of 1111,) lt-4tudy program, i case study s It-ussessment

instrument wus mailed to 200 occupOtionul therapists in the northeastern

region of the country. All of ti. .111iplea therapists hJ iden itied th- selvez,

(via the l973 A01 A Data (Joe -nnai.ie) us working u ly in the area of

mental Frau 1th., A Lopy of the Istrurnent and follow "up response mut uI ore

in A0perdj A of thh booklet.

Following analysis of th GUM le

from the AOTA Mental Health

Lincl euiISIJerUtIOfl Of reports

torc the task force members decided

upon th e format and content or tf tl. muter tul. The Proiect Staff and

task Force mbers developed a tape cassette program designed to address t

areas of concern: 1. clarification of the role of the occupational therapist

mental health pro -titioner and 2. refinement of patient/dient

evaluation processes.
=1 -

.1
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- The 100 minute tapes are divided into two parts: ihe first part is a simulated

team conference. The patient case is presented by a psychiatrist, occupational

therapist, social worker and nurse. The case is actual and was altered only

to disgui identily. The occupational therapist's report is unusually long;

this was donedeliberately to include a thorough report. All other reports

are summarized.

The second port of the tape is an a- ua spontaneous peer supervisi,}ri sw,siun

that took place several weeks utter the team conference. The tape

the occupational therapsts presentation of the problems that occurred during

the course uf the patient's treatment.

Included in this booklet are the mOter 1-Is tild Rs)1 evaluut for Li putient

arid the Ihelaphf's i ilto-1 lapor I "lbc KL}le and jritrr Of un
14,

Illeruplst Os a Muir (A p iepared by thc:

task farce mcmber s prior developtant of the Woad plogrum. The stutcciil

wu uts,1 as a yiJ fat he self -,,rody program.

tusk fa, hu. ies arid therupbts di [far in ical

approaches. Theory was intentionally not addressed in this program but will

be iticluded in subsequent programs. If is hoped thot throu-h the use of this and

Ather continuing educatIon pro rarr refinements can be made in our practice it

mental heal h.



Instructions for use of To e

Complete the pre study self ent

2. Listen to thc total taped progr m. It ruuy be helpful to stop the

tape periodically to refer to the evuIuutiun proto--1 pa-- 15.

3. Review ond study the evaluation proto1

Appendices A and B*

4. Complete the post-study self-as essment

5. Complete the evaluation of self study program

It may be helpful to use th'is program as a part a S

rlOIr iuk

udy or special interest

group, a classroom activity or a task for a group-peer super isi n session.

It is stro .gly advised that the pre and post study assessments be used by all

puitiuipunh .

The ardet of items 2 & J may L reversed. Some learners attend to tapes

more efficiently if they have first studied the written material.'



fr!StucA Section

Prior to lktening to the topes and studying the written material, take the tIme

to respond to the items below. This self-study package is designed to help

you to clarify your role as on occupational therapkt through the demonstra ion

model. It was also designecrto present a co plete patient eval ation to

yob.

By responding to these items beFore you study and then the other set oitems

afterward, you should be able to assess your own needs for further study

and recommend content for the development of future slFtudy programs.

Descrihe the aLcuputional therapists lo le in a mental heulth facility

2. Identity a riJ define three (or ore) 7 itical Furictiurrs cf an occupational

therapist in a mental health facility

i. Describe the pa ientjelient eyoluaft n instruments you use to assert;

t /client function,

Given a specific p ien -lient (select ope you have worked with), plan

an ideal treatment program based upon ur evaluative f ndings.

5. Hypothesize the oJtcome Df the above treatment program.

-4-



6. List specific probIem or questions you would share with a supervisor

(or colleagues) to assist you with this case.

7. List areas of content that would be helpful to you in evaluation planning

and implementation of this casey

After you have co pleted the prestudy section, listen to the total taped

program and refer to the evaluation protocols on the following pag



Occupational Therapy Eval ation:*

Activity Configuration Protocol

Client's Name
Date 3/22/76

Therapist D.M.

Activity Con Figuration Part I

List below what you vatue most, the things most im portant to you now and in
the near future:

My kids - "I wouldn't want anything to happen to them. Don't know what
I'd cloif my parents didn't take core of them. I'm not a very
good mother."

2. A happy family with agobd father.

Havo,y a ntce house and nice things.

cliun 'Lven though I'm not a very _ood Catholic,

My poients ''lhy'e ge ing uld. I don't wont on hit-- to happit lu them

bein 10Ved Gy Wy

1.00k 11.,) It 1,-u

i
ii'hot he pn,LoLly doesn't want me-bock

d .lcdhu, "It I hadn't gotten tut my
Ilushund wouldn't have left me.

Huvinq u good timc oad beim; happy.

Dor - "I J like to Illect 00-1COn rip

Eval -tion materials were prepared by Deanne McCraith, OTR-,, Assistant
Professor, Program in Occupational TherapY, Sargent College, Boston University.
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Client's Name M,

Date 3/33/76

TIML

Morning

6 7 AM Get np and

ready for

work ;)at

break_fast,

Take bus t

work,

WORK

Coffee break

MONDAY

Afgoon

12 1 PM Eat lunch

1 - 2 WORK'

3

- 4 Coffee break

- 5

5 6 Take ti.s

home

Evening Eat dinner

- 7 PM Help wit1T6
dishes

u8 Watch IV o

go 'to bar ,

OCCUPAIIONAL THERAPY BRUM ON

Therapist 0,11.

'Context for colin)iarig "SeVeral weeks before cooing

to_nosiptalleformqlems:'

Activity Configuration Part 1 1

. _

TUESDAY WEDNESDAY THURSDAY FRIDAY SATUNDM

0, Beano

;

Go for drink

with people

from work.

Watch TV or Watch TV or Go to movie

,----go_to:_bar_ _go to bar or bar

Sleep late

Get up and

ready for church;

eat breakfast,

CHURCH

Sometimes hel p

cook di nner

Eat lonch

Wash hair Eat dinner - help
Watch TV or Kith di shes

go shopping Watch TV or

or help with sleep or

housework Visit girlfriend;
Sometimes do

'things with

Eat dinper

arents and

children

Eat supper.

'CO to movie Watch TV

or to bar

Semetimes on

a date

.Go to bed

Go to hecL
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tl ient s Name MS OCCUPATIDNAL, THERAPY EVALUATION TheRipist ft Da te 3122/ 76

Acti vi ty Configuration Part III

Kel_for Au t on eyi I _ _. .
1(e_y_ for Autono9 #2

V key_f or Atua

il, Havu 10 do it IG-1 want .to do this and 1 think this is good A. 1 do this very won

E, wht to du it 0-1 want to do this'and I think this is not good B. 1 do this well enough

C'; .t4)tn ... Of-Others make ne do thi s anci l'rn glad they ,do C , I den ' t do thi s well enough

ON-tthers pake PC do this and 1 vdSh.they:Wouldn
..

Activi ty Total Needs Autonomy

(ate2_1:1_: Hours Function Met__

1:,Sleep 55-60 ilea lth. Physio-

logic

2.Work 40-45 Econolni Keeping

busy;

esteem

3,8ars,

HOvieS

Beano

20-30 Social Love and

belonging

esteem

Oath TV 1?-15 Something to do SO

I'm no t ,bo red

5,E:at 13 Health Physio.

logic .

6:Persona 1 7 Sel f- Esteem o

care

7Houework 2 1 Care of ?

env i ron

rent Sometines
Uhildcare i =2

I ove 8 be
( Some-. Tn 1 aging
times)

Fana 1y 1= I SoCial
tivi. (Soine-

ties V tines)

10 :Church,
To go t

heaven;

to be

absol ved

of ivy s in

Safety,love

belonging

Ade uac Before

I
fed ings

Durin After

IG

OG

A

B

Ti red 111 iss (Mal ly

good

Som

tr
or

Sere tips C Wish I Sometimes , Good be

didn't

have to

go

good;

sometimes

bad

or

pe

ti
do

IG 't I Hope te,, Happy if a good time DUI

IN ( Sometimes C) have a depressed i f . a bad ha

good Om ti me; somethnes guil ty ar

because I should be at

honio ,

a
di

, IN

(IG) Bored OkOOTetimes sad or

guilty
IS

( IN)

B Hungry Good

.

. Good Gu

t

:

10 LI Dirty or Good Cood

.lesV

ON Dislike

Anger

Dislike

Anger

Relief

h

G

NH) .

Ambiwienti

sometimes

ijuilty, depressed,

go-od

do

be

ha

,

OG

(ON)

OG C Tired,

( Teo

rly in
AM)

Guilt V

depres-

sion

fear

hope

Some-

tines

happy

Some-

tines

dporecseoI

times I ha0

Ohle sleeping

Sleep too much

louse im bored

depressed; ljke'

Ole, but some

nes too nuch tO

or I daydream

t 1 ike 1:0 be.

SsIed by nen who ,

e drunk or onty

ot s'ex or make

rty remil rk s tonic

ty i f I ea

oo much and gt

at

know I should

lo (lore,. but I

t like to;may-

I would if I
d a ni ce house
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OCCUPATIONAL THERAPY EVALUATION

Client' Name M.S. Therapist D.
pate 22/76

Activity Configuration Part IV

Notes on discussion with client about her activity configuration:

,

- Surprised, spend so much time at bars And watching TV - "I really waste my life
away ,

- "Guess I don't spend much time with my.kids or help my parents out. I'm not a
very good mother, should have listened to my parents. If my husband wasn't,a
bum, my life wouldn't,becpch a meSs. 'Don't know what I'd do if my parent's
didn't take care of kids. I should, but I don't think I could do it, I'm too mixed
up."

-"Wish I had a good husband to take care of me and the kids, then maybe I woLild b: a
good mother."

.

Vt"Maybe if I had some hobbies'or a husband who loved me, I wouldn't be bored.00 waste
so much time watching TV and going out."

,

-"Wish I didn't have to work, but theh I'd really be:bored and that wouldnft begood."
-."Looks like-a pretty boring!life, wish it were differemt, but don't know-What 'would
change it except a good husband. Maybe if my huSband came back to me(becomes very
tearful)...maybe I'd be better off dead...I guess I'd like thingS to be better, but
just don't-know how."

Therapi'St Summary:

-Use of time fairly well balanced between work, leisure, and ADL pursuits; however,
balance depends heavily on parents who assume all household and childcare
responsibilitieS.

-Narrow range of social and leisure activities.
-Strong dependence on others (desire for good husband and parents).
-Little sense of choice or options; passively accepts what is available.
JExternalizes problems.
-Oriented to immediate need satisfaction.
-Concrete, unrealistic perception of relationship with husband.
-Limited insight.

-Although concerned about parents and children, has little sense Ot responsibility ,

towards them; very ambivalent about childcare and family activities and responsibiliti s.
-Low self-esteem.

-Oriented toward loVe and beIonging needs with limited resourcet.for mastery and
esteem needs.

-Fills fime more than planning or using it to meet needs in goal-oriented manner.
-Question suicidal potential.

Recommendations:

-Work on problem solving skills, development of choice and options
-Explore alternatives for expanding range of social and leisure ac ivities



Client' s name M.S.

Hospital II 04-07-04
Age 32

Interviewing Therapist D.M.

Date 9/76

OCCUPATIONAL THERAPY EVALUATION .

GUIDE FOR EDUCATIONAL HISTORY INTERVIEW

, What i!_yoAr_plition_? (high school, college, other)

High school (Catholic Girls' School) Dropped out summer before senior year
because became pregnant

Wh were our major.interests or areas of study?

Vocational major - secretarial course

What your average rades? Were your grades better in some areas of study than
others?

UsuallyT's, hpnor roll a few times. Didn't do very well in math or science-
Did well in English and business courses -

4. tha_t_clig_you like I) bout school?_

Secretarial business, and English courses; drama club

5. What did you dislik :about school?

f.

Not many friends; people jealous of my igure; some im made nasty remarks,
usually comments not true

6. What did you think boutyour-teachers? Did haye any favorites?_ _

Nuns very strict, but nice. Liked English teacher. She helped me w ite and said
I was creative and sensitive (Laugh - Hasn't helped me much with my life; wistful
expression)

What were ypur spare tinie interests during your school years?

Waitressing to saveup for secretarial school; drama club, but cOuldn't go much
because of working; movie magazines

16.___itticLuLo_f_til_th_li_ did vou do with friends in ol?

Didn't really have many friends; sometiMes huri, out at pool hall or drug store
Didn't date much - all the guys wanted was to "make out" or worse

9. What education did .yoiirparents have? Other members of your family?

None, but worked very hard; wanted me to have an education. I really disappointed them

10. Ob_y_ou have any futurb educa'tional plans or i terests?
c'

Maybe jo go to secretbrial school or beauty school

Other pertinent information (e.g. from school records, family- lent, formal testing):
Educationa1 histOry and concurrent social experiences c irmedby parents.

Summary and recommendations:
Explore .possibility of taking high school equivalency exam
Ex0ore interests in secretarial orbeauty school

-10-
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Client's name
Hospital if 04:M4 F---
Age

nterviewing Therapist D.

OCCUPATIONAL THERAPY EVALUATI N
GUIDE FOR WORK HISTORY INTERVIEW

Pa- Current or most recent work 4experienee

f. Where have ou been workin How long? Small manufacturing company in same town'
ve in electronics Have been working there 9. months; currently on sick

leave.- (MIc boss is_getting divorced; it's my fault.)-
2. geil_d_q_yay_ilgt to work? Take the bus to work. Sometimes a taxi if I oversleep.
3. LibAts,±(1n1DfWorkhavecibeend What duties and skills _are involved in

worl? -Receptionist-clerk: -answer telephone,for personnel,
bookkeeping, and secretarial offices; answer questions and direct visitors to
offices or departments in plant; miscellaneous filing, addressing and stamping
mailings; sorting and delivering incoming and outgoing mail-. Responsibilities
have remained the same.

4. Do ou_have s ocial trainint for this. job? No, but did this kind of work on my
first job - would like to go.to secretarial school,

5. What do ou not like aboutzmeuvArkl Noisy,-sometimes too.much to do, don't alwdYs
fee ike working, d_ydream too, much; don't like the way-some men look at me.

6. What do ou like best aboutvour work? SOmething to do, people frien-dlyt, get pay-'

check; better than sembly line; my boss is nice to me. \

What is the.work environment like? -h sical environment, atmos here, etc,
Noisy; have my own desk off front...lobby at entrance to room where secretaria,1 pool,
personnel, and bookkeeping-offices are :separated by partftions; people,friendly.

EllyelLhay_e._22_tiork supervisor-Or boss? i_s_tilts_plaq1Aflp_c_tlotectl_,
in char our work? Do_m_clowoll
r boss kind of erson is he/she? Boss: a man, office manager; his

secretary also gives me work to do. Nice man-, but getting divorced; it's my
fanit. (Why?) "Because I'm divorced.and he's nice to me. He tal,ks to me in
church, sometimes buys me limb, He notices 'other Women, not good."

How is our work 'organized? _Do you _plan what and_how you, do your work or does
our su ervisor? Boss or his seCretary gives me work to do, e.g., filing,.mailings,

messages to eliver; do things when giveh to me. Answer telephone when it rings;
answer questions; give directions when people ask; sort mail and put in boxes

10. Do nu wOrk,alonp or with,otherRegloy Work moS'tly alone, although talk to people
on teephone and to give directions; also when boss or secretary gives me work to
do; sometimes people talk to me when they walk by my desk.

11. What are the seoule like thatyOu work with? Are you friendl with them?
Bo_you socializ-e with them outsTde of your work? Peop e frien y; eat:lunch with
secretaries in cafeteria'and walk to bus with them; sometimes ge out for a drink.-
Don't like the way sOme'meh look at me or things they say "All they're interested
in is your body."

12. lioursalai? What.do ou do with the mane that ou earn? Salary okay.

Could make more if a secretary, but nee trajning; use money or movies, bars,

sometimes clothes or presents for parents, children. Try to save some to have
if don't work and- to help parents out.

13. Would ypu like to keep this job the way it -IS or are_there things ou would like
tos_AneLb_put it? Job is okay for now, but mil-TEably haveto get a new job
because of boss' divorce. Would like to be 'secretary to make mo e money. Wish
I didn't have to work, husband's-fault. He's no good

14. How and wh did ou choose this job? Looked in newspaper. Parents and priest helped
me, (Why chose? Because I did this work before, sort.of like a secretary.
'Don't like assembly line, although can make more money.

twice a day - 10AM and 3PPL



Client's name M.S.

Date 3/l9

Occupational therapy, work history in view cont'd.)

Part II . Other work experience

1 What other kinds of work have you done? (Place, job description. reasons for

leavin etc

Waitress - summers, part time during ',high ool.- quit because pregnant

Receptionist/clerk, (Longshoremen's ASSti after high sehool, 3-4 Yrs.;

fUn meflots of people.; including-hUSband - quit to traVe-rand be with

,husband a wistake
Assembly:Iihe,(electronics firm).- after 2nd child,to earn money - 9 mos;

quit to traVel and be with husband; also boring, dirty
Salesgirl (dress shop) - after 3rd child,to earn money 4F2 mos. - didn't

like boss (male); low'salary

thii have work Skills or speCial trainihg in additior-

y men

Part JII Voca ional interests and plans

1. What 'are.or were your pa ents: ocs40,tions Did the 'like their work?

'Retired. Fafher worked for MBTA,- mother,on aSsembly-liné. 'Didn't

money,- Parents worked hard, always- nfed.the best . for me. Wish I ha.dn't

disappointed them.

have much

2. What did you wan as a child?

MOvie actress. or nurse

Did your parents have any influence on your job choice or career?

They wanted me to gp to secretarial- school

What other persons or events irifluenCed your jeb choice or career?

-

(Laugh ) Men, they're no good. 1 should have listened to my parents and

f011owed teachings,of the chu ch

Which of the jobs you have liad,did you like the best? Why?

First job at Longshoremen's Assn. fun, met lots of people, those we e

the gobd days
2. Current job

,Which of the jobs you have had did you like the last ? Why?

1. Assembly _line - boring dirty

Salesgirl - customers too picky, bos a "di ty old man, low salary

-12-



Client'sname M.S.
Date 119/76

Occupational therapy, work history interview con 'd.)

Part III Vecational interests and plans

What three
in doin a

obs or k'inds af work do o
resent time or in t e u u e?this

feel ou would, be mos

Secretary in a fancY,company
2. Hairdresser
3. (Latj-ghs) Housewife, with a good husban

ObijId be a whore)

tiérestéd.

What are your current work plans?

(Aside comment:,

Don't know; maybe go to cretarial school

ybe I

Wish I didn'thave to w
Could go back to my job f,boss.wasn`t get ing divorced.:

Part IV Other pertinent' information (e.g. from employer, family

3/12/76 131ori conyersation with employer: Aware of M.S. concern re h s divorce.
Feels M.S. tsApvetS,ensitive and blames herself for others' problems-. No real istic-
basis for M-.S. to 6;tame herself re: his divorce. Knows M.S.' family through church.
They're gOod, hardworking people. M-.S. has had a rough life. "5, overly concerned
about her appearance drid making mistakes, but a conScientious, hard worker. Could 1.

'take more initiative, be less timid. If M.S. had more secretarial skills, could
give her more responsibility and a raise. Would very much like to have M.S. come
hack'to work for him. (Seems concerned re: M. .1 welfare, but' no indication of
inappropriate employer/employee relationship.)

Part' V Summary and recommendations

Surrina

M.S. functioning competently, at current,unskil led structured job as recep-
tion stIderk.:- Conscientious - seems to'enjoy job.

InapprOriate concerns re: her blaming .s-elf for boWs, dvorce.

uestion. M.S.' motivation for stable employment, althoUgh interest.,n
further training is a ,strength.. (Note:' -Client cooperati3O and responsive
throughout interview; became upset When referring*to bosS or husband; spok
softly and timidly wi th nervous smi le. )

Recommendations

1, Work placement in hospital with ,evaTua ion
2, Strong-Campbell Interest Inventory for Vocational Counseling
3. Explore secretarial training program
4. Vocational counseling with opportunity to reality test current war

and vocational aspirations, abilities, plans - possible parficipa
skills group

5. Return to current job as soon as possible

situation
ion in work



'Client's name M.S.

Hospital # 04-07-04
Age 32

rapist D.M.

e Wli 7 6 t1-)11 3 2 5 7 6

OCCUPATIONALTHERAPY EVALUATION

OBSERVATION OF TASK AND INTERPERSONAL PERFORMANCE BEHAVIOR

Observation #1 `- Individual structured tcOvitY
Date 371777 V

.0bservation sination - M.S. selected a small wooden.box, with an inset "gemstone"!
design for her projett. The kit included directionS and materialS for setting-
the gemstones in plasticine and for sanding arid finishing the boX. Oet tflL
'-dividually with therapist for 'one hour .to:work on'the:project...Therapistexplained
that She would like M,5. to do as much-"of it as,.she coulchby herself, but that
'therapist wbuld answerquestions or heIvif,needed.

Task behavior and .relationshi _o thera-ist M.S. shylypressed pleaSu're..at
being able to.mrk- alone with therapist and . cautious epthUSiasmforscOmpletin
the..project..,that.she wanted to use-Jor.."special thinas." Before beginping, she
Stated thatshe.WoUld.need,-loStshelp 0-0 that. She-would. probably ruin iti.but
agreed'to try tO prbteed indebendently:OPon theraPiSt's encouragement. She first

.

reaCthe directions Out'loud from'beginning-to-ind.SOrting oiit,tfte'project parts
and imitating the.directions as she-. read. She-then,prticeedeCtb."-OStematically
follow the directions.. She frequently, checked with-. the therapist to makesbile
she:Was "doing.it right"--and sought-additional -suppOrtand information' when-frus-.
trated by a decisidn requiring judgment or independent'probleiiillsolving.' HoWeveri
she was able to proceed independently with encodr6gement*or.a guiding suggestion
f'rom the therapist. She Worked meticulously and neatly'4--4tteMOting to attajn
perfection on each'step-by-copying the.sample.aS eXactly.asposS4Ne. She Coni.

pleted_the.project Within:the hour, exCept for the applicatiOn"ofithe secondeoat
"of-shellat. She smiled with.OlbaSure when praiSed by the therapist, statimg, that
slie didn't think she.tould do-it and,that the.-thempist probably'cRuld haveddrip
it better.

Observation #2 - Activity group ,

Date 3/17/76 through 3/25/76

Observation sitiotion - Needlework group with six other women. Group leader avail-
able for teaching and resourcesj however; emphasis is placed on group memberS:
teaching and helping each other. Primarily task focued, though sOcial interaction
is encouraged,

Interpersonal and task behavior .- Although M.S.'attended the gro4p voluntariky
and expressed interest fn learning to crochet, she chose tb watch for the firSt
two sessions betause she didn't think she could do anything. M.S. participated
in the casual conversation,of the group, but did riot initiate conversation and
retired quickly when not directly included, nerVously drinking coffee.and smdking.
She told the group leader that she liked to watch what other people were doin6,
but that they were so go-bd she didn't think shecoUld make anything.- After twd.
sessions with the group, with the supportive urging of the group, M.S. agreed '4
make-A small sample square to learn the crochet stitiches. Although_awkward,at
first, she learned two basic stitches rapidly. ,S;,he was timid, but Osponsive and

1 ,

41

-14-



Client's name MS

Activity group observation (contiwed)

appreCi.a ive of the group members', sUggestionS and help. At the fifth session
with..the.group, M:S. chose to.start making:a crocheted vest using the same
pa.ttern and color the woman sitting next to her who had also offered her
the most- help in learning'the stitches. M.S. continued to rely heavily on her
friend for help ahd frequently redid work that she felt was,uneven,,comparing
it to that of her friend. Although M.S. worked patiently, she frequently called
herself "dumb' or made comments such as."I'll never get this right." By the

end Of the.week, although still-shy and reticent in her behav.ior, M.S. was join-
g into the cas.tial conversation'of the group and occasionally ,offering help
support to--Other:group members. She tended to avoid discbssing her personal

problems, stating that she was "just.depressed" or "didn't knOw" when:directly'.
questioned by group membprs.



w that you have completed thOpre tudy self-assessment section a d

hove litened to the tapes and kead all of the accompanying written ma

your own learning by responding the i ems below.

Would you describe the Occupational _therapis le differe

,using this,study progra If yes what cornments in the tapes or
.

ritton material helped you to re-deft:tie he 'role?.

Would you identify or define tliree or more) of the critical funet

differently now? If yes, how do they differ ?

the tbmponen

thinking?

would oij Change your patien
;

in that

Can you identify

d you to ch n

If you don' F think they need to be ch

,patoniprpce v

uss -the attributes.

of the program you are cyrrgntlyusing.

4. Using the sone patieht lent as befOre, review the evaluation and

tre tment plan. Consider-how You ,may modify your plans. Identify .

the cor-,p,nent"s) of this studY program that may!haNio helped yoii td

consider changes..

5. Review your li t of problems orquestions from Item 4of the pre-

4



,study assessments Illave any of the problems been resolved or any .

of the questions answered? Are there additionpl prohls or' questions

that you went to add to the list?

6. Identify how you can resolve th

or yourself., H peer supervision sesSion to

assest you? What types of res urce materials materials w uld be

helpful?

-17-
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F. Evolual Pro tarn

Please complete this for'M and t'-'eturn it to AOTA OfFi-ce df Continuing Edudati on.

. Your, tespordps and comments wil I be used to asses,s tUe value of the pi-00m and

will aid in the design af future stuc*Recloges_ It would be helpful 'If rout
4. 7

attach Copies pf the pre.onfl po,st study self-assessment sections For D or cortsidraiion .
ir

. ,, ,, ''',' , '.',. . ,,

4

tO

Person I Inform n (you n eed .o-mt gTy yurnà pe

ighest 'academic _deree -. one '6.orrieci-
,

--`.

Date of completion 'Off basic profess lot-loin-education ,

--
Kurnber of Years of praPassi ot-la !peon

Are you superyi50 .14'; an OTR?

tke supervisi 'e.;;;Ire;;v afte
, -

discussed., etc.

=

,t he ra expelien ee

I f brieff y descri be

%Apt type of issues ctc

_

Briefly deseribe the 6-6.40ational therapy p rograni, Inc lu de rt,urnb er
,

/

f of staff, number:of tien 41/o nrdationship 1-6 other
,

departments.

A

-1 8
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How long did it take ybu to cornplete te progrorn, including the
-

pre and post study sections?

.Using the scal.e beiow, indi cote the rel at ive value of.

the prog ram.

of no
vo lue

0

ch part of

very
va luab e

E.

Pre study
Sect ion

. I c on fel.=

ce ( tape_

- 0 cc upat iona I
Therapy eya I
uat i on .

I., Taped prsenr-
oti on

-----A--
. Written proto-

_ iLo.s-
. Taped peer

rvisi on

V/ritt tv, statement
of Ro le & Function
of on Occupational
Theiapist as a Men-
to I H ea Ith Pract i
t loner.

P ost s tudL sect io n
_

=19-



Did you use this program alone or did you collaborate with a colleague

or group of colleagues? Briefl..i describe how you used the program.

Describe as specifically os possible haw this program was help fu or not ,

I

helpFul) to you.

k

List as specifically as possibl e what you Inorned by using this proglitpi';

oul d u until ci This prow_ni, I lenAues ht not pl ease suggest

Hindi fiLut That the

Hal yuu-do Ideraid, 11,

yeS, IJpi,4, and °JO acIs of Judy needed.

Hoye yxv ust.ci the audio-toped s tud,

compOte w 1th otheo?

/1 R ")

? t=1,,,01,/ clues this



c7= 

r- 

'siuoLuLuc Intic!nppc 11-) ivonD ospaid 

,,mou AC iulLod inch ssrlp_sw asoald 'pot ru4suowap 
1 

aioD 4ua!p/4ua1od C4 rocAddo ic/puo '4cia4u0D 0H4 H4!m paaAns!p naA 



APP A

The CeeStudc1 -iAssessment Inv:run-lent

=

I;



-11

Dear .AOTA t'iMb r

marinam
W..T7t477 9 0

iwo years ago Anierican Oecupa ion& Therapy Association was
awarded a contract from the Depart.ent of Health, Education and Welfare
to develop a continuing competency program. The first part. Definition
of the Role and Functions and Standards in five specialty areas (Mental
Health, Physical Dysfunction, Arthritis, Stroke and Developmental Dis-
abil ities) was commleted recently. The project staff, in the second
part will be design.ing a continuing_education program in one of the five
areas. Mental Health was selected because of the .many,requests from

-members for-continuingeducation:in..Mental Health. The New England-New
York region WAS selected for survey'because pf the high concentration of
occupational therapJs_ts practicing in Mental HealtiL

The project staff_apd t5forcen1eh1bersare asking for your
assistance in helping to defiiie'- te diritintitng edileation heeds of the
member ship. ihis revestAh014,hot.take tbore.-01#LAY0our Of your time.
Your participation fs essen 011, to, the success of"Ah,04rograra, so please
consider helping us.

r,

LuLlo.,cd ot -hree case exampl slc pneand-use that
the accompanying q __ions. If none of the casé eferable the types of
clients you treat, you nay present (briefly ) a case of your own. Also, if
there ace memb0r-S of your staff (or friends ) who have not received this
rObtlest, please photocopy the material. and encour-age them to participate_

upon recOpt. r Le'ApoW1C, _111 Noll to you a Lopy ot "lhe
olld Functions Occupational therapist as a Mental Health Prac-

titioner- and the trea filtrit, plans of the t hree Lases presented. (lhese
hove tool prepared and reviewed by several occupational therapists throu(h
out the country.) BQ Wre to include your nanie and add __:_-, on the enClosed
stahi)ed envelop, not on the i -sponse shee

/istj love any quo:, L 10;1'3 p eLle Ld I I

6000 Executive Boulevard

Diane ShAp1r(, 01-R

Principal Envestigator, Part II
Continuing Competency Con- trac t

Rockvillo, M_ .yland 20B52.



INSTRUCTION
Consider the reali
present what you
predict the client
upon the case ir
evaluation forms

lease select a case, preferably from the three enclosed.
of your facility in your answers and discussion. Please

ually would do with such a client. 'You are asked to
response. Use your own judgment and experience based

motion available. Attach additional pages, copies of
nd anythirg else that you wish.

A copy of the experts Jesponse to the, cases and questions will be sent to
you upon receipt of this completed survey. A summary of all particIpants
responses will be sent later.

Do n enter your name on this form.

I. Indicu case !-el -ci. If substitute, pIea cittuch case description)

2. Briefly describe facility.

)cieeniust EvUll
A. What, if Joy- forth,.

would yuu nft,ed it.

I f you an
to yow in9

tion would yo Liuir id why

I I J let S feSpon5tf

o io I t i vuul.
And ihi (?1,20se urtur_11 ev, I c 1,A, protocols, if uvut.loLle.



Predic resp6nses and outcome af auan, present
(brief' all findings.

4. Present Treatment-Progra !mpIwiinfion\
5. outcome to Trearment=Proqruni linplementation.

6. Discuss follow-up or aftercare _pions.

7, ype continuing wuuld Kelp you volt, clint case?



CASE 41

Identification L.C. is a 35 year-old white female. She was admitted to
an inpatient service two weeks ago via a petition (by father) for commit-
many. Admitting diagnosis: schizophrenia, catatonic type.

Current condition Upon admission LC. was mute but would respond to direct
request. Her posture was rigid, she staod erect with arms held above her head,
eyes fixed on ceiling, palms forward, and fingers extended and abducted
maintaining this position for several hours. She refused orol medication and
food but did not resist IM medication (Haldol Smg IM tid). She began to talk
(respond to questioning) and maintain this position for only brief periods of time
(10 to 15 minutes.) On the seventh day she began eating (vegetarian diet)
and taking medication orally. Condition continued to improve throughout
the second week. She attended all activities, accounted history to staff and
expressed interest in future planning.

Events Precin LC. was living in a religious group
(past 5 months) with her 8 year-old daughter. Ten days prior to admission,
she began fasting and maintained the position described above. Friends at the
group called her father, whom she had not had any contact with for the past
8 years. Fother saw her and took her direttly to the hospital. The daughter
is now staying with the father, his wife and their two teenage children,

1.-jslaa L.C. wu only child of that marriage. Parents divorced when she
was 7 yecirs-old. Father remarr led. L.C. lived with mother in suburban
community. Mother died during heart surgery 3 years ago. She cOmpleted
one year of college, was an average siudent _ Began using a variety of drdlp
including Ewuiln but Nos not addicted. 5he h.orr red tot 22 ta Q 26 year-old Mar
[10 hod known fon 5 years. L. C. worked as a oeceprionist tor the first 2

years of their marriage. Togetlaer they troveled throughout Europe and the
States working ut resorts tor brief periods of time. Husband was o hea4/y drug
user. Daughter was barn when 1. C. was 2/. About 2 years ago LC. met an
older woman in a pork who convinced hoi to give up drugs and join a religious
order. The woman converted L.C. Fr Judaism to Christianity and intrbduued
her to 0 religious GJrnrrionity that aceeJ L.C. and the L.hild. She hos riot
seen her husband sinc.e.

Dur tag The st 2 y cart, .0 , los Jr2en in 4 di ttere.,t ehgiOus grooP-5 aid
has been hospitalized twice. Doth ninnies the circurnrouriLes were simni ar t

the current illness.



CASE '92

identification V.C. is a 32 year old black male and was admitted volumarlly
to an inpatient service 4 days ago. After 24 hPurs status was changed to
detention. Admitting diagnosis: (1) schizophrenia, paranoid type (2) alcoholism,
acute.

Current Condi ion Upon admission, V .0 was agitated and hyperactive
He stated that he came to the hospital to protect himself from his girBfriend
who Was going to k}ill him. He was treated with Mel !aril 400 mg (lid.
Within 24 hours kg requested to leave and became violent and abusive to
staff, a detention was ordered. He is now on close nursing supervision, is
cooperative and morose. Diagnosis changed to (I) schizophrenia, chironic
undifferentiated type and (2) chronic alcoholism_

History V.C. is the youngest of 4 silotirAgs and the only mole chilcf. He was
raised in a small southern town Fathera factory worker, was murdered
4 years ago. Mother worked in a beuty shOp since V.C. was 10 years old..
Three older sisters are all married and living in northeastern cities. V.C. was
a good student, he completed college at 21 and has been employed as an eng-
ineering assistant since then (several different jobs, none lasting mare than
I year). He married at 24, was divorced at 29. S ince his divorce, he began
drinking and hos not had a permanent home_ He was treated in an outpatient
program primari I y for alcoholism and has nor worked for past 18 monthn, The
woman he is cuirumtly living wIth 5 16 yeirs old, I!, a prostitute, and supports
him.



CASE #3

Identification S.K. is a 24 year old whit mal-e who was voluntarily admitted
to a general hospital emergency room. He stayed for one night and was,,,
referred to a community mental health program the foflowing day. Admitting
diagnosis: anxiety neurosis.

Current Condition S. K., upon admission to the CMHC was oriented and
extrernely anxious. Pulse rate was higln, speech was pressured, hands were
clammy, pupils dilated. He was not on medication and had not eaten fdr
several days. He stated that he waS fearful of sornethirtg but could not identify
the source or relate it to any previous experiences. He was cooperativean4g0
a complete history.

Precipitating Events 3 weeks ago S.K. had an anxiety attoc0 while
driving to his Fomily Farm for a weekend visit. His wise an'di ly month old
daughter were in the car. He could not breathe, vision was blurred'and his left
leg became painful and cramped. His wife drove them home. He refused
to leave the home and wrote a" letter of resignation to tris boss. The symptoms
persisted for the three weeks. He finally admitted himself to the hospital
without discussing this with his wife.

tlistory 5 .K. was only Caleel riuil oftik,ei and wiie. Parents divorced
lO years ago, futhel rani ed shorthly afterward. 5.K. went a total of 17
s.chools and was a consistenly poor student. 'He joined the army at 18 and served
in combat in Vietn)m. toward the end of his duty he received a shrapnel
wound in his left lea. It luquir cd swaicul remova;li. ilim a was no residual tunc
ional defi cit. Fol low 1.9 111) dit,cjialye, he monied and began working for his
futhe(-in-low riu,t an ,m[onoy os 0 ite foremvn. He Kid iDrig periods
of on,oets ,posed L f1,-A5-lih.JAL, expo itT,^rn,,, tim hospitalizt,a
in the VA tor 2 moritts and treUteJ wi ti vallum and psyck,iherapy. He ktais

all ft th, pc,i-ri 2 I ,C-01,. Ab,out agD ht rived u
promotion und a full t lint! jot, a riO9fiLat Lot esifoi the ,Atl.-1
dur Ina the_ auyth;le.



FOLLOW-UP MATERIALS

General Com ents

Given the concept that one evoluute s tot behaviors or feelings) that you

foY, it nece y to define a general frame of reference for approach

fo the client prio- .v luation. I f for example. th*therapist a es

developmental frame of sefer he/Olu would assess the client based upon

onie prede e ined behavioral (and umotion I) developmental hierarchy.

Al) in orm tion deliberatelx btainedshuuld be dire- ly related to behaviors

or feeling that the o cpatIanul therapIS nd doe-) traf. For

example, occupat l rFierapisr s do n clie t's body t raelut

becau we ore not trained to Ffeci a change in body lriipnratur !The'

functiono I end dyifan oti onol behaviôrs shuold

11' eIIi enJ ieiaJ tc iuport_

InuJ by

Vn0y1,. plurl retererce

evalu- pro,goum. If u hc Jlent SpeJti

LThu'iDral fowl

II _r. 1J a-loci!! y.th,

tIIt Hu uI uuity })c., Ike therapisi



Case 1 L.C.

COMMENTS F THE "EXPERTS"

will assume that the therapist will use an acquisitional me of reference

(Anne:C. Mosey Three.frames of Reference for Men al Health, Charles

Sla k Inc., Thorofare, New Jersey, 1970). This mes that the goal of

treatment will be the client's acqUisition of the specific skills defined by

client and therapist as necessarj, for adaptati n in the expected environment.

The evaluation will consist Of a discovery of the Ghent's existing skills, a

description of the expected (re tistic) environment and an

skills necessary _for adaptation to -hat environment.,

Screening lu

Additional information. All a Ho hcful,Jil,.

the ,expected environment, L C. 's .,:urtent Skil Is

oduptur ion to the ex

WI at Sc1/11..QS

cnvir

ItAL I c, 10 L L

imation of the

to work, pay rent pay Li ,:to Id L.._11? \NI (cuil) tuitci ,,I,

but tp incirne and/or pi c ide FILNisinq of 1,1

, 0',- j



2. Aie L.C. and the father and his farail -greeable to living together?
a 4

On a terriporary basis? Could this be a mutually healthy situation?

What other living aTrangemen.ts could be t onsiderercr?

What k the child's emotional states? Whut kind And chooI

orrudyenicnts would be hest for her?

jid be udy ot the [Au ding

vvhat work(cinployoble) skill, dues I have? Is she capable of

learning ne skills? Is she rr tivated to work?

e) Lun 1.C. hers, I t i=i Lan, uny

s Li filli
ony hew kI I iu du

1/4_ lien!' OS C. tatxpresbed ii 1,
respowdiny f, qtioNfiifly SLi fiftJl> t ill,- Lijv ii . I i

Assurnidy that o iuI 01,, . ICj I I treatmad L,1

contact i the fathur dtid in f 01 i al,



-urce OF ihccyrn,e, er han di bEli -ty o IFur. Fo th or c,.--drint

o- tribute signiFicorlt[ y ta support L ,C. The fa th "ife

and their chi kerv-,

permanent'

rit about Fuj-ving L .C. I i ve i th thern

but iuId cør-iidr a tern-EVI

C-Syc'D /Li,- I IYC

I tu

Ell-1 her fat her wt a IL und wru1d Ii i<c7r_ t

uFfl t F Iuiida ( rIFgi aus comm.- ) but not jo in th

commune again. :ii Iivo a , erre , Ny 7 tri ber h us- bc1110

ot with anyfie 7.11sc hc kii)cas ) h yvoul d conic.1 r L_,, t as le ri 1 y ..
,,

if thdi 11Lj L

I t =hiId (05 epoi ft airi JCia 4.,C1, ,L. ,if

tt

II i of ii rc=:-.1 ii

ALI I,

-)

0 -1 . th,o Sric L.1.1 1,1 ..

. 1, U
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5. L.C. said thaqler job a a receptionis several ye ago, was

he haS-satisfying cmcCihe c uld do that pgain. Since then, when

needed mohey she worked as a w ress, dishwasher, charnberrnoid and

babystEtter, but hated all of those jobs,. She would lik'e to learn how to

d

type and take stenowphy. She-said that she learned n
.,.

. .

when she was inte este

,

w thing_ easily

She can care for be f,- buthasn't been doing so sin9e
,

r.
..z-She does-not see her poor nutrition or the child' s b- roblem.,

doesn't think that she would even voluntarily'take medreation,if pre:

scribed.

She thinks s'he can care for he childi but.has riegl ed her since she

-
ha been ;H. Their " asOal" lifestyle has been detrimental to the qhjld,

but L.C..believes that can and; ch

Evaivation-. L.C.

Interest Ini/entory

assess the obilit; to follo

"II need to work, care For child an;t1 herelf. An 011 (Ohio

UI be administered as well es a battery of gample activities t

tten and verbal directions, uttentiorto detail,

neatness and useof Cemmo- ols (pencjI, rula wing neadles, saissors, etc. ).

An ADL ( ctivities,of daily living) valuation w1 also be'ad- nister,e

iii ihclude child care, personal hygiene, meal planning.'nhO preparation, house-

egIng shopping (budgeting, etc.), laundering and clothing repair.

-10-
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Evaluation Findirt' s

L.C. is able to comprehend both

complete complex ultistes) tasks. He performanc on an evaluation

excellent. The wark was occur.) e,she approached the

iortand the product isfactbry..

ctivity

k in an'orde ly

The res s of thetj ndithtdannerest in clerical-type jobs. Shedoes
,

ion. L.C.'snot like workingTthother people, but n eds structured superv

greatest difficulties, at this-tirrte,'are in-Ithe areas of personal and child care

She is poorly disciplined, realizes that she must attend to hygiene and nutrition,

especially for-the child'but prefers to ignore these needs She stated that,

Dther nagged her ab ut these but then always took

be Ivo e independent.,,core of then- She would like her da

and thinks that' he will if they are -n t made a iss'ue of.

mune type living because "otIer pooiSle.

She sa s hat she kno

.'preferred

caw of all 'thosq ngs".

to cook and shop but just doesnt want to do it-.

'Discussion: Ther _ognitive impairment interferring with L

to care for hers4f Lnd-her child. She c uld readilYslearn to keep a home, if

she were motivated. With some training jn vocational skill she could get

a tob. H.4ability to actually carp for her-child properly is, questionable.

466



Motivation -forIndependence is the crucial issue in L.

shpuici be dealt 'WithLin psychotherapy as well gs in the activity pr6gr

This

reatment-in Implementation Flan As mentioned above, e ucuisitibnal

frame of referencetwHI he uSed'in planning L.C.'s tr6atment program. ,,The

.follow'ing skill -- instruction activitiGs will be offered. L. G. wifl be asked

select ilia sequence of participation.

Gioup. (Three-aftern on5. -k) The group con

..oFirishluction in a variety of office skills, such as filing ahdtyig

ithin 3-4 We'eks, L.C. should he able 'to type 20-30 +tiPT-Tri and do p

variety of ott---;e'r df ice skills.

Skills Gro6 . (Three Mornings a week) .11-i'me group members

actual jobs (contracted from offices within.the hospital).. It is

intended to feack clients job skills such as accepting (and giving

supervision and instruction, working under pressure of deadlines,

collaboration, pun'ctuality, proper dress and other work habits.

(Two mornings a week) In ih group, partici-

pants are taught activities`of daily living.
A

-12-



Mothe Group (One hour a k) This is priMorl,ly disus

group,for women wi h children. Chiiccqre, putrition. t4;d disdipline

JL

;.
ate discu s d by members.

In addition:the o cupo lonal therapist will see L.,c. for brief periods

irnes a week to evaluate prOgress and review plane,

Predicted Outcome'. :C selected participation in the clerical and work

skills griguRs' only. She agreed to sit in the rnoiers' discussion group

ced that shp wouldn't add anything to the discussion .

nvolvement in t p_

She could (att& 2 Week4 type,30

and the j up lebde discussed co

ped hçr.to learM marketable, b skills

Pm - nd began lea ng sh4thand. She

inued study and co sidered j ininwa

secretarial rogram aftor discharge.- The` yocatibh 1

stration (VRA) could possibly supprt thh.

She co

abilitotion

inued to re use the living skills grouR, .but her personal appearance

a

has improved. L.C. thinks that she woUld:lkJthoo Florida, live

ster home (if possible) with her child and go

L. C. hasis looking into the possibility of this.

counsel-or and a \IRA representative

4

I. 'The social worker

been re.e recito acational



1 4

Success in job performance has helped top ward independence.

,
Clearly, she couldnot care for the child, without as1tance, but may be

o after severai months or perhaps longer.
_

Care Plans. B

e ill. be referred t

she lea/es theliosPital total stay

n outpatieht, occupational therapy

program in Florida. A foster home will be a ranged an

secretarial sch

plication to a

I will be submitted. Hr RhIld wHI be sta

father until L.C'. is settled in Florida. When s,he C;omes back to pick up

the ch.ild4about 4 eeki) she will be sees: y.this occupdtibnal therapist for

,
cover the expenses. Continbed psychotherapy and thedication:is recarnmen ed.

_

valuation of pro9ress lnsurandisabiity, VRA and the father will



Case #2

This is a state-supported training facility. Clients usually stay.for a maximurn

of four Months and then are either discharged or transferred to another longer

'term hospital. All client e evaluated by an occupational therapist. The

t -ent approach varies, depending.upon individual needs, but a standard

eval _tion.procedure is used.

,14=i2-ji -Evaluation

possibliti s must beconsideredtha.V.C. will need to pr vide a stable

environment for himself and continu taking medication. His ability to obtain

and main ain q job.and thre for himself needs ,t9 b determpe

would PrObably not 76 cp

haspi.tahratioq. He should be

participate in activities.

orative in an interview b cause he i

Tan group.bqd

wilbe given the standard occupatirbI herapy evaluatiow that copsi
... ,

of two individual projects ne with ora direction, one ith written direction
.s.

ne group_proieci. iiiese are designed to sess the ability o perforrit tusKs rTL '-- L.ahd

ols, follow dire

o hers, accep

toris; set pri6riti _ke deals; ns-, collaborate with

n and-supervision -an.d attendo various A



k-play history is taken and a structured

,self-care abilities and attitudes.

.

Evaluation Findin s

V.C. wa'S not talkative, but Lwhateve3wa told to do. He waTpoorly

lumsy and had great difficulty doing any of the activities.

e physical awkwardness wa. cauipd by the medication and

estionn e is given to as

coordinated and

. He sugges ed .th

. his sleepiness. e understood the directi ns, but couldn't execute the
e- ...4

it 4
activity. He 'will be assigned 1:) leisuEP i ctivjties r his choice for

. ... c,_.

.

., I
several days until he ts able to pallitTcipa e in the evaluation pro.

'Reevaluation Seven Days Later

. This time V.C. was able to comple evalua len without any difficul

k was a bitsloppy but-correct. He atAetlY ignored other people and

voluntarily partic

igned to hIm by the other Flients..

V.C. s work history is chac

and tardiness.

group,project. He did whatever w

He was fired fromobs l;i'eause rF absenteeism

When he worked, he did q good job and liked it His drinking
_

interfered morg than any lack.of_skill. When drunk, he would negLect himself,

not eat, bathe, etc. Durrng the past several,years his leisure time consisted



Prior to that, he engaged in spth

ation Plan. lfj VtC. can/be

medication (he agrees it is helpful) he ,c uld probably -wor

involved in e !Omit A.A. group prior to discharge

he will be assigned to a full time work skflk program.to help him-"practice":

In ,occupational therapy

ing'. He wIlJ be- equired to be punetual.- In the evenings he will be

-assigneclito sports groups. Areferral to a vocational placement counselor
,

icted Outcome', As long V. C is not drinki9g and is taking medication,

e,Will probably enjoy the work and sports'gi-oLips. The problem will .be
.,-

metivating him De maintain medic n and.sobriety. after hOspital zotion. A

ye living arrangement should be sought. He should be discharged as soon.

as he gett d ipb and

Living with or near another member of A A may he beneficial and should be

consideredr

place to live. Dependence upon A7A. should be encouroged .

*4'
hould be seen weekly for- edication check-

ups and d review of his strictus. His schedule shotild be actIve. Referral to a

muni.t)P-,/qn.ing spor prtgrtnt should be mode .

4



Case /13 S K.

The community day c th- S.K.- was referred to tre S chords Fcfrfhrec
,

weeks in
an

intensive" II qa gram. After throe weeks,the clientl`afe

either-discharged or a assigned to individual group (or family) therapy twice

ly for a maximul one year. Most clients- received medication and are

maintained on it ( hen nee an indefinite period of time,

11

Th iheor tical cfpProach used is one of a combination' psychodynamic inter-
,

pretotion and applied behavior

the Staff help the client to 'uncover" the factors, that Vele edusative current

illnesS Instead of "working through" the conflicts, as Wt,ld bre.i.he approach

edification During-the three week program,

_77

in a long term psych n:dlytiC brier psychathe py., the cl

behavior odificatio how minimize and c 4 _4

,
The staff believeS the ce behavioarçhong

ugh

.inforMatian could b àba1d1n,anTrview with aetivit ion r'Or.

"
from reports of ot-ier s a

:Addifidnal Information'. Thi r causes .of,the recent "anxie+attock need

to

,
be determined so hath causati events coulci,be 'avoide in the future Th..s



Client's Res onses. Fol owing individual interviews with and His wife and

a review of his previous hOspitalization (about 2-1/2 years ago ) records, the

staff (psychicitrist , psychologist, occupatiOnal therapist,

nurse) rnet to formulate a plan of evaluation. `In a

tonal therapist, 5 K. stated that he'didn't uncle

.ctttack The only conclusion he .could reach was

the fear, which then biought about the

ocial worker, and

terview with tbe

he had an anxiety

in in his leg elicited

ety'syrrip

The.sta,ff agreed that potentially untomfortable situationts sach s increased

respopsibility causedS .1( to.' have "flash backs" his combat experience.

The resultant nxiety overwhelmed him and thus prevented him fram participating
-

ln the uneomfa table sit

_The goal of evaluation will be t

anxiety. Each staff me

a sess the situaHonstht potentially c9use

ber will approach this differently and will then

Fornulate a consistent treatment program.

TELe occupdtional therapist will use a battery of pralective aCtivities to include

drawing-, day sculptilre. ad a coil S.K. will also be given a complete

evaulaton to assess his ski ill be done to rule out the possibility of

skill kficts contributing ,to cOncurrent condition.'

4 7-d-



Evaluatio S.K. completed six drawing s and one clay sculptu e.
4

as disturbed by dra ing since he felt inkihiled by his lack of

talen therapist structured the tad( lpy asking him to draw a farm .1-4f

CUpe, cause of his hesitancy to draw. He rapidly sketehed abarn,

, Ind a house and said it Meant nothing. Later he drew another ene with a,

dead farm animal He recalled his grand ioIFers rifIe.collectinandfeared,

seeirig them. All of his projects had a theme of violencp to the

interpret tion

EvaluaHon Report After a reluctance to pa ticipae -1 the'projective eva I

n S K drew several scene all had symbls of death and/or viblence in

He described the symbols as more viol( t than they appeared to the:

connect the sY

some suggetien by_firelherapi

to Nis combat experiences

lesee that:the feir all wed him-

40 avold fActioning.. 11 di n!-Funderstand why e would want

his mother and grandmotrier.

old .i.tiViting

luation conference, llmembrs1reported simllor fi di The

as afraid that lie might kiLt hihat perhaps S.K.

mother. He wosangry ith her and could have last contr

one of his grandMother's

3ilipt her witii -.

rifles. By eAt nsio,



.frightened.of his anger and its possible harm to others. 'S .1( said that when
11!

-Vietnam', he needed to feel rage' wheh he fought - coMbeit training encouraged

. Since then, he hos not gPtten (or fel angry at anything.

S .,1 demonstrated no skill deficits He performed-exception I ell irt all

The 'g oal oFratment will'

if* situations (experiences and feelings) that cause O' reel ang y,

him how toh ndle the situatioli. Individual, QCOU

ill bp assigned. S.K. wiI.falo be alloW. select a

activity groups led by the occupational herqpist. e

ion with 'other people qnd will include dis

II e askedto identify his feelings and Oa'

ussion ,af

will ssiStib the planning, not the identification)

rming'en&-implementetion will be verbally einforced.

PrecrictedDutc me Plan. .K,. Whil likely hove trPuble seeipg is'annoyances,
,6

ther.ppople. With much support and encouragement from the

Fie should be able to identify s me of his feelings.



Before his discharge-fro hree ek pr groin, the staff will suggest that ..

5.K . visit hk mother either at the farm or at his own home.

'..,Hopefu.11y, he will feel comfortable seein b his WI,. -in law.

that ha felt overwhetrrted by the dditioncJ responibynqsed by his

promotion and ogry that his father,in-

need nisr-h-e---d-kcussed with the fathei,-in-1
. .

.
.....

..
.

. .. . , .
recognize thepossibility of ongei; and still maintain'a wotting---rel

thii

not feel if haisV uld harm him)..

Dis r -Nftbr Care Plans. S.: K .. wi I! bje ieeti.,twice eekly in nidividual
.

, ,

,
pv5.hotherapy. The oacup tionaithe _pist does not see the need for

."..
conlinued occupational py beeause-

necass ry,for dicussLon in psychotherapy.





A TA CONTINUING DUCA lION
PROPOSED PLAN

Introducti on

TheAmerican Occupational Therapy AsSociation (AOTA) has elected not

.- .
to idevelop a Continuing Education Unit prograrn because in mosi

cfccrual of units iS only indicative of attendance at a progra

cqcs the,

and does.not

guarantee that ,lev nt learning has occurred TrocliHtiona I cpntinuing

education progran\ re often rkshops or ernina c ducted inlarcie cRies

To attend, members must leave their jobs for several days and spend considerable

mounts of money.. Therapists wha work in small depart nenfs rural areas and

: those wi th family responsibi I ities are rarely able to attend. These arc thfe

members., -ho because o professional isolation are frequentymost in need

of formal continuing educ tional experiences. This program "proposes a method

of bringing train d educational counselling, and experiences to all the Ame-rican

Occupational Th r py Associbtion me bers.

The t rm "- ntinuing educe-Hoe commonly means advanced but not academic

Qr ilegre oriented educ tion in a specific profession or trade. Many professional,

-job r la -d experiences I under this category, sudi as in-service progra.

and professional conferences. Many of these pr6grams are relevant to e

'therapists but often the scope of the presentations are either too genralor at

too 17,'igh or too low a level for many of the participants. The therapist has n o

1
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luating the wortl t herself) until after the time andrnonoy

propsose to divide the categories of ontinuin ucation based,upon the-

fol lo inc:j apressed needs of the mernbershj

Pene a I basjc tevievr pro-grarns.
M
programs will be designed for

therapists who ha ve been obsenrt fron, pi-ea ice for s veral years and

wish to return. The progcams will -present a review o-f basics-kno

ge with a/fo upon recant dontribcitiohs to th profession.

Basic speciality programs. Thse prograins will be designed for recent

graduates of basic professional progra B.A or M.A.); iheraplsts

who are returning to practice afreran äxtendcd obsánca and have

completed thp, genera l basic review program, and ho wish to

specialize i

ing to chdn6e

,These pr

pecific area of practi ce. Experienced-therapists
s

f speciality ai-e Isc, included ih his cafe ory.

will focus upon the basic principles of the Various'

speciality araas.
c

Adva_ ced speciality programs.. These preg-ams wfl 3 be designed for

therapists who :have demonstrated advan ced competen cy in a speciality

and wish to acquire addifional related kno ledge or ex erience ith-

in t hat soeclalfty.



r'4 =

Role related programs. These pro ill be desIgned for therapists

wishing to change or.ossume a new role asan occipatioriaIfhercip

for example, therapists who wish to-beconie supervisor 4in addition

to o instead,of their responsihi lities 05 primary care practi

'need basic educaiuoral cperiences in supervision.

ners would

S ince a co rnittrnent to continuing education should be. each professio p

son 's ngo in g responsibility, cant inu ng education" programs should bo a part

of th therapists daily work activities . Learrlina materiaL and pr'ograrns, as

well as educatorshould be ma ily available to the therap st. These ducdtional

experiencs should not interfere with, bu t shou Id 'Pnhan ce the vpist's

ctice., The American Occupational Th4apy Association proposes to train

.
nal con tinu ing education couns'elors-coardinators and to establish a variety

of programs throug hout the country designed to eet the spe:Ci fi c _needs of riernbers
a

within their own home and workino envIronniets. Since individuals hove different,-

styles of Irnin c.: and prioritie;, variety of types of experiences will b- developed.

co egari-es outline0 abosie vill be used as a guide far th0 regio I

programs. Such c nsisten'cy will permit a nati6rial sharing of programs rd the
o.

ces and nicterTals orepared by-regionol programs.rna irnaluse of experi

It is t- intent of this proposal to:

1. Deve,lop and conduct reg lona ll;/-

4

a

ed continuIng educafibri prog ms



Method

throughout the United Stal

Identify al-id Fr

nd Puerto Rico.

n regional ,.toordin tors who will eventually be

employed by oath affiliate association and located within college and

university occupattonci I tiler_ py curricula.

DeOgop a.systen1 of coordinationpF the regional programs within

the AO TA not! ona l off ice.

Develop a variety of learning materialsthat would be availobI 6 to each

The A- erican cupotiona I Therapy Association Office of Continuing

,

Education and a cornmiftee of educators and practitioners will develop guude
.

nes for progrdois in each of. the four categories. A final draft of the

guidelines will be reviewed, by a:forger g

th'en submitted for' apprbval

oup of occupational therapits and

the AOTA Standords and 'Ethics Commission .

IndividUak within each a Hi liotwi II be appointed by Ihe affi licite

president tb roluntarily p Ian for implernentdlion of the proroms.. The plan

will be based upon the uieIine s and the needs of the regionQi members.

Con iriuing educe ion_needs will be determined-through the use of a standard

assessrnent survey and through information submitted by therapists who izkre

partici ating in

programs.

quality assurance, chart oudit, patient care evaluation



s'urvey and va,rluo ion erf e Ooinq cr

conducted. The successful -programs. 1;-!,.,ba

app t1 r ons...- I f a17,p

pcicka9edh* and fed ii the AOTA 'notional_

.individu I who dev-el op the package wil I loan

advertise,
-)

1,

if uing iijitOr will =

dent if led ciii

icobby,''t1

he prOgrarn-and then adroi'nister the ren

gions requesting th e,pa ckaie The cost` iil 1.-be sh
v

-.The 'prafits niade .by the rag ion wi li

Y w I lie

The group, reçioti ar
I

-AOISA who wif,T

al .*ral t t D the

creato

4eveloped

the pac keno and ACT. AOTA's

itbin regiaTns is intended

afe

either b

continuing edu Ca ti on

sassed and no de Vai !obi e

red by AOTA and the

ci bx the region,

prefik of pack-

the cost of administrat

ecs of the members and existing progr rt

additional pa'cka

egions itk:Fin la I nvestnientr necessary

,

of other ou fde au roes. These pa ckages,Vi-lf :be

some instances; AOTA nay ind p ndently dieyelop the

eloped-

t
from AOTA,

ined,to AOTA for

'packages. This w11-1be encoudgd so that dirbct r _fits he ued to'

support the prorqr

* Pckkage refer to learnin rbaterid Is , Ind uding audio and/or audiov-isua T cuss

programmed instnAttior, materials, films, bleak., course dutlines, 'sbgaested faculty,
and pecrCic education_rnethadolooies, An et tempt will be made to.pub.lish.or
copywrite the materials to protect the author .or de,eloper.

A Q- 0
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As the re ions increase thur financial hose thr6uah sale or rental

packages, they will employ a trained, continuing education counselor-
.}

coordinator. This pers Will ba ay ilable to ail AOTA members residircg

wfthin the region fçirThg educafon advisement and referral to

programs and resources. A small fee for service may be required to

supplernent,support. It is recommended that this person be locat -d at

n occupa,tioaal therapy university program wher)ev r possible becaus

he avai labi lity of resources.

Discussion

Many of 'the packages developed m,abe useful to non-occupational therapy

pi5fessionals. Every attempt will be.made to encourage ider use of the
.3..

. Moierials whenever pbssible. Likewise, other professiortal groups offer

programs that are warthwiile o occupational therapist s and efforts will be

rno'de to incorpprafe-thDse programs with AOTA's. All programs advertised

adlnliii2tered by AOTAwdll be subjected to the sarne assessmen
_

The issuè oNecognition of particip-.
ion has- not been addressed in this

propos I Ideally a prc5f,esi ional 'should not need formal recognition for

'keeping up to date an provtng :skills and kriowledge. it is in a sense

one's professional respons ibil ity. Th accjral of units is a weak award



siriCelt does not.neeessarily Identify an individual cis skilled-or kno ledg

able.

ACTA is designing a recertification pro ram to assess competency of

members through cr; chart audit evaluation of ob performance Participation in

chart audit, quality as urance program imby becoFne a part of future re-

certification requirements. Evidence of participation in continuIng educp ion

wilt not be the main requirerneni since co tinuing education is vie ed as

process through which a therapist can obtain competency, not an end in

itself

ACTA in addition, has a mechanism of peer recfltIon ansd has recently .

proposed to refine and expand it: This too is r from rontinuing .

edu-eatipn.

4


