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Preface

This book has been written for the occupational therapy assistant (OTA) student and the certiﬁed occupational therapy assistant (COTA) working in the pediatric practice setting. The language is consistent with the Occupational Therapy Practice Framework (3rd edition).1 Each chapter emphasizes practical information that may readily be used by students, certified occupational therapy assistants (COTA), and entry-level registered occupational therapists (OTR) who work with children and adolescents. Theories, frames of reference, and practice models are introduced and integrated into the content so they can be easily applied. When possible, the text differentiates between the roles of the COTA and the OTR. The term occupational therapy practitioner refers to OTRs and COTAs and is used during discussions of procedures that can be performed by either.

All of the chapters contain the following elements: outline, key terms, objectives, summary, review questions, and suggested activities to help readers understand material and apply concepts in practice. Each chapter begins with an outline that identifies the main topics included in each chapter. Key terms are listed in the order they appear in the text and are bolded within the text. The chapter objectives concisely outline the material readers will learn from studying the chapter. A summary at the end of each chapter reemphasizes the key points of the chapter. Review questions help readers synthesize the information presented. Suggested activities are designed to reinforce information in interesting ways. These activities can be completed individually or in small groups.

Boxes, case studies, tables, and ﬁgures are used throughout the chapters to reiterate, exemplify, or illustrate speciﬁc points. Interspersed throughout each chapter are “Clinical Pearls”— words of wisdom based on the authors’ clinical expertise. The clinical pearls contain helpful hints or reminders that have been consistently useful for OT practitioners working with children and youth. Several chapters include additional appendixes useful in clinical practice.

The ﬁrst five chapters present an overall framework of occupational therapy practice with children and youth and the settings in which practitioners work. Chapter 1, Scope of Practice, provides an overview of occupational therapy practice with children and youth, including a discussion of recommended pediatric curriculum content, selected practice models, COTA supervision, establishment of service competency, and a review of the OT Code of Ethics. The next four chapters—Family Systems (Chapter 2), Medical Systems (Chapter 3), Educational Systems (Chapter 4), and Community Systems (Chapter 5)—delineate the variety of settings in which practitioners who work with children and families practice and describe contexts, team members, intervention approaches, and laws governing occupational therapy services.

The next group of chapters provides readers with an overview of typical development that serves as a foundation for clinical practice. Principles of Normal Development (Chapter 6) offers an overview of the periods and principles of normal development. Using the Occupational Therapy Practice Framework1 as a guide, Development of Performance Skills (Chapter 7) explains the development of performance skills from infancy to adolescence. Development of Occupations (Chapter 8) presents information about the typical sequence of development of areas of occupation (e.g., education, feeding, dressing, bathing, toileting, play, rest, and sleep). Adolescent Development: Becoming an Adult (Chapter 9) portrays the uniqueness of adolescence and the journey into adulthood.


The Occupational Therapy Process (Chapter 10) addresses the manner in which OT practitioners evaluate, intervene, and measure outcomes of intervention. The authors provide an overview of documentation, practice models (frames of reference), and measurements using a variety of case examples. An explanation of anatomy, physiology, and neuroscience structures, functions, and terminology for practice with children and youth are covered in Chapter 11 (Anatomy and Physiology for the Pediatric Practitioner) and Chapter 12 (Neuroscience for the Pediatric Practitioner).

A variety of chapters explain the etiology, signs, and symptoms of pediatric conditions/disorders that an OT practitioner may encounter and include current intervention models and strategies. Chapter 13 (Pediatric Health Conditions) describes a variety of medical conditions, and Chapter 14 (Childhood and Adolescent Psychosocial and Mental Health Disorders) reviews disorders affecting psychosocial functioning. Chapter 15, Childhood and Adolescent Obesity, explores issues surrounding the health and wellness of children and includes information on intervention planning specific to this population. Two common conditions are examined in Chapter 16 (Intellectual Disabilities) and Chapter 17 (Cerebral Palsy). Specific intervention strategies for children with cerebral palsy are outlined in Chapter 18 (Positioning and Handling: A Neurodevelopmental Approach) using case studies to illustrate its application to practice.



Chapters 19 through 22 examine areas of intervention of primary importance to OT practitioners and include specific strategies for intervention related to occupations, specifically, Activities of Daily Living and Sleep/Rest (Chapter 19), Instrumental Activities of Daily Living (Chapter 20), Play and Playfulness (Chapter 21) and Functional Task at School: Handwriting (Chapter 22). Each chapter elaborates on intervention techniques, strategies, and outcomes using case studies to illustrate key concepts and principles.

OT practitioners often use media to assist children in achieving their therapeutic goals. Chapter 23 (Therapeutic Media: Activity with Purpose) provides sample activities, describes grading and adapting activities, and outlines the process for matching activities to children’s therapeutic goals. Chapter 24 (Motor Control and Motor Learning) describes principles that practitioners may use to teach motor skills. The authors provide an overview of research evidence while outlining strategies that can easily be implemented in practice with a variety of children and adolescents.

The remaining chapters explore specialized areas of practice. Sensory Processing/Integration and Occupation (Chapter 25) defines sensory processing and integration, describes intervention strategies, and discusses the underlying theory and principles of a sensory integrative approach. Applying the Model of Human Occupation to Pediatric Practice (Chapter 26) defines the components of this model and describes how it can be applied to design and conduct effective intervention for children and youth. Assistive Technology (Chapter 27) explains the process of selecting assistive technology and gives examples of types of assistive technology. Orthoses, Orthotic Fabrication, and Elastic Therapeutic Taping for the Pediatric Population (Chapter 28) reviews types of orthoses, describes principles and reasoning related to orthotic fabrication, and summarizes strategies and principles regarding elastic therapeutic taping (e.g., kinesio taping). The final chapter, Animal-Assisted Activities and Therapy (Chapter 29), presents readers with innovative ideas for incorporating animals in occupational therapy practice with children and youth. The authors provide examples of pet-assisted therapy projects.

This book has evolved from many years of teaching pediatric skills to students and is intended to present readers with theoretical and practical knowledge required for occupational therapy practice with children and youth. All chapters have been revised and updated to reﬂect current professional philosophy, research, and practice. A new chapter has been added on neuroscience to better prepare practitioners for practice. Case examples are embedded throughout to illustrate concepts more clearly. Each chapter offers numerous clinical pearls based on the expertise of the author. Readers are urged to examine the tables, boxes, and figures that clarify topics. This fourth edition includes additional content throughout to assist readers in applying concepts to occupational therapy intervention for children and youth. Chapters are written in clear and concise language, with numerous examples to help readers understand and use concepts to design and implement interventions. In addition to the textbook, the Evolve Learning Site has been updated and revised to better meet the reader’s needs.

The Evolve Learning Site includes new material (e.g., video clips, student multiple-choice questions, and Web resources) to help readers comprehend information and apply it in practice. A variety of video clips are available to illustrate key concepts from specific chapters. For example, video clips illustrate the use of therapeutic media, hand skill intervention, play, dressing, and feeding. Additional video clips display typical and atypical development, family-centered care, and community and rehabilitation intervention. To develop increased observational skills, questions are supplied for readers to consider while viewing video clips. Student multiple-choice questions (with rationales) assist in focusing student reading and are designed to cue students toward important content. Students are urged to examine the questions and review content in the textbook to reinforce learning. The Evolve Learning Site also includes a compilation of websites that provide resources useful in practice. For example, websites regarding orthotic material, assistive technology, therapeutic media ideas, and creative intervention plans are provided.

The fourth edition of Pediatric Skills for Occupational Therapy Assistants represents the expertise of an impressive group of contributing authors who have developed up-to-date, practical, and innovative material. The authors represent expertise in a variety of areas. We are grateful to the authors, reviewers, and contributors for their wisdom and skill. We hope you will enjoy reading and using all the learning materials provided in the textbook and Evolve Learning Site.


Jean Welch Solomon

Jane Clifford O’Brien






1 American Occupational Therapy Association. (2014). Occupational therapy practice framework: domain and process (3rd ed.). Am J Occup Ther, 68(Suppl. 1), S1–S48.







Acknowledgments

On this fourth edition, we had the opportunity to work with many talented and dedicated professionals who are passionate about the care of children and youth who have special needs. The authors come from various areas of the country, represent a wide range of practice areas, and have extensive clinical experience and knowledge that they share with the readers. It was fun and exciting reconnecting with colleagues and friends who participated in this project, and we are thankful for their work. We thank Morgan Midgett Taylor for transforming our words into pictures/illustrations and for having such patience for requested detailed changes. Jordan Hennsley (Berkeley County School District, Moncks Corner, South Carolina) provided many photographs of children who attend St. Stephen Elementary School. MaryBeth Patnaude, Barbara Price, Scott McNeil, Judy Cohn, Caitlin Cassis, Keeley Heidtman, and numerous contributing authors also provided photographs to illustrate concepts.

We acknowledge the following people for their work providing quality video for the Evolve materials: Dr. Elaine Norton; Kayla Drake, COTA/L; and children Liahna, Nicholas, Gabby, Jacob, and Annslee. Furthermore, we are appreciative of the children and families and team members with whom we work and who have inspired much of the writing throughout this textbook. We also acknowledge Henry Powell (Class of 2016); Scott O’Brien, Brendan Salvas, and Kelly Dolyak (Class of 2017); and Kelcey Briggs (Class of 2017) who were all so positive and helped on short notice with the Evolve materials and glossary.

We appreciate the hard work of the Elsevier editorial and production staff—Penny Rudolph, Jolynn Gower, Katie Gutierrez, Jodi Willard, and Ryan Cook. It has been such a pleasure working with everyone on this textbook.

1

Scope of Practice

Jean Welch Solomon,  and Jane Clifford O’Brien


Chapter Outline


Centennial Vision

Occupational Therapy Practice Framework

The Occupational Therapy Process

Roles of the Occupational Therapist and Occupational Therapy Assistant

Qualifications, Supervision, and Service Competency

Qualiﬁcations

Supervision

Service Competency

AOTA Code of Ethics

Scholarship

Summary




Chapter Objectives


After studying this chapter, the reader will be able to accomplish the following:

• Describe the centennial vision of the American Occupational Therapy Association (AOTA).


• Describe the basics of the Occupational Therapy Practice Framework: Domain and Process, 3rd edition, and its relationship to clinical practice.


• Identify eight subject areas in which entry-level certified occupational therapy assistants need to have general knowledge.


• Describe the four levels at which registered occupational therapists supervise occupational therapy assistants.


• Define service competency and give examples of ways it may be obtained.


• Outline AOTA’s Code of Ethics and apply the code to pediatric practice.


• Define and give examples of the different types of scholarship in which practitioners may engage.
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This chapter provides an overview of occupational therapy (OT) practice with children and adolescents. The chapter begins with a discussion of the subject areas important in pediatric OT curriculum followed by a description of the centennial vision of the American Occupational Therapy Association (AOTA), with respect to issues of children and youth. To understand the OT process, a review of the Occupational Therapy Practice Framework: Domain and Process (OTPF) is provided. Using case examples, the authors provide descriptions of levels of supervision and service competency requirements. The scope of OT practice with children and adolescents would not be complete without an understanding of the AOTA Code of Ethics. Lastly, the authors emphasize lifelong learning scholarship to enhance practice.

During the past 20 years, significant changes have occurred in the provision of pediatric OT services.2,3,8 Numerous federal laws that expand the services available to infants, children, and adolescents who have special needs or disabilities have been implemented. Approximately 20% of all occupational therapy assistants (OTAs) work in pediatric settings.11 OT practitioners provide pediatric services in medical settings such as outpatient clinics and hospitals, as well as in community settings such as schools, homes, and daycare centers.11 Because numerous practitioners work with infants, children, and adolescents, it is important that both entry-level occupational therapists and OTAs have a solid foundation in pediatrics.

The AOTA has identified eight subject areas to be included in any pediatric curriculum.4,8 An entry-level OT practitioner must have knowledge in the following areas:


Normal development: OT practitioners working with children who have special needs or atypical development patterns must have a firm knowledge of normal development and the expected range of performance to understand children and design effective interventions. (See Chapters 6 to 9.)



Importance of families in the OT process: Families are the most consistent participants on the pediatric team and are central to the child’s well-being. Understanding the needs of families and children is essential to the therapeutic process. (See Chapter 2.)



Specific pediatric diagnoses: Pediatric OT practitioners use knowledge of specific pediatric diagnoses as a guideline for determining which assessments, strategies, and methods are the most appropriate for the child or youth. OT practitioners use knowledge of the diagnosis to understand factors such as prognosis, precautions, medical interventions, and guidelines that are considered in practice decisions. (See Chapters 3, 13, 14, 15, 16, 17.)



OT practice models (i.e., frames of reference): Understanding models of practice and frames of reference are necessary for organizing and developing interventions based on evidence from the profession. Knowledge of the principles and techniques allows OT practitioners to develop interventions for children with a variety of diagnoses and conditions. Understanding the theory and principles for intervention allows practitioners to develop intervention plans for children with a variety of conditions interfering with occupational performance. (See Chapters 10, 18, 22, 23, 24, 25, 26, 27, 28.)



Assessments appropriate for a child with a specific disability or diagnosis: OT practitioners work with children and youth who have a variety of conditions and diagnoses that interfere with occupational performance. Therefore OT practitioners must have knowledge of a variety of assessments as well as the ability to use clinical reasoning to choose, interpret results of, develop, and carry out intervention plans. Practitioners also use data from assessments to measure outcomes of interventions. (Interspersed throughout chapters).



Age-appropriate activities: OT practitioners working with children need to adjust therapy activities to suit the age, developmental needs, and intervention goals of each individual child. Knowledge of a range of age-appropriate activities and the ability to carefully analyze the client factors required for performance is essential to practice. OT practitioners use creative activities to address occupational performance goals. (See Chapters 6, 7, 8, 9, 20, 21, 29.)



Differences among systems in which OT services are provided: OT services are provided in a variety of settings. These settings exist within systems that have different missions. OT practitioners work within these settings and design interventions to meet the needs of their clients as well as those of the system. For example, children receiving services in a public school system require educationally relevant therapy goals and objectives, whereas children receiving services in a hospital require medically necessary goals and objectives that allow them to engage in a variety of occupations. (See Chapters 1, 2, 3, 4, 5.)



Assistive technology: OT practitioners who work with infants, children, and adolescents with disabilities or special needs must have knowledge of the range of assistive technologies that promote safe and independent living and allow children to engage in a variety of occupations. (See Chapter 27.)


Centennial Vision

In 2017, the OT profession will be 100 years old. AOTA developed a centennial vision that recognizes occupational therapy as a science-driven and evidence-based profession that continues to meet the occupational needs of clients, communities, and populations.1 To reach this vision, AOTA is actively promoting that OT practitioners assume leadership roles and contribute to outcome databases that support evidence-based practice.1


The centennial vision specifically addresses areas of pediatric practice, including the health and wellness of children and youth (e.g., programs to prevent childhood obesity), and the psychosocial needs of this population.7 AOTA, through its vision, suggests that practitioners continue to provide evidence of the importance of occupation and intervention.1 The centennial vision advocates that practitioners working with children and youth develop programs for children with autism, target the mental health issues of children and youth, use standardized assessments to measure outcomes, and disseminate intervention results. The vision encourages practitioners to become leaders in the profession and to support the profession through participation in AOTA, scholarship (at many different levels), and clinical practice.1


Occupational Therapy Practice Framework

The Occupational Therapy Practice Framework: Domain and Process, 3rd edition (the Framework) defines both the process and domain of occupational therapy.6 (Subsequent chapters in this text discuss the Framework in detail and apply the concepts to practice.) The Framework was developed to assist practitioners in defining the process and domains of occupational therapy.6 It is designed for use by occupational therapists, certified occupational therapists, consumers, and health care providers. Figure 1-1 identifies the domains of occupational therapy as areas of occupations, client factors, performance skills, performance patterns, contexts and environments, and activity demands. Occupations include activities of daily living (ADLs), instrumental activities of daily living (IADLs), rest and sleep, education, work, play, leisure, and social participation.6 OT practitioners examine client factors to determine how they are influencing occupations. Client factors include specific capacities and characteristics of beliefs that reside within the person and influence how they perform.6 Client factors include values, beliefs and spirituality, body functions, and body structures.6 For example, a child may have cerebral palsy, resulting in muscle tone that interferes with his ability to use his hand effectively (e.g., body function), influencing his ability to feed himself (area of occupation). His body functions (muscle tone) influence his occupations. Practitioners examine performance skills (sensory, motor, process, social, cognitive, and emotional skills) and patterns (habits, routines, roles, and rituals) associated with occupations. OT practitioners may design interventions to address all domains. Equally important is an examination of the contexts and environments in which an occupation occurs. According to the Framework, these contexts and environments are cultural, personal, physical, social, temporal, and virtual (Table 1-1). Contexts influence how an occupation is viewed, performed, and evaluated. For example, when considering the temporal context, practitioners expect differences in social behavior between a 2-year-old toddler and 6-year-old child. The practitioner evaluates the activity demands (objects, properties, social, space, actions, and body functions needed) as part of the occupational therapy process.

The Framework defines occupational therapy as a dynamic ongoing process that includes evaluation, intervention, and outcomes. Figure 1-2 presents a definition of each process of service delivery. Evaluation provides an understanding of the clients’ problems, occupational history, patterns, and assets.6Intervention includes the plan (based on selected theories, models of practice, frames of reference, and evidence), implementation, and review. Outcome refers to how well the goals are achieved. The practitioner and client collaborate throughout. The practitioner completes an occupational profile that informs the intervention plan, implementation, and review. However, a practitioner may also revisit the occupational profile during intervention as new information emerges. At the same time, the practitioner measures outcomes throughout the intervention. The context and environment may influence all stages of the process.


[image: image]

FIGURE 1-1 Aspects of occupational therapy’s domain. All aspects of the domain transact to support engagement, participation, and health. This figure does not imply a hierarchy. (From the American Occupational Therapy Association. (2014). Occupational therapy practice framework: domain and process (3rd ed.). Am J Occup Ther, 68(Suppl. 1), S4.)







TABLE 1-1

Deﬁnitions of Contexts∗



	CONTEXT
	DEFINITION
	EXAMPLE




	Cultural
	Customs, beliefs, activity patterns, behavior standards, and expectations accepted by the society of which the individual is a member. Includes political aspects, such as laws that affect access to resources and affirm personal rights. Also includes opportunities for education, employment, and economic support.
	Family believes that mothers should stay home and care for children, while fathers work. The child is the youngest of three children. They live in a rural community where resources for children are limited.
Considers factors such as ethnicity, family attitude, beliefs, values.



	Personal
	“[F]eatures of the individual that are not part of a health condition or health status.”1 Personal context includes age, gender, socioeconomic status, and educational status.
	5-year-old boy who attends first grade classroom.



	Physical
	Nonhuman aspects of contexts. Includes accessibility to and performance within environments having natural terrain, plants, animals, buildings, furniture, objects, tools, or devices.
	Child lives in a city with public transportation, park nearby, and many accessible buildings.



	Social
	Availability and expectations of significant individuals, such as spouse, friends, and caregivers. Also includes larger social groups that are influential in establishing norms, role expectations, and social routines.
	Child engages in play with friends at school. She joined a dance class after school and enjoys going to school events with her two best friends.
Relationships with individuals, groups, or organizations; relationships with systems (political, economic, institutional).



	Temporal
	“Location of occupational performance in time.”2

	Young child who is learning to separate from parents and develop friendships at school
Refers to stages of life, time of day, time of year, duration.



	Virtual
	Environment in which communication occurs by means of airways or computers and an absence of physical contact.
	Adolescent who communicates with peers via Snapchat.
Refers to situations such as those online that provide realistic simulation of an environment.





∗ Context refers to a variety of interrelated conditions within and surrounding the client that influence performance.

1 World Health Organization (2001). International classification of functioning, disability and health (ICF). Geneva, Switzerland: WHO.

2 Crepeau, E., Cohn, E., & Boyt-Schell, B. (2009). Willard and Spackman’s occupational therapy (11th ed.). Philadelphia: Lippincott Williams & Wilkins.

Adapted from the American Occupational Therapy Association (2014). Occupational therapy practice framework: domain and process (3rd ed.). Am J Occup Ther, 68(Suppl. 1), S1–S48. http://dx.doi.org/10.5014/ajot.2014.682006



The Framework advocates that practitioners focus on occupations instead of its components. The goal of OT services is to enable children and youth to engage in daily occupations within their own environments (Figure 1-3). For example, a practitioner may identify that poor hand skill is interfering with a child’s ability to write in the classroom. Intervention may be targeted to improve hand skills. However, the practitioner who targets the occupation of success in the academic setting may provide the child with an alternative method (such as iPad access) to communicate in class and work on writing outside of class time. The goal is to enable the child’s success in the occupation of academics (i.e., school).

The Occupational Therapy Process

The OT practitioner uses a model of practice to organize his or her thinking and chooses a frame of reference to design interventions based on the child’s and the family’s needs (see Chapter 10 for specifics on model of practices and frames of reference). The frame of reference helps the practitioner decide what to do during therapy sessions. The OT process begins when a parent, physician, teacher, or other concerned professional requests a referral for occupational therapy. The OT decides whether the referred client should be screened to help determine whether the client will benefit from OT services.3,8,9 If the screening shows that the child is likely to benefit from OT services, an evaluation is performed. The occupational therapist determines the areas to be evaluated and may assign portions of the evaluation to an OTA. The evaluation process helps the occupational therapist identify the child’s strengths and weaknesses. Long-term goals and short-term objectives are established on the basis of the occupational therapist’s interpretation of the assessment. In collaboration with the OTA, the occupational therapist develops an intervention plan based on these goals and objectives2 (Figure 1-4). Depending on the client’s progress and periodic reassessments, the plan is implemented and modified. The intervention is designed to address the goals and objectives based on a selected frame of reference. When deciding on a frame of reference, clinicians consider the diagnosis, client’s age and stage in life (e.g., toddler, adolescent, adult), setting, their own clinical expertise, and current evidence-based research, as well as the client’s goals. Clinicians must stay informed about current research and intervention strategies to develop effective interventions for the children they serve. The client is discharged when all of the goals and objectives have been met or if the occupational therapist decides that services should be discontinued. (For a more detailed discussion of the OT process, see Chapter 10).
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FIGURE 1-2 Process of service delivery. The process of service delivery is applied within the profession’s domain to support the client’s health and participation. (From the American Occupational Therapy Association (2014). Occupational therapy practice framework: domain and process (3rd ed.). Am J Occup Ther, 68(Suppl. 1), S10)
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FIGURE 1-3 Occupational therapy practitioners help children engage in occupations such as play.





Roles of the Occupational Therapist and Occupational Therapy Assistant

The occupational therapist is responsible for all aspects of the OT process and supervises the OTA. The extent to which the OTA supervises the occupational therapist depends on a variety of factors, including the OTA’s knowledge, skill, and experience. In any case, occupational therapists and OTAs are both considered OT practitioners, and therefore they share the responsibility of communicating with each other about their clients.3,9
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FIGURE 1-4 The occupational therapist and occupational therapy assistant collaborate on goals and an intervention plan.





Qualifications, Supervision, and Service Competency

Entry-level OTAs must meet basic qualifications to practice in the field of occupational therapy. As they gain experience by working with occupational therapists, OTAs require less supervision and gradually become more competent at providing occupational therapy services.3


Qualiﬁcations

Entry-level OTAs must meet specific qualifications, which include successful completion of course work in an accredited OTA program and passing the certification examination administered by the National Board for Certification in Occupational Therapy.3 In addition, OTAs must meet specific requirements established by OT regulatory boards in their respective states and obtain a license if required by state law.

Supervision

Four levels of supervision have been delineated by AOTA: close, routine, general, and minimal. Close supervision is direct, daily contact between the OTA and the occupational therapist at the work site. Routine supervision is direct contact between the OTA and the occupational therapist at the work site at least every 2 weeks and interim contact through other means, such as telephone conversations or e-mail messages. General supervision is minimum direct contact of 1 day per month and interim supervision as needed. Minimum supervision is that provided on an “as-needed” basis. It is important to note that individual state OT regulatory agencies may require stricter guidelines than those established by AOTA. Stricter state guidelines supersede those of AOTA.2,3,8,9



TABLE 1-2

Supervision of Occupational Therapy Assistants



	LEVEL OF SUPERVISION
	TYPE OF SUPERVISION




	Close
	Direct and daily contact; on-site supervision.



	Routine
	Direct and regularly scheduled contact; on-site supervision.



	General
	Indirect supervision as needed and direct contact once a month or as mandated by state regulatory board.



	Minimum
	Direct and indirect supervision as needed or as mandated by state regulatory board.







The level of supervision that OTAs require varies with their level of expertise. AOTA defines three levels of expertise: entry, intermediate, and advanced.3 OTAs progress from one level to another based on their acquisition of skills, knowledge, and proficiency and not on their years of experience. Entry-level OTAs are typically new graduates or those entering a new practice setting who have general knowledge of the population or setting but limited experience. Intermediate-level OTAs have acquired a higher level of skill through experience, continuing education, and involvement in professional activities. Advanced-level OTAs have specialized skills and may be recognized as experts in particular areas of practice. Although the extent to which a particular OTA is supervised varies according to the individual, the level of supervision generally falls into one defined by AOTA based on the OTA’s expertise. An entry-level OTA requires close supervision, an intermediate-level OTA requires routine or general supervision, and an advanced-level OTA requires minimum supervision (Table 1-2).3


Service Competency

Levels of supervision are closely related to establishing service competency. AOTA defines service competency as “the determination, made by various methods, that two people performing the same or equivalent procedures will obtain the same or equivalent results.”2,3,8,9 Service competency is a means of ensuring that two individual OT practitioners will have the same results when administering a specific assessment, observing a specific performance area or component, or providing intervention. Communication between the OTA and the occupational therapist is an essential part of the entire OT process but is especially important when establishing service competency. Occupational therapists must be sure that they and the OTAs are performing assessments and intervention procedures in the same way. Once an occupational therapist has determined that an OTA has established service competency in a certain area, the OTA may perform an assessment or intervention procedure (within the parameters of that particular area) without close supervision by the occupational therapist. Ensuring service competency is an ongoing mutual learning experience.3


AOTA has specific guidelines for establishing service competency. For standardized assessments and intervention procedures that require no specific training to administer, the occupational therapist and OTA both perform the procedure. If they obtain equivalent results, the OTA may be allowed to administer subsequent procedures independently. For assessments and intervention procedures requiring subjective interpretations, direct observation and videotaping are valuable tools that can be used to establish service competency. These tools allow practitioners to observe a client performing a particular task and compare their individual interpretations of the performance. Likewise, an occupational therapist can tape a client, have an OTA watch the tape, and compare and contrast the observations that have been made. If the occupational therapist and the OTA consistently have similar interpretations, the OTA has established competency in observing and interpreting the particular area of performance.2,3,8,9 Specific examples of establishing service competency are provided here.

Videotaping

Teresa, an OTA, used the biomechanical approach to intervention when providing care for Abigail, a 10-month-old who experienced a brachial plexus injury at birth. Before working with Abigail, Teresa reviewed a videotape of her supervising occupational therapist treating another child with the same injury. Teresa’s discussion of the tape with the occupational therapist revealed that she understood the intervention procedures used. Abigail’s next therapy session, which was led by Teresa, was videotaped. The occupational therapist watched the tape and observed that Teresa carefully positioned the child and successfully carried out the intervention plan. The occupational therapist determined that Teresa established the service competency needed to treat Abigail. The occupational therapist and Teresa agreed that as part of the ongoing learning process, each month they would videotape and subsequently discuss one of Abigail’s intervention sessions.

Co-Treatment

Raja, a 4-year-old boy diagnosed with cerebral palsy recently received a nerve block to decrease flexor tone in his right arm. Since then, Alejandro, the occupational therapist, was treating him. Alejandro asked Richard, an OTA, to assist him in treating Raja. Richard prepared for the co-treatment by reading about nerve blocks and carefully observing Alejandro’s one-on-one intervention session with Raja. Richard asked pertinent questions and expressed a keen interest in working with Raja. After several successful co-treatment sessions during which Alejandro and Richard obtained equivalent outcomes from the procedures used, Alejandro assigned Raja’s case to Richard. Richard then received only general supervision from Alejandro because he demonstrated service competency when working with Raja.

Observation

Missy, an OTA, used the rehabilitative approach to treat Dewayne, a 6-year-old who obtained an amputation below the elbow. Before becoming an OTA, Missy volunteered regularly at Shriner’s Hospital (on the unit that specialized in trauma and burn cases) and she observed many clients being fitted with prostheses; she frequently assisted the therapists. After graduating as an OTA, she was hired to work in the OT Department at Shriner’s Hospital. As an OTA, she worked closely with an occupational therapist, who developed intervention plans for clients with injuries similar to Dewayne’s. Missy also observed and assisted in administering the department’s prosthetic checklist, which was designed to assess the care, application, and use of prostheses. Missy began working with Dewayne when he was fitted for his first prosthesis at the age of 3. The occupational therapist observed Missy administering the procedures on the prosthetic checklist; their findings were equivalent. When Dewayne was fitted with a new prosthesis, the occupational therapist was confident that Missy could independently and accurately complete the checklist procedures. Missy demonstrated service competency in administering the assessment.



AOTA Code of Ethics

The Representative Assembly of AOTA approved the updated Occupational Therapy Code of Ethics in 2010.5 This new code was tailored to better address the ethical concerns of the profession. This is a public statement of the principles used to promote and maintain high standards of conduct by all OT personnel. The Code of Ethics is based on seven principles:

• Beneficence


• Nonmaleficence


• Autonomy and confidentiality


• Social justice



• Procedural justice


• Veracity


• Fidelity



Beneficence refers to the benefit of services to consumers, which may include clients, families, and community. For example, if a child is not progressing or benefiting from OT services, then discontinuation of services would be considered an ethical decision. Nonmaleficence refers to the principle of not inflicting or imposing harm on clients. The OT practitioner avoids activities or interventions that may hurt the child or adolescent. For example, the practitioner carefully observes the child’s response to multisensory inputs and is alert to prevent sensory overload. The principles of autonomy and confidentiality relate to the rights and privacy of clients. OT practitioners actively involve children and families in the intervention process and respect and uphold their rights to privacy and confidentiality. The OT practitioner is careful not to speak in public places about children or tell others about the child’s services. The principle of social justice refers to providing fair and equitable OT services for all clients.5 Thus, OT practitioners must make sure that all clients receive the same level of services despite such things as ability level, socioeconomic status, or culture. For example, the OT practitioner does not schedule more sessions just because the parent’s insurance will cover the cost, rather sessions are scheduled based on the child’s needs. The principle of procedural justice necessitates that OT practitioners comply with state and federal laws and AOTA policies. Furthermore, this principle ensures that practitioners provide OT services in accordance with established policies and procedures. In terms of the relationship between the occupational therapist and the OTA, procedural justice ensures that supervision is provided within the required guidelines established in state laws. Veracity means honesty in all professional matters. Practitioners adhering to the principle of veracity accurately document services provided, including the child’s progress. Veracity also includes being honest about one’s professional qualifications and level of competency. Fidelity refers to respect, fairness, discretion, and integrity. In practice, practitioners are following the principle of fidelity when they provide the same quality of care to all clients, regardless of payment schedules, culture, or disability. OT practitioners are expected to adhere to the profession’s code of ethics at all times.5


Scholarship

Occupational therapy practitioners must be lifelong learners to be competent in the provision of services. Scholarship is a form of leadership and enables practitioners to expand their knowledge base and to maintain competence. Scholarship involves the dissemination of findings, either formally or informally. OT practitioners may choose a variety of options for disseminating their findings, including in-service training, conference presentations, poster sessions, publications, journal club discussions, and informal networking. Practitioners may choose to network with others by using social media, such as blogging. Scholarship may involve formal learning, such as enrolling in a course. Some practitioners may wish to demonstrate knowledge through practical application.

Boyer defined four types of scholarship: discovery, integration, application, and teaching.10Discovery scholarship includes work that contributes to the body of knowledge of a profession, thus increasing evidence-based practice options. For example, searching the literature to review various intervention methods is a form of discovery scholarship.


Integration scholarship involves interpreting and synthesizing research findings to identify linkages across disciplines. Exploring interventions used in physical therapy, speech therapy, or education and relating those findings to occupational therapy is a form of integration scholarship.

Frequently, OT practitioners are interested in applying professional knowledge to solve clinical problems and to assess outcomes. This type of scholarship is called application scholarship.

OT practitioners frequently educate other practitioners and clients’ family members on intervention techniques and, as such, are interested in examining their teaching effectiveness. Teaching scholarship is used to determine how the client best learns. It is also used when OT faculty and practitioners examine how the OTA student learns in the classroom and when on fieldwork.

OT practitioners are encouraged to actively engage in scholarly activities at various levels on a regular basis. For instance, participation in a journal club to discuss a particular client group, laws, or systems in one’s state can benefit the practitioner and client. Presenting new interventions or interesting findings at state conferences or through in-service training often is helpful in refining or further developing ideas. Engaging in a variety of scholarship activities benefits practitioners, clients, and the OT profession.

Summary

This chapter presented an overview of pediatric OT practice beginning with an overview of the AOTA centennial vision and how it relates to OT practice with children. An overview of the OTPF was followed by a discussion of the OT process. The role of the occupational therapist and the OTA were defined throughout the chapter, with an emphasis on the qualifications, supervision, and service competency requirements for the entry-level OTA. Examples throughout the chapter illustrated how levels of supervision and service competency are used in delivery of OT services within the realm of the OTPF. A discussion of the AOTA Code of Ethics was presented, using pediatric examples to reinforce key concepts. Finally, the authors defined scholarship, providing examples to illustrate how OTAs can contribute to the professions’ work in pediatrics.
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Review Questions


1. List and describe five content areas in which a pediatric OT practitioner needs to have knowledge while working with children and adolescents.


2. Provide an overview regarding the domain and process of occupational therapy as described in the OTPF. Use a pediatric example to illustrate this.


3. What is service competency? How is it established?


4. How would each type of scholarship (as defined by Boyer) enhance OT practice for children and youth?


5. Define the seven ethical principles, and provide a clinical example of each.





Suggested Activities


1. Interview an OTA or an occupational therapist who works in pediatrics. The focus of the interview should be supervision and service competency. Questions might include the following:


(a) Which courses in school have proved to be the most useful to you as a pediatric OT practitioner?


(b) How many years of clinical experience do you have?


(c) What is the level of supervision that you receive (OTA) or give (occupational therapist)? What are the means by which this occurs?


(d) How is service competency established between the occupational therapist and the OTA in your workplace?











2. Observe an OT practitioner and describe the OT domain and process as outlined in the OTPF.


(a) List and describe the domains that the practitioner addressed.


(b) What aspects of the process did the practitioner use?


(c) Describe the dynamic nature of the OT process by using the example of what you saw.






3. Choose an article that addresses OT practice with children and youth. Summarize the findings and describe how this would inform practice. Identify which type of scholarship is represented in the article and describe your rationale for this response.



4. Provide an example illustrating how a practitioner follows the Code of Ethics in practice.


(a) Review occupational therapy ethical violations and describe the ethical principle(s) violated. (Some states record these decisions.)


(b) Describe all the various forms of plagiarism. Discuss which code of ethic principle covers plagiarism. How does your school handle plagiarism?
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Chapter Objectives



After studying this chapter, the reader will be able to accomplish the following:

• Describe why it is important for an occupational therapy practitioner to have knowledge of and skills related to working with families.


• Describe the differences between prescriptive and consultative professional roles.


• Understand the way a therapy program for a child always has an effect on the family unit.


• Describe the key concepts of family systems and life-cycle theories and the roles of these concepts in interventions for children.


• Recognize and appreciate that all families have unique ways of adapting and coping with life events and that effective therapy builds on these existing coping strategies.


• Describe several communication strategies that an occupational therapy practitioner can use to promote familial–professional partnerships.
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Case Study

As Heather leaves the apartment, she thinks about her relationship with the family and how it has developed during the 2 years she has been working with Margarita. At the beginning of the relationship, Heather was often frustrated by Mrs. Sanchez’s seeming disinterest in, or inability to follow through with, some of the home program ideas that Heather introduced. She fretted and fumed but tried to help Mrs. Sanchez see the importance of taking Margarita’s needs seriously and devoting the necessary time to therapy. It was only after discussing the case with a colleague that Heather realized she had departed from the guidelines of the 2014 Occupational Therapy Practice Framework (OTPF).1 She got caught up in her own expertise in the domain of occupational therapy and had strayed from a client-centered∗ consultative process.

As Heather recalls this, she laughs to herself as she recognizes that she has “done it again” with regard to the toilet training directive. She is also happy that she recovered her client-centered role and helped Mrs. Sanchez develop a plan that incorporates some of her ideas into the family routines. Mrs. Sanchez’s silent response also has clued her in to the fact that she departed from the client-centered consultative role related to the preschool issue. She resolves that on the next visit she will attempt to remain client centered as she revisits the idea of preschool.




∗ The OTPF1 defines the term client as the individual or the individual within the context of a group (i.e., a family). The terms client-centered and family-centered are used interchangeably in this chapter.






The Importance of Families

The vignette of Margarita and her family underscores the reason it is important for OT practitioners to understand family systems. Box 2-1 contains the key reasons for using a family-centered approach in early intervention when working with young children who have disabilities.

Families have the most signiﬁcant environmental inﬂuence on a young child’s life and development. As evident in this case, the majority of Margarita’s time is spent with her family. If the family members are not convinced of the beneﬁts of therapy or are unable to ﬁnd time to carry out the intervention plan, optimal improvement in Margarita’s case is unlikely to occur. As interventionists, OT practitioners enter children’s lives for relatively brief periods. Family members are the “constants” in most children’s lives.

The OT practitioner may function in two distinct roles in his or her involvement with a family—prescriptive and consultative. When working directly with the child, the OT practitioner functions primarily in the prescriptive and directive role; when working with the family, he or she functions primarily in the consultative role. Consulting with the family on the possibility of achieving the desired goals for the child and for the family builds collaboration and trust, which are key ingredients for intervention success with families.


Clinical Pearl

Developing a trusting and collaborative relationship with families is a key ingredient for intervention success.









BOX 2-1 Reasons Families Are Important

• A family has a signiﬁcant environmental inﬂuence on a young child’s life and development.


• Interventions with children inevitably affect the family.


• Laws and current service delivery models promote a family-centered approach.


• Professional organizations, including the American Occupational Therapy Association, have identiﬁed the areas of competency and created recommended guidelines for working with families.




Interventions with children have an inevitable effect on the life of the family; therefore, interventions are most effective when the family is consulted and invests in the development of the intervention plan. Margarita’s story reveals the importance of considering the whole family with regard to the intervention plan. It also illustrates the advantages of the OT practitioner functioning in a family-centered, consultative role, one that acknowledges and supports a family’s central function in the design and implementation of intervention plans. Margarita’s therapist learned the importance of this concept when she recalled her initial failed attempt to help the family institute a toilet training program and again when introducing the idea of preschool for Margarita.

The family-centered approach is also the focus of many current laws and health care delivery models. Public Law 99-457, which was passed in 1986 (IDEA, Part C), is considered revolutionary because of its emphasis on the central role a family plays in interventions with young children.7 This law and its subsequent interpretations have altered the way in which services for young children are planned and delivered. Some of the highlights of the early intervention component of the law include the following:

1. Families are mandated co-leaders on state-level advisory boards that make recommendations about the way in which service systems are designed.


2. Family concerns, resources, and priorities guide the development of individual intervention plans.


3. Families play an important role in children’s assessments and evaluations.


4. Families have certain rights to conﬁdentiality, record keeping, notiﬁcation, and other procedures related to the programs and agencies that serve their children.7



The law ushered in additional changes that ultimately beneﬁt families, such as promoting interdisciplinary and interagency collaboration. The importance of collaboration among families and professionals from different agencies and disciplines became apparent when numerous stories surfaced about the challenges for families when professionals did not collaborate with each other.5


Professional organizations, including the American Occupational Therapy Association (AOTA) and the Division for Early Childhood of the Council for Exceptional Children (DEC/CEC), identified particular areas of competency and certain guidelines to emphasize the importance of practitioners having the skills and knowledge necessary to work effectively with families.3 The dramatic changes in the relationship between families and professionals, which were catalyzed by Public Law 99-457, as well as the increased focus on the importance of families in all human service organizations, did not develop overnight. The existing workforce had to develop new collaboration and communication skills. University and community college training programs had to retrain faculty and upgrade curricula to prepare students adequately for the newly defined pediatric roles (Box 2-2).3 Professional organizations have supported the changes by creating recommended practice guidelines and areas of competency.

Current Issues Affecting Occupational Therapy Practitioners and Families

Changes in Policies and Service Delivery Models

As mentioned previously, policies and legislation passed in the past decades affected service delivery models and recommended OT practices. The resulting changes include emphasis on the following approaches to service delivery:

• Interdisciplinary and family-centered approaches are used when planning and implementing interventions.


• Children with disabilities are included in regular educational settings.


• Therapists act as consultants, providing pediatric treatment that is integrated into the children’s regular routines and natural environments instead of using “pull-out therapy”∗ (Figure 2-1).


Expansion of Practitioners’ Roles

Recent changes in service delivery and implementation resulted in an expansion of the role of OT practitioners. Their duties now also include the following:

• Assessing family interests, priorities, and concerns;


• Observing and gathering information about the daily routines of children and families in their homes and in the classrooms;


• Gathering and sharing information with families about development and intervention strategies; and


• Implementing therapy in collaboration with parents, caregivers, and general educators.


Demographic Changes in the U.S. Population

In addition to changes in laws, policies, and recommended practices, the demographic makeup of the children being served has also changed. Nearly half (49.9%) of the children in the United States under the age of 5 years are racial or ethnic minorities.6 In contrast, although the U.S. population is becoming more diverse, the members of health-assessing and treating professionals (i.e., nurses, therapists, dietitians, pharmacists) are predominantly (83%) white.2




BOX 2-2 DEC-Recommended Practices in Early Intervention/Early Childhood Special Education

Family Practices

Family practices refer to ongoing activities that (a) promote the active participation of families in decision making related to their child (e.g., assessment, planning, intervention); (b) lead to the development of a service plan (e.g., of a set of goals for the family and child and the services and supports to achieve those goals); or (c) support families in achieving the goals they hold for their child and the other family members.

Family practices encompass three themes:

1. Family-centered practices: Practices that treat families with dignity and respect; are individualized, flexible, and responsive to each family’s unique circumstances; provide family members complete and unbiased information to make informed decisions; and involve family members in acting on choices to strengthen child, parent, and family functioning.


2. Family capacity-building practices: Practices that include the participatory opportunities and experiences afforded to families to strengthen existing parenting knowledge and skills and promote the development of new parenting abilities that enhance parenting self-efficacy beliefs and practices.


3. Family and professional collaboration: Practices that build relationships between families and professionals who work together to achieve mutually decided outcomes and goals that promote family competencies and support the development of the child.


We recommend the following family practices for practitioners:

F1. Practitioners build trusting and respectful partnerships with the family through interactions that are sensitive and responsive to cultural, linguistic, and socioeconomic diversity.


F2. Practitioners provide the family with up-to-date, comprehensive, and unbiased information in a way that the family can understand and use to make informed choices and decisions.


F3. Practitioners are responsive to the family’s concerns, priorities, and changing life circumstances.


F4. Practitioners and the family work together to create outcomes or goals, develop individualized plans, and implement practices that address the family’s priorities and concerns and the child’s strengths and needs


F5. Practitioners support family functioning, promote family confidence and competence, and strengthen family–child relationships by acting in ways that recognize and build on family strengths and capacities.


F6. Practitioners engage the family in opportunities that support and strengthen parenting knowledge and skills and parenting competence and confidence in ways that are flexible, individualized, and tailored to the family’s preferences.


F7. Practitioners work with the family to identify, access, and use formal and informal resources and supports to achieve family-identified outcomes or goals.


F8. Practitioners provide the family of a young child who has or is at risk for developmental delay/disability, and who is a dual-language learner, with information about the benefits of learning in multiple languages for the child’s growth and development.


F9. Practitioners help families know and understand their rights.


F10. Practitioners inform families about leadership and advocacy skill-building opportunities and encourage those who are interested to participate.


Source: Division for Early Childhood. (2014). DEC recommended practices in early intervention/early childhood special education. Retrieved from http://www.dec-sped.org/recommendedpractices
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FIGURE 2-1 Therapist working with the mother, child, and early childhood teacher at a child-care center. This is an example of interdisciplinary collaboration and embedding therapy into the daily routine. (Courtesy Don Trull, FPG Child Development Institute, University of North Carolina—Chapel Hill, Chapel Hill, NC.)







Implications for Practice

The myriad changes taking place in the OT environment affect service delivery and implementation in numerous ways, including the following:

• OT practitioners are more likely than ever to be working with children and families whose cultural backgrounds and native languages are different from their own. They may need to use translators or interpreters. They must develop the ability to appreciate and respect cultural differences, which may mean developing an awareness of their own cultural identities, the acknowledgment of inherent biases and values, and knowledge of other cultures.


• Young children with disabilities are more likely than ever to be in regular early childhood and educational programs. OT practitioners must be able to embed therapy into the daily routines of home, child-care, and regular educational settings and must develop expertise in consulting with early childhood teachers, families, and other specialists. OT practitioners need the knowledge and skill to work as members of interdisciplinary teams, which requires interpersonal, communicative, and collaborative skills.




BOX 2-3 Family Systems Theory Concepts

Morphostatic Principle

Like all systems, family systems are organized with recognizable feedback loops and “rules.” These rules may be consciously recognized and spoken by family members; however, most are nonverbal and shared assumptions of family functioning. An example of a spoken “rule” is: “In our family, parents always inquire about his or her child’s day and the child always responds.” An example of a nonverbal “rule” is a parent expressing anger at a child and the child withdrawing to avoid conﬂict. Deviation from either pattern by the parent or the child would be met with corrective (morphostatic) action. Failure of the parent to inquire or the child to respond in the ﬁrst instance would draw the immediate attention of the other, leaving him or her to wonder if there was a problem. In the second example, an arguing response could be met with increasing anger from the parent until the child ﬁnally withdraws; if the parent fails to respond angrily to an “infraction,” the child might escalate the misbehavior until the angry response occurs.

Morphogenetic Principle

Families do evolve; that is, they change. Just as a child grows and develops, families do, too. In the examples given here, the parent who usually asks how his or her child’s day was might get caught up in work or in taking care of a younger sibling and not be available when the now older and more independent child arrives home. The child might start volunteering information about his or her activities without being asked. In the latter example, the child, as he or she grows older and gains experience outside the family, may see this as undesirable and no longer be willing to continue the sequence. Either the parent or the child will initiate a conversation that leads to an agreement to make changes in the sequence.

Equifinality

This concept is, in many ways, a subset of the morphogenetic principle. Simply stated, it says that any system can change in an inﬁnite number of ways. If we again take the second example, a positive change was described. Another version might be that the now 16-year-old boy becomes increasingly belligerent, gets into a physical ﬁght with his father, and either runs away or is kicked out of the house. Even in this extreme example, it is important to recognize that the “family” continues and the notion of equiﬁnality still applies. The child could become addicted to drugs, with the parents forever grieving, or he could eventually get into the military, receive the GI bill, do well in college for a couple of years, and be reunited with his family, who then support him through graduate school and he subsequently wins the Nobel prize. Equiﬁnality does not imply an end point but, rather, a series of way stations in the life of a family. For the OT practitioner, it is the most important idea, one of hope and optimism.




• OT practitioners must obtain information on a wide range of community-based programs and services, both specialized and generic, to meet the individual needs of the various families and children with whom they work.



Family Systems Theory

Description

Family systems theory is a core framework for guiding interactions with families.∗ It is a group of ideas that describe the many ways that individuals in families are connected across time and space, and its implications for the families with whom practitioners work are far reaching. Developing and increasing an understanding of the family as a system signiﬁcantly affects the way practitioners working with families perceive their own roles, determine which potential outcomes are positive, and understand family changes. The core concepts of family systems theory are provided in Box 2-3.

General Systems Theory Concepts

Each living system (including family), to be recognizable as such, must have some order, no matter how undesirable or chaotic it appears to an outside observer. The maintenance of this order has been termed the morphostatic (form maintenance) principle. Examples for families include daily family rhythms such as meals, bedtime, expectations for bathing, greetings or departures, and affectionate naming. At the same time, these systems have a capacity for change, which has been named the morphogenetic (form-evolving) principle. Examples for families include gaining or losing a member through marriage, divorce, birth and death, and the shifting roles of members through marriage, school progression, or aging. Change is possible only through the introduction and assimilation of new information into the system, such as gaining or losing members.

A feature of the form-evolving (morphogenetic) aspect of living systems is their capacity to evolve along different paths and yet arrive at a given “destination.” It implies that no single past event predicts a system’s current form, nor does any speciﬁc current event speciﬁcally predict a future form. This has been named equiﬁnality. The practitioner will see families that are similar in many ways but whose lives have been affected in dramatically different ways by the introduction of a child with special needs. A clear example is one in which the family seems to have been drawn closer together, in contrast with that in which the family has become emotionally disconnected.

Implications for Practice

The OT practitioner is an agent for bringing new information into the system. In addition to the core knowledge (the domain of the profession) the practitioner brings, he or she must develop communication skills to help the family assimilate this new information. To do so, the OT practitioner is guided by these basic ideas: (a) “I must acknowledge and accept current family form and function” (support the current form); and (b) “I must ally myself with the system’s capacity for change” (support the assimilation of the new knowledge I bring). These ideas form the basis for the consultative role.

The OT practitioner leverages his or her ability to support change by eliciting from the family its desired outcomes and integrating his or her ideas into a collaborative plan aimed ﬁrst and foremost at achieving the family’s goals. Figure 2-2 shows collaboration between family and practitioner. This is truly a family-centered practice, with the family being the client and the OT practitioner being a consultant rather than a prescriptive interventionist.

A major goal when working with families is to establish a trusting relationship, particularly with key members. One of the ﬁrst steps to establishing trust is to identify the outcomes that family members desire. Given that different family members have different priorities, helping them ﬁnd verbal expression for outcomes that everyone can endorse builds that trust in a powerful way. Sometimes families simply have the basic desire to help their children grow and develop. Regardless of whether a family’s goals are vague, it is important to acknowledge the ways they perceive the current situation and priorities while helping them agree on goals.


Clinical Pearl

The ﬁrst step in a successful intervention is identifying what the family hopes to accomplish.




[image: image]

FIGURE 2-2 Collaboration between family and practitioner is essential for achieving goals that enable children to participate in meaningful occupations. (Courtesy Don Trull, FPG Child Development Institute, University of North Carolina—Chapel Hill, Chapel Hill, NC.)







Clinical Pearl

Intervention efforts should begin with a clariﬁcation and acknowledgment of the way in which family members perceive their situation and deﬁne their priorities, however unfocused their goals may seem.



The second step in building a trusting relationship is developing strategies for accomplishing the family’s goals. The strategies should be developed in collaboration with the family to ensure adherence to its beliefs and daily living patterns. In the case of Margarita, Heather began the intervention process by working with the mother, which, given her key role, was the appropriate way to begin establishing a trusting relationship. However, even if Heather successfully consulted with the mother at the previous visit to determine that toilet training was a desirable goal for the family, she departed from the consultative role when she decided on the time line for Margarita’s toilet training. Instead, once the family endorsed the idea, Heather should have consulted with Mrs. Sanchez about the practical realities and timing of implementing the training. To implement the toilet training even more powerfully, she should have included the father, grandmother, and aunt in developing strategies once they endorsed these ideas as desired goals. This would have avoided some of the constraints created by Mrs. Sanchez’s already complex life. Because Heather failed to include the other family members in the planning process, she missed some opportunities to support the intervention/change process. Fortunately, Heather was able to shift out of the prescriptive and directive role, which previously led to frustration.

Margarita’s story illustrates a common occurrence—the professional role of the OT practitioner as the prescriber of intervention clashing with existing family functioning. This can signiﬁcantly reduce the efﬁciency and effectiveness of any intervention. The paradox is that families desire professional expertise and assistance and it is hard for practitioners to resist the temptation to take a directive role. At the same time, families do not like being told what exactly to do by someone else, especially as interventions may disrupt family routines and behaviors. Some families can be creative and take a prescribed intervention and weave it into existing family routines, beliefs, and daily living patterns, but many will do less well or discard the intervention altogether. Staying in a consultative role is key to intervention success. The OT practitioner helps families integrate the interventions that move them toward the goals on which they agreed and into their daily living patterns as well as they can. As the consultant, the OT practitioner not only helps families integrate new intervention strategies but also helps them troubleshoot those aspects of the plan that they were unable to actually accomplish. “Trying harder” rarely works. Changing the process, the goals, and the time line, however, are all reasonable adaptations to current family functioning. Figure 2-3 shows an interventionist modeling an intervention strategy in a home setting.

With this approach, families are more likely to take full advantage of the practitioner’s expertise. OT practitioners who are able to relinquish their felt power as experts and provide consultation in a truly family-centered fashion often are able to make the most of their professional skills and expertise.


Clinical Pearl

The likelihood of families following through with intervention plans depends on the extent to which those plans are constructed to ﬁt within families’ existing routines, beliefs, and patterns of family life.



OT practitioners also should be aware that success with a family is an evolving process. As in the case of Heather, the only real mistake is the one that is not recognized. An easy way to enhance the family’s trust is to consult with them on intervention plans gone awry. Being truly curious to learn about the family and collaborating with the family to add or change elements in a plan not only improve the odds of success but also further the family’s acceptance of the therapist. Developing a trusting relationship with families takes time. Differences in cultural and linguistic backgrounds and heritages also inﬂuence how quickly and easily relationships are formed, but adhering to the consultative role does accelerate the process.
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FIGURE 2-3 Modeling intervention strategies in a home setting allows family members to participate in the process that supports follow-through and the achievement of goals. (Courtesy Don Trull, FPG Child Development Institute, University of North Carolina—Chapel Hill, Chapel Hill, NC.)








Family Life Cycle

Description

Another concept important to consider is the family life cycle. Like individuals, families also go through normal or typical developmental phases. No consensus exists on the number of phases that should be considered, which is not surprising considering that family development is a ﬂuid process and not a discontinuous series of steps. Critical stages of the family life cycle are those involving life transitions: birth, marriage, leaving home, and death.

Perhaps one of the most important points about the phases of the life cycle is the fact that moving from one phase to another causes stress and requires the family to adapt. Stress is completely normal and necessary for the evolution (morphogenesis) of the family system. Life-cycle changes bring about changes in the needs, interests, roles, and responsibilities of each family member. For instance, becoming a parent entails learning a whole new set of skills and alters the relationships between parents and among parents and their extended family and friends. Families often can beneﬁt from the extra support of friends, neighbors, or extended family members during life-cycle transitions.

Children with disabilities have special needs and undergo numerous stressful life-cycle events. These events may include unexpected hospitalization for a lengthy period, unusual and sometimes painful treatments, and participation in special education and early intervention programs. These events often involve new relationships with numerous different professionals. Forming new relationships, especially when individual choice does not exist (as when a practitioner is assigned a case), can be stressful. In the case of Margarita, the arrival of an OT practitioner in the Sanchez household created a certain degree of stress. As Heather, the therapist, shifted into a more consultative role, the stress of intervention was no longer dealt with by dropping the prescribed intervention and changing nothing (morphostatic principle); rather, the intervention (toilet training) was integrated into a family plan for change that was endorsed, at least in its timing, by Mrs. Sanchez and was therefore more likely to succeed (adhering to the morphogenetic principle).

Watching a child miss typical milestones can create stress for a family. For example, the realization that a child has not started walking or talking by the appropriate age can be very stressful. In Margarita’s case, the fact that her younger 11-month-old sister had begun to walk whereas the 3-year-old Margarita had not, clearly highlighted the ongoing and unexpected stress caused by Margarita’s extended dependency for basic functions such as feeding and toileting.

Because certain events—for example, frequent hospitalizations, participating in OT interventions, or not reaching important milestones—are not normative life-cycle events (i.e., the usual or expected transitional events), families experiencing these events have fewer people with whom to share their experiences. For instance, parents of adolescents often find it helpful to share “war stories” with other parents about transitional events (e.g., teaching the adolescent to drive). The majority of parents of adolescents can relate to the challenges and triumphs associated with this event. Research has shown that sharing experiences and getting support from family, friends, and neighbors are effective strategies for dealing with stress.4 However, few parents can relate to nonnormative life-cycle events (not the usual or expected transitional events), such as the experience of raising a child who will never be able to walk.

Implications for Practice

The life events that have been described are somewhat arbitrary and obviously overlap, so they are grossly inadequate representations of the wide range of family experiences that exist. Cultural factors also can affect how these events and life stages are perceived and experienced. For example, is it acceptable for an adult child to be living with his or her parents? In the case of many white families, this situation would be perceived as a failure on the part of the child, whereas this may be normal in many Hispanic families. Practitioners tend to attach meanings, usually rooted in their own backgrounds, beliefs, and experiences, to the phases of the family life cycle. This tendency can potentially put practitioners at odds with certain families. This is illustrated in the case study about Margarita. Heather, with her Anglo-Saxon values, recommended that Margarita attend the prekindergarten program in a public school because she thought it would enhance the child’s social and cognitive development. Mrs. Sanchez became quiet when Heather made that suggestion, an action that Heather came to recognize as a sign of disagreement. Perhaps the Sanchez family considered it unusual for children to attend any school at such a young age, or they may have preferred a neighborhood parochial school with several bilingual nuns on staff.

Being sensitive to family transitional events (normative and nonnormative) also is important. Events such as the death of a parent, an adult child leaving home, or a job transition can take the time and attention of the family away from intervention efforts. Consider the big picture when working with a family. Family-centered consultation is clearly preferred under such circumstances.

During nonnormative transitional events, the families of children who have disabilities sometimes ﬁnd it extremely helpful to be connected with each other. They can share information, similar experiences, and methods of coping. Parent-to-parent programs exist in many communities, and research has demonstrated their helpfulness.4,5



Family Adaptation

Description

In what ways do families adapt to unexpected events such as the birth of a child who has developmental delays? Crises, which are brought on by overwhelming stress, are not always negative. Families are living systems that evolve in response to internal events (e.g., illness, death, birth, emancipation) and external events (e.g., the loss of a job, a move to another city, the involvement of the OT practitioner). Like all living things, families are generally adaptive (the morphogenetic principle) by nature. Although serious crises can precipitate alcoholism, separation or divorce, or family violence, in some cases they can enable rapid positive changes, such as recommitment to a marriage or resolution of a long-standing conﬂict. For many years, research on the families of children with disabilities was focused on family dysfunction, stress, and pathology. However, in recent years research has revealed what some families had been saying for years: Despite the stress caused by their child’s disability, dealing with the disability strengthened the family or changed it in some positive way.4


Families react and adapt to crises in individualized and unique ways. Family adaptation is affected by the interaction of family resources (e.g., time, money, and friends) and perceptions (the way events are deﬁned). Social support plays an extremely important role in family and individual well-being. For the families of children with disabilities, the informal support of extended family, friends, and neighbors appears to be more important than the formal support received from professionals and institutions. Of course, an important factor is the way families deﬁne their resources. In the Sanchez family, the extended family is a source of positive support for Margarita’s parents, whereas in other families, a mother-in-law or an aunt living in the home could be a source of additional stress.



BOX 2-4 Perceptual Coping Strategies

Passive Appraisal

Ignoring a problem and hoping it will go away

Reframing

Redeﬁning a situation in ways that make it more manageable

Downward Comparison

Identifying a situation that is worse than your own

Use of Spiritual Beliefs

Using philosophic or spiritual beliefs to make sense of and ﬁnd meaning in a situation




In addition, the way families deﬁne and understand a particular event, such as the birth of a child with a disability, is an important component of family adaptation. Speciﬁc perceptual coping strategies are listed in Box 2-4.

At times practitioners get impatient with families who seem to ignore or minimize problems. Although it may be tempting to be judgmental in these situations, it is important to recognize that these families are using their own coping strategies. Families adapt as a whole, and this adaptive capacity should be supported. OT practitioners should not assess a given situation and assign direct responsibility to any speciﬁc factor. For example, a practitioner cannot accurately assume that George, a 6-year-old who cannot tie his shoes, would be able to if he had started occupational therapy at age 3. Too many other variables are relevant. For example, family ﬁnancial demands, time constraints, and emotional strain may have been signiﬁcant factors when George was 3. Beginning occupational therapy at that age could have forced George’s father, who had just overcome his drinking and spousal abuse problems, to regress. In turn, this could have caused George to regress and lose his toileting skills. No individual, not even an OT practitioner, can conceive of all the potential positive outcomes and all the ways to achieve those outcomes (equiﬁnality). Families and OT practitioners have attitudes and biases about the causes of problems and the possibilities of overcoming them. Nevertheless, the adaptive potential of a family as a whole is unlimited, and remembering this can help families as well as OT practitioners achieve the best possible outcomes.

Implications for Practice

When meeting a family for the ﬁrst time, it is important to be interested in learning about the unique ways in which the parents adapt to their child’s disability—the ingenious ways that they cope in their daily lives. In Margarita case, Heather regained this curiosity and interest when she recognized Mrs. Sanchez’s indirect feedback, that is, her quietness. This indicated that Heather shifted away from the consultative role.


Clinical Pearl

When meeting a family for the ﬁrst time, it is important to express curiosity and interest in the unique ways in which they are adapting to their child’s disability without judging and evaluating.



It also is important to use and support existing resources in families’ lives. OT practitioners sometimes get so excited about specialized support services that they forget about generic support services such as churches, neighborhood playgrounds, and community recreation centers that are closer to home. If OT practitioners are not careful, their clients may suddenly realize that they have lost touch with neighbors and friends because of the time spent taking their children to specialized programs far from home. They could end up in a specialized world inhabited mainly by professionals.

Families must carry out daily tasks to perform their basic functions.1 Family functions include activities related to education, recreation, daily care, affection, economics, and self-identity.4 Family routines must be considered when home therapy programs are developed; otherwise, time-consuming programs that simply cannot be done within the parameters of the daily household routines and time schedule may be prescribed.


Essential Skills for Successful Intervention with Families

For OT practitioners, having good communication skills is just as important as having the proper knowledge to treat a client. Some essential communication skills include the following:

• Solution-focused curiosity and interest: People generally have an extremely positive response to practitioners who are nonjudgmentally interested in them and their situations. The focus should be on strengths, achievements, and desires rather than on the traditional problems and deﬁcits. This “solution focus” allows the practitioner to support the adaptive (morphogenetic) potential of the family while not challenging or criticizing its current status. In the example of the Sanchez family, it would have been better for Heather to have asked Mrs. Sanchez, “What have you found that works best for feeding Margarita?” rather than “What problems do you encounter when feeding Margarita?”



• Collaborative goal setting: A family that has requested or been referred for OT services has some goals, even if only vague ones, that they hope the services will help achieve. The practitioner may have a very different idea of what the goals should be. Collaborating with the family to clarify and develop a common set of goals helps practitioners efﬁciently and effectively manage the intervention planning process. Staying close to the plan that was agreed on while being willing to change the plan as family needs evolve builds trust, and family members perceive the therapist as being interested in helping them achieve their goals. For example, after introducing herself, Heather should have asked Mrs. Sanchez about Margarita and what she hoped to accomplish by getting involved in the early intervention program. Asking “What are Margarita’s biggest problems?” is a deﬁcit-oriented approach. Stating, “I think we should work on Margarita’s toilet training so that she is ready for kindergarten” could slow the development of a relationship between Heather and the Sanchez family. Carefully eliciting and acknowledging the family’s wishes would create a solid basis for working with them. Starting with the family’s hopes, dreams, and moments of pride reinforces the capabilities and competence of its members. After listening carefully to Mrs. Sanchez’s expressed wishes for Margarita, Heather could say something like “So, you aren’t sure about what you want to accomplish, but no matter what we do, Mrs. Sanchez, you want Margarita to feel like she is a part of the whole family.” If Mrs. Sanchez nods and smiles, Heather would know that she identiﬁed a primary goal of the Sanchez family. She should keep that as a major feature of the intervention planning process.


Clinical Pearl

Build on family strengths, dreams, and hopes. When talking with families, ask “how” rather than “why” questions. Ask them to describe rather than explain situations. Instead of trying to establish some sort of linear cause-and-effect relationship among different factors, try to simply understand the relationships among events, people, and situations.5






• Acknowledgment: “Solution-focused curiosity and interest” and “collaborative goal setting” are skills that are grounded in the central communicative tool known as acknowledgment, which practitioners can use to assure their clients that what they are saying is being heard and understood. OT practitioners can acknowledge the clients with whom they are speaking by providing appropriate feedback. This feedback can be in the form of verbal repetition or conﬁrmation of the clients’ statements (e.g., “So you have lived here for 5 years” or “I see”), nonverbal body movements (e.g., nodding the head, sitting forward with an interested expression), or paraverbal cues (e.g., “uh-huh” or “mm-hmm”).


• Continuity: The OT practitioner’s arrival and departure are the most important moments of contact with a family. At both times, the practitioner should be solution focused or future oriented. When arriving at the home, the practitioner is attempting to establish or reestablish positive rapport with the family. After discussing any relevant events that have taken place since the previous visit, the practitioner elicits from the family a desired outcome for that visit or restates an agreed-upon goal to guide activities during the current visit. When departing from the home, the practitioner and family identify events that will or may take place before the next visit as well as discuss a potential goal for the next visit. It can be difﬁcult and frustrating for a practitioner to leave after a visit in which little progress has been made. In such cases, it is often helpful to leave the family with some “homework” related to their goal—to look for and note circumstances that relate to it—so that the practitioner can use the information as a stepping-stone for the next session. For example, imagine that the parents want their daughter to be able to dress independently and have identiﬁed their daughter using the zipper of a dress as their goal; however, the goal seems unreachable, and little progress is being made. The OT practitioner could ask them to pay attention to the circumstances under which their daughter attempts to touch or play with the zipper. The visit can then end on a more positive note, with the family having to focus on a smaller goal.


Summary

Family systems theory provides a useful framework for thinking about families and the ways in which they operate. The challenges and triumphs of parenting a child who has a disability are similar to others that families without children with disabilities face. An important factor in determining whether families can successfully adapt to these challenges is the strength and support of their relationships with other key individuals. An OT practitioner is one of these key players—a person who has the opportunity to make a difference in the life of a family through a sensitive, individualized intervention approach.
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Review Questions


1. What are the differences between prescriptive and consultative professional roles?


2. How does a therapy program affect a family unit?


3. Describe three key concepts related to family systems theory and the implications of these concepts for OT practitioners.


4. Explain why nonnormative transitional events may be more stressful than normative transitional events.


5. With the information provided on family systems and family adaptation, explain why it is important to individualize therapy programs for children and families.


6. What are four communication strategies that could be used during the initial home visit with a family?





Suggested Activities

1. Spend time with a child with special needs in his or her natural environment (e.g., home, neighborhood). Observe the various activities taking place. Keep a list of the ways different therapy activities could be embedded in these routines. Imagine the way therapy concepts could be introduced to the parents and then implemented. Write these ideas down.


2. Talk with the families of children with disabilities and with OT practitioners. Ask each group to describe the characteristics of an OT practitioner that they think are important. Take notes, and summarize the comments. Compare the comments of the two groups. Create a personal list of the skills and competencies of an effective OT practitioner.


3. Go online to CONNECT Module 4 on Family-Professional Partnerships. Review the videos demonstrating effective communication practices with families and participate in the suggested activities associated with the videos. http://community.fpg.unc.edu/connect-modules/learners/module-4.




∗ Pull-out therapy is therapy that is not provided in the context of a child’s daily routine.

∗ The definition of family in this chapter is inclusive: “…two or more people who regard themselves as a family and who perform some of the functions that families typically perform. These people may or may not be related by blood or marriage and may or may not usually live together.”
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Chapter Objectives



After studying this chapter, the reader will be able to accomplish the following:

• Describe occupational therapy practice in a medical system.


• Identify the key members of a pediatric medical system.


• Differentiate among pediatric acute care, pediatric acute rehabilitation, subacute care, long-term care, outpatient services and specialty clinics, and home care medical settings.


• List commonly assessed areas of function in a pediatric medically based occupational therapy evaluation.


• Discuss the roles of the occupational therapist and the occupational therapy assistant during the process of intervention and documentation in a pediatric medical system.


• Identify equipment commonly found in hospital settings.


• Identify challenges faced by occupational therapist practitioners working in a pediatric medical practice setting.


• Describe infection control procedures for occupational therapy practitioners.
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The medical system represents a significant sector of care in the United States. Medical systems continuously change and access to care continuously evolves. Legal, legislative, societal, ethical, and financial factors influence health care delivery. The role of the occupational therapy (OT) practitioner in the medical setting is to facilitate the ability of the infant, child, or adolescent to engage in everyday occupations while supporting medical stability for discharge. The OT practitioner facilitates community reentry by providing outpatient services and recommending community resources. Understanding the types of settings and the role of OT practitioners among teams is essential to providing quality services to children and youth.

Medical Care Settings

A medical system includes many team members, including children, families, specialists, generalists, nurses, physicians, physical therapists, physical therapy (PT) assistants, child life or therapeutic activity specialists, speech and language pathologists, occupational therapists, and certified occupational therapy assistants (COTAs). A pediatric medical care system comprises a group of individuals who form a complex and unified whole dedicated to caring for children who are ill (Box 3-1).9 A variety of personnel work as part of the team, including medical laboratory technicians, audiologists, pharmacists, dietitians, orthotists, social workers, case managers, psychologists, and recreational therapists. Support personnel may include phlebotomists who draw blood, radiology technicians who take x-rays, cardiac technicians who do studies of the heart (including electrocardiograms), and electroencephalogram technicians. A medical-based OT practitioner has to become familiar with the roles and responsibilities of other disciplines. This knowledge facilitates team collaboration and benefits children and their families.


Clinical Pearl

The number of specialties included in the pediatric medical care system may be challenging for the new OT practitioner to remember. Learn the names of the medical team members and their specialties. Carry contact information when working on the unit to facilitate ease of communication and consulting.



Levels of Medical Care

OT practitioners need to be aware of the level of medical care under which services are being provided to children. The increased number of uninsured or underinsured children and families has resulted in expansion of medical care practice outside of the more traditional arena (i.e., inpatient, center-based care, in-home services).


Primary care is considered the “first level” of medical care and includes visits to one’s primary physician.4 Pediatric primary care is strongly grounded in the understanding that caregivers must receive assistance to recognize the need for routine and follow-up medical care. Practices such as immunizations, vaccinations, regularly scheduled checkups, and ongoing monitoring of chronic conditions are all examples of strategies that are used under the primary care model to promote and support health in children. All medical personnel who provide services under this model of care are responsible for participating in educating family members, caregivers, and significant others.

Second-level (secondary) medical care involves follow-up that occurs once a child has become ill. In secondary care, a primary care physician refers a child to a specialist for complex medical or developmental concerns. This level of medical care involves caregiver education, focusing on caregiver recognition of the importance of adherence to guidelines regarding care, sanitation, dispensing medication, and observation for signs of improvement or worsening of a condition.4 This level of care is more intense than in the primary care model. The increased level of medical care is provided to prevent the necessity of tertiary medical care.

Third-level (tertiary) medical care involves the need for hospitalization.4 At this point in the medical care continuum, serious concerns have arisen regarding involvement of the child’s body system(s) and that additional body systems will be affected by primary or secondary causes associated with the child’s illness. As in all other levels of medical care, caregiver education is provided. However, a greater level of responsibility for the child’s recuperation is dependent on interventions provided by medical personnel.


Quaternary care is an extension of tertiary care and is less common, highly specialized, and provided in circumstances such as severe trauma, significant burns, heart transplants, and experimental services.4 These medical interventions are not found in every hospital.


Clinical Pearl

The occupational therapy assistant (OTA) will typically work in primary, secondary, and tertiary care.



Comprehensive pediatric medical care occurs over a continuum of various settings, including neonatal intensive care unit (NICU), step-down nursery or pediatric intensive care unit (PICU), medical/surgical/general care unit, acute rehabilitation unit, subacute setting, the home, or a residential (long-term care) facility.

The role of the OT and the COTA and types of occupational therapy services delivered in each unit of care varies. However, the core of service delivery remains the same: evaluation, intervention, and outcome review. Medical care centers require that all inpatient occupational therapy evaluations be completed within 48 hours of the client’s admission.



BOX 3-1 Medical and Allied Health Team in the Medical Setting

Physician Specialists

• Hospitalist: A physician in charge of medical care during hospitalization (e.g., emergency, critical care, medical units).


• Neonatologist: A physician who specializes in the study, care, and treatment of neonates. The team leader of the neonatal ICU.


• Pediatric intensivist: A pediatrician who specializes in the care of infants and children who are in the ICU because of severe illnesses.


• Pediatric medical subspecialists: Physicians specializing in specific diagnostic areas in the care of children.


• Anesthesiologist: A physician specializing in in the branch of medicine that understands the autonomic, neuromuscular, cardiac, and respiratory physiology; the relationship with the control of acute and chronic pain and use of sedative, analgesic, hypnotic, antiemetic, respiratory, and cardiovascular drugs. The anesthesiologist is involved with preoperative, intraoperative, and postoperative care.


• Cardiac surgeon: A surgeon specializing in performing surgery on clients with cardiac disorders.


• Cardiologist: A physician specializing in the treatment of heart disease (i.e., congenital heart defects)


• Developmental optometrist: An eye doctor with postgraduate training in the eye health and efficient vision for functioning in daily occupations; a specialist in children’s vision.


• Gastroenterologist: A physician specializing in the anatomy, physiology, and treatment of disorders related to the digestive organs (i.e., digestive disorders, difficulty absorbing certain nutrients, reflux, failure to thrive, malabsorption, motility disorders).


• Geneticist: A specialist in genetic disorders.


• Genetic counselor: A health care professional who specializes in the education and support of patients, families, or prospective parents about inherited diseases that they or their offspring may be susceptible.


• Head and neck surgeon (HNS; formerly called ENT): A specialist in the science of the ear, nose, and the throat, and their functions and diseases (i.e., hearing impairment, craniofacial anomalies, cleft lip/palate, problems with airway, tracheostomies)


• Hematologist: A physician who specializes in the diagnosis and treatment of blood disorders and blood-forming tissues.


• Nephrologist: A physician who specializes in the structure and function of the kidney and related diseases.


• Neurologist: A specialist in the study and treatment of diseases of the nervous system; involved in identification and diagnosis of neurologic problems (i.e., seizure disorders, cerebral palsy, transverse myelitis, Guillain-Barré, brain tumors).


• Nurse practitioner: A licensed registered nurse who has obtained advanced preparation for practice in the diagnosis and treatment of illness. The nurse practitioner may diagnose medical problems, order treatments, and make referrals. The practitioner may work collaboratively with physicians or independently in private practice or nursing clinics. In some states, the nurse practitioner is able to prescribe medications.


• Oncologist: A physician who specializes in the diagnosis and treatment of tumors and cancer-related disorders.


• Ophthalmologist: A physician who specializes in the treatment of disorders of the eye.


• Orthopedist: A specialist in the branch of medical science that deals with the prevention or correction of disorders involving the skeleton, joints, muscles, fascia, ligaments, and cartilage.


• Physiatrist: A physician who specializes in physical rehabilitation and medicine. The physiatrist is the medical team leader of the acute rehabilitation unit and provides service for children requiring inpatient or outpatient rehabilitation.


• Physician assistant: A specially trained and licensed individual who performs tasks usually done by physicians and works under the direction of the supervising physician.


• Pulmonologist: A physician trained and certified to treat pulmonary diseases (e.g., chronic lung disease, cystic fibrosis)


• Surgeon: A medical practitioner who specializes in surgery. For children, the surgeon may place feeding tubes (e.g., gastrostomy or jejunostomy) or help stabilize children who have had a trauma (e.g., injury to abdomen from car accident)


Allied Health Professionals

• Art therapist: A professional holding a master’s degree in art therapy who uses the creative process, art media, and the resulting artwork to explore feelings, reconcile emotions, foster self-awareness, manage behavior, and develop skills to improve or restore a client’s sense of well-being. Art therapists are trained in art and human development, psychology and counseling.


• Audiologist: A specialist who can identify and evaluate hearing loss, and can rehabilitate those with hearing loss, especially those whose loss cannot be improved by surgical or medical means.


• Case manager: An individual who coordinates the interprofessional medical care for a patient to improve quality and continuity of care and to decrease hospital costs. The case manager coordinates the individualized medical plan for children with complex needs or chronic medical problems, and acts as a liaison between family and team members for optimal communication before discharge.


• Child life specialist: A professional with expertise in helping children and their families overcome challenging life events, particularly those related to health care and hospitalization, via play, preparation, and self-expression.



• Clinical neuropsychologist: A professional with specialized knowledge and training in the applied science of brain behavior relationships including assessment, diagnosis, treatment and rehabilitation of clients across the life span who have neurologic, medical, developmental, or psychiatric conditions. The pediatric clinical neuropsychologist provides service on the medical and acute rehabilitation units of the children’s hospital.





• Clinical nurse specialist: A nurse who holds a master’s degree with competence in a specific area such as intensive care, cardiology, oncology, obstetrics, or psychiatry. The pediatric clinical nurse specialist provides care to infants and children.


• Dietitian (RD): An individual trained in the area of nutrition who evaluates and provides intervention regarding the dietary needs of the healthy and the sick. Registered dieticians are certified with the American Dietetic Association.


• Hospital school teacher: A certificated teacher responsible for the education of children who are hospitalized.


• Music therapist: A professional trained to assess the strengths and needs of a patient and use music within a therapeutic relationship to address physical, psychological, cognitive, and social needs of the individual.


• Occupational therapist (OTR): A professional who provides assessment and intervention for occupational performance. Occupational therapists help clients engage in everyday activities (occupations) that provide clients with a sense of meaning and identity.


• Certified occupational therapy assistant (COTA): The COTA provides intervention to enable clients to engage in meaningful activities and occupations that provide them a sense of identity and purpose. COTAs work under the supervision of an OT.


• Orthotist: A professional who designs, constructs, and adjusts orthotics, orthopedic braces, and other structures that support the body or its parts.


• Pharmacist: A professional licensed to prepare and dispense drugs. A pharmacist may advise on the selection, dosages, interactions, and side effects of medications.


• Physical therapist: A licensed individual trained in the management of the client’s movement system who provides examination and intervention to alleviate disability, impairments, and functional limitations.


• Physical therapist assistant: A trained paraprofessional who provides selected interventions for clients under the supervision of a physical therapist.


• Prosthetist: A specialist in the branch of surgery or physiatry dealing with the construction, replacement, and adaption of missing or damaged limbs.


• Registered nurse (RN): A nurse licensed to work in a specific state. The pediatric RN is prepared to care of infants and children. RNs work closely with team members and administer medication, provide medical care, and assist families with psychological issues.


• Respiratory therapist: A person skilled in managing the techniques and equipment used in treating clients with acute and chronic respiratory diseases.


• Social worker: Pediatric social workers provide supportive services to neonatal, pediatric, and adolescent clients and their families. Assistance includes adjustment to disability, illness, grief or loss, and addressing personal, financial, legal and environmental difficulties for solving and coping with everyday problems.


• Speech-language pathologist: A health care professional trained to evaluate and treat people who have voice, speech, language, swallowing or hearing disorders, especially those that affect their ability to communicate or consume food.


• Therapeutic recreation specialist: An individual who specializes in planning and directing recreational activities for patients recovering from physical or mental illness or who are attempting to cope with a permanent disability.


Adapted from Venes, D. (2009). Taber’s cyclopedic medical dictionary (21st ed.). Philadelphia: FA Davis.



Neonatal Intensive Care Unit

Infants who have experienced complications with birth may be placed in the neonatal intensive care unit (NICU). The goal of the NICU team is to address the acute or extremely severe symptoms or conditions of infants so that they can become physiologically stable (i.e., maintain a stable body temperature, heart rate, and respiratory rate).

The medical team closely monitors the medical status of NICU infants. A neonatologist serves as the leader of the NICU team (Figure 3-1). In addition to conducting a neonatal assessment, the neonatologist consults with other professionals on the medical team about the specific needs of the infant. Infants with the following conditions may be admitted to the NICU:

• Cyanosis: the infant turns blue because of insufficient oxygen


• Bradycardia: the infant has a heart rate of less than 100 beats per minute (bpm)


• Low birth weight (LBW): the infant weighs less than 2500 grams


• Very low birth weight (VLBW): the infant weighs less than 1500 grams


• Extremely low birth weight (ELBW): the infant weighs less than 750 grams


• Premature birth (less than 37 weeks gestational age)
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FIGURE 3-1 The neonatal intensive care unit can be an overwhelming environment. (From Parham, L. D., & Fazio, L.S. (2009). Play in occupational therapy for children (2nd ed.). St. Louis: Mosby.)






• Respiratory difficulties


• Presence of congenital anomalies


• Neurologic injury or abnormality


• Infants requiring surgery


When presented with an infant who has one or more of these conditions, additional medical team members take part in consultations and interventions. Pulmonologists (lung specialists), cardiologists (heart specialists), gastroenterologists (digestive specialists), neurologists (brain specialists), social workers, and respiratory therapists may be needed to address the needs of infants in the NICU. OT practitioners may address positioning for function, range of motion, and age-related motor and sensory development. In certain states, the occupational therapist addresses feeding and swallowing concerns of the critical care infant and provides lactation consultation.


Clinical Pearl

Families with children experiencing life-threatening illnesses may express various types of emotions at any given time. The skilled OT practitioner incorporates characteristics of therapeutic use of self while interacting with the individual coping with a loved one’s illness.



Only highly qualiﬁed allied health professionals perform NICU-based intervention. Therapists who work in the NICU are required to have advanced education and certiﬁcation in NICU-based intervention. For example, therapists in the NICU must have a thorough knowledge of life signs, which are key indicators of the infant’s status (e.g., color, respiration rate, body temperature, extremity movement). Changes in these indicators are noted by the therapist through sight, hearing, and touch. A role for the OTA in the provision of NICU services has not been identiﬁed.1 OT practitioners who want to work with this special client population should obtain the necessary education and certiﬁcation required to ensure that intervention is provided safely and appropriately.

Pediatric Intensive Care Unit

The pediatric intensive care unit (PICU) is a specialized unit that addresses the critical medical needs of the infant, child, or adolescent from birth to 21 years. The pediatric intensivist, also referred to as the pediatric critical care medicine specialist, is the medical team leader of the PICU. The pediatric intensivist directs the care of the infant, child, or young adult by administering direct care or consulting with a variety of experts to determine the best course of intervention for these medically fragile, high-risk children.4 For example, the pediatric intensivist may consult with the pediatric infectious disease physician regarding a child with a rare or infectious disease. The following conditions may indicate the need for admission to the PICU:

• Open heart surgery


• Brain injury (e.g., trauma from accident, near drowning, aneurysm)


• Brain surgery (e.g., posterior fossa syndrome)


• Significant life-threatening illness (e.g., transverse myelitis)


• Respiratory complications resulting from diagnoses (e.g., Guillain-Barré, multiple sclerosis)


• Nonaccidental trauma (e.g., shaken baby syndrome)


• Transfer from the NICU



Clinical Pearl

When working with medically fragile infants and children, check with nursing regarding timing of intervention. Therapy times may require scheduling around medical procedures or naps.



In the PICU, the OT practitioner encounters patients with a wide variety of medical diagnoses and ages. The occupational therapist and the COTA closely monitor the medical condition of the patient while providing evaluation and intervention for basic self-care, transfer training, postural control, range of motion, orthotics and splinting, contracture prevention, and sensory stimulation. They also may provide interventions to target instrumental activities of daily living (IADL), sleep and rest, feeding and swallowing concerns, as well as lactation consultations. The frequency and duration of OT service varies from two to five times per week for 30 to 60 minutes, depending on the patient’s condition.
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FIGURE 3-2 Infants are transferred to a step-down nursery or pediatric intensive care unit when they have the ability to maintain satisfactory physiologic functioning. (Courtesy Dawn B. Oakley and Kathleen Logan-Bauer, Bayside, NY.)






Providing intervention in a step-down nursery or PICU also requires related experience to ensure the provision of the most appropriate treatment. However, unlike the situation in the NICU, OTAs who have received service competency training can assume a role in providing medical services in the step-down nursery and PICU.1 OTAs working in the step-down nursery or PICU benefit from obtaining continuing education units and on-the-job training (Figure 3-2).

Medical/Surgical/General Care Unit

Children receiving care on a medical/surgical/general care unit require 24-hour medical attention. Diagnoses may include orthopedic conditions, trauma, drowning, falls, sports-related injuries, pneumonia, flu, severe asthma attacks, and cardiac conditions. A variety of specialty physicians and team members serve on these units, including OT practitioners. The OT practitioner monitors medical status related to function while providing interventions to address areas of occupation (e.g., ADLs, IADLs, sleep and rest, play and leisure, education). Practitioners may recommend adaptive equipment. The OT practitioner documents and relays medical status and progress during unit rounds or team conferences. The frequency and duration of OT intervention varies from two to five times per week for 30 to 60 minutes.


Clinical Pearl

To improve time-management skills, quickly learn where ADL items and clean linen are stored on each unit/floor. Take the stairs going down, not up, if time is short.




Clinical Pearl

The child admitted to an in-patient medical unit may experience feelings of isolation and depression due to acute medical need. It is important for the OT practitioner to coordinate with nursing and child life services for engagement in intervention sessions and for play and leisure participation.



Specialty Services

Large children’s hospitals may designate beds in a unit to provide care for particular procedures in a specific specialty. For example, a unit may provide care for those children having cardiac surgery or otolaryngology (i.e., ear, nose, throat) procedures. This means that instead of the child or young adult recovering on a general medical unit, 24-hour direct patient care is provided by nursing staff specifically trained for addressing needs that typically follow the specific procedures. They may request that OT practitioners provide services on these units as medically necessary for ADL and IADL tasks.

Hematology/Oncology Unit

An occupational therapist or OTA can be assigned to a specialty unit such as the hematology/oncology unit. The OT practitioner evaluates and develops intervention to address basic ADLs, IADLs, sleep and rest, play and leisure, and education. Helping clients engage in daily meaningful activities can add to their quality of life. Practitioners may evaluate client factors interfering with engagement in one’s occupation such as range of motion, strength, endurance, posture, visual perception, and fine and gross motor skills. Practitioners evaluate and recommend adaptive equipment to allow children to engage in activities. OT practitioners use knowledge that engaging in activities to help children and youth maintain their identity while experiencing illness. The intervention plan and schedule may follow medical protocol/guidelines and consider the child’s chemotherapy and/or radiation schedule. Intervention typically varies between 30 and 60 minutes, one to five times a week.

Palliative Care

Palliative care services are provided in large children’s hospitals on all medical units. Palliative care provides comfort care for the dying infant, child, adolescent or young adult by providing medical interventions and sensory interventions to calm and decrease anxiety. This care also provides comfort to family members. The palliative care nurse consults with team members, including OT practitioners and medical social workers.

Many children’s hospitals have child life services that provide social and leisure activities for children and youth facing procedures that cause pain, depression, and anxiety. They may provide individual or group activities to help children and youth focus on play and leisure. This may help children coping with illness or disability. OT practitioners and child life specialists share information on the client’s performance skills and psychosocial status to better address the client’s needs.


Subacute Setting


Subacute units serve infants and children up to age 21 who are not ready to return home. These infants, children, and young adults may exhibit generalized weakness, respiratory deficits, cardiac conditions, neuromuscular deficits, and other limitations that interfere with age-appropriate function and engagement in daily occupations. They may require medical interventions not available in outpatient clinics or at home.

Clients in these subacute settings are typically more medically stable than those in the NICU, step-down nursery, or PICU. However, OTAs working in these settings must be familiar with the signs of physiologic distress and be prepared to respond properly as in the other medically based practice settings.


Box 3-2 provides two examples of the types of children who may receive care in a subacute setting.

Pediatric Acute Rehabilitation Programs


Pediatric acute rehabilitation programs are a specialty service that may be found in the children’s hospital or a rehabilitation hospital. Acute rehabilitation programs are directed by a pediatric physiatrist and provide occupational therapy, speech therapy (ST), and physical therapy (PT) services five to six times a week for 3 hours per day. The practitioners work with children who have sustained a serious injury or illness to maximize their independence in meaningful daily activities.

OT practitioners provide interventions to enable children and youth to participate in daily occupations (e.g., ADL, IDAL, sleep and rest, education, play and leisure, and social participation). They develop group and individual intervention sessions to develop cognitive, motor, and psychosocial performance skills. For example, OT practitioners may develop intervention to enhance self-care skills, cooking abilities, school reentry, community participation, and leisure. They may emphasize gross and fine motor skills, visual motor and visual perceptual training, cognitive, or feeding and swallowing skills. In some settings, weekly team conferences are provided for families to prepare for discharge. The length of stay can be from 1 week to 3 or more months.




BOX 3-2 Examples of Children Receiving Care in Subacute Setting

1. The infant is improving and no longer requires the level of care provided in the PICU but cannot be discharged home because the family lives too far from a medical facility. The infant still requires frequent monitoring of blood pressure and heart rate. The infant is beginning to show adequate suck-swallow-breathe but is not yet consistent. This child is transferred to the subacute setting where intervention goals reflect the medical needs of the infant and the desires of the infant’s caregivers. The OT practitioner encourages a suck-swallow-breathe pattern and provides consultation to the parents on infant development expectations as related to their infant’s condition. The practitioner reviews soothing techniques and positioning suggestions as part of the plan. Finally, the practitioner provides community resources for additional support upon discharge and listens to the parents as they describe fears. The practitioner provides psychosocial support and develops a therapeutic relationship through listening.


2. An adolescent is recovering from new onset of Guillain-Barré syndrome. This patient easily and quickly fatigues, sometimes requires respiratory interventions, and is dependent in basic self-care. The OT practitioner provides evaluation and intervention for basic ADLs (feeding, dressing, bathing, toileting). The practitioner addresses swallowing and evaluates client factors that interfere with occupational performance. Specifically, the practitioner works with the client to facilitate range of motion, endurance, breathing techniques, and daily routine planning. As the adolescent gains endurance, the practitioner explores energy conservation techniques and the use of adaptive equipment. Furthermore, the OT practitioner provides psychosocial support by listening to the adolescent, encouraging, and educating the adolescent on the rehabilitative process.






Home Care

The medical team and caregivers formulate discharge plans as the client’s status improves. The goal for pediatric patients is to return home. OT practitioners develop discharge plans to promote the continued acquisition of age-appropriate skills, engagement in social and play activities and return to school. Often with young children, an agency (such as early intervention [EI] state agency) coordinates the child’s medical needs and home-based therapeutic services. Typically children over 3 years old are served in outpatient clinics, community-based EI, or Early Head Start programs

States provide community support services for children and families, such as Miracle League, Autism Speaks, and Special Olympics. The knowledgeable clinician seeks out resources and networks within the community to help children and families participate in their community.


Clinical Pearl

Practitioners must respect the families’ values, beliefs, and customs while providing home-based occupational therapy services for children.



Once at home, there are multiple physical and psychosocial occupational therapy goals. These goals may include facilitating caregiver and infant bonding, promoting the continued acquisition of age-appropriate developmental skills, engagement in social and play activities, and return to school. OT practitioners working in home environments, outpatient clinics, or community-based settings evaluate and implement individual intervention. The practitioner working in these settings considers the family’s communication styles, values, customs, time commitments, and environment when developing and implementing the intervention plan. The frequency and duration of occupational therapy services varies, depending on the child’s diagnosis, current level of function, and the accessibility of service to the child and family.

Outpatient Services and Specialty Clinics

A variety of outpatient occupational therapy services are available to children with specific medical diagnoses who are in need. OT practitioners working in an outpatient setting provide evaluation, intervention, and consultation to allow the child to engage in meaningful daily activities (i.e., ADL, IADL, sleep and rest, play and leisure, social participation, education). They educate family members and provide community resources, including support systems and assistive technology supports.

Traditional medically based pediatric outpatient occupational therapy services are provided at rehabilitation, children’s, and community hospitals. OT service delivery consists of evaluation, intervention, and outcome review for areas of occupation as well as a review of client factors that may be typically associated with a given condition. For example, children with neurologic deficits may benefit from a thorough assessment of muscle tone and how it influences voluntary movement for home, school, and community activities. The practitioner may reevaluate adaptive seating options and consult with the school teacher on positioning for academics in the classroom. Some specialty clinics may specialize in hand therapy, whereas others may focus on feeding and swallowing, vision rehabilitation, or sensory integration. The OTA can provide service delivery in these settings once they have established service competency. Specialty clinics may include the following:

• Patients who have had an acute rehabilitation in-patient stay;


• NICU baby follow-up clinic/high-risk infant clinic;


• Hypertonicity clinic;


• Spinal bifida clinic;


• Rheumatology clinic;


• Cystic fibrosis clinic;


• Neuro-oncology clinic; and


• Cleft palate clinic.


Each specialty clinic is structured to monitor the medical needs of the infant, child, or adolescent and their family. A child may receive intervention (e.g., Botox injections for hypertonicity; gastroenterology procedures to prevent oral aversion) or consultation from professionals (e.g., occupational therapy consult regarding new wheelchair or adaptive equipment). Children attending clinics may also be referred to other health care professionals.

The OT practitioner contributes to the child’s evaluation. The practitioner may recommend occupational therapy services, consult with practitioners in the community, or provide strategies to child and families at the clinic session. See Box 3-3 for examples of occupational therapy participation in specialty clinics.

It is important to note that the OTA does not provide direct service in a specialty clinic. The OTA may provide service to the child in the community or school.


Clinical Pearl

The OTA working in the medical setting needs to be resourceful to children and families by having awareness of local support groups and community programs.









BOX 3-3 Examples of Role of OT Practitioner in Specialty Clinics

The following examples illustrate the role of the occupational therapy practitioner in a specialty clinic.


Rehabilitation clinic: Child receives an appointment to attend the rehabilitation clinic within 6 weeks of leaving the hospital inpatient stay. The occupational therapy completes an evaluation (or quick screening) for ADLs using the WeeFIM and also completes range of motion evaluation, manual muscle test, visual screening, feeding/swallowing assessment, and evaluation of orthotic needs. The therapist interviews the parent to determine how the child is functioning at home, at school, and in the community. Based on the information gathered, the therapist makes changes to the positioning equipment, updates the child’s orthoses, and refers the parent to a local clinician who specializes in feeding. The occupational therapist remains concerned that the child is not achieving in school. The therapist collaborates with the neuropsychologist, social worker, and school occupational therapist to make sure the adaptive equipment recommendations for school are provided and monitored. The OTA at the school discusses the progress and they collaborate to find a solution for the child.



Hypertonicity clinic: Children who exhibit muscle tone deficits may benefit from attending this clinic. Children who sustained a serious brain injury, have developmental delays (e.g., cerebral palsy or spinal bifida), or those with neurologic disorders may exhibit hypertonicity. Occupational therapy practitioners working in this clinic frequently monitor muscle tone and its influence on ADL, IADL, play and leisure, social participation, and education. They may evaluate upper extremity function (using the Ashworth Scale) and make recommendations for serial casting, orthotics or custom splinting. The practitioner develops a home program and consults with the OT assistant regarding follow-up at school.




Long-Term Care

During discharge planning, parents, families, or primary caregivers may decide that they are unable to handle the child’s speciﬁc medical needs. Some children may require long-term care (residential) to meet their specific medical needs. This is a difficult decision, commonly seen when the child has complex medical problems that require significant medical intervention (e.g., feeding tubes, oxygen, specialized positioning, ventilator support). In these cases, medical team members consult and research available residential (long-term care) facility options. The team presents the options to caregivers for the final placement decision. The goals of long-term care are to provide appropriate medical care and therapy services. OT practitioners working in long-term care facilities provide services to help children and adolescents engage in daily occupations. They provide interventions to prevent or minimize losses in range of motion, prevent contractures, optimize positioning, encourage interaction, stimulate sensorimotor activity, develop oral motor skills, promote participation in ADLs, and provide adaptive equipment and assistive technology. Occupational therapy interventions in long-term care focus on performance skills and client factors with the goal of enhanced occupational performance.

Parent and Child Support Groups and Community Programs

Community support groups may address a variety of important issues such as grieving, coping, or bullying; support groups may focus on topics related to specific conditions such as spinal cord injury, juvenile arthritis, or cerebral palsy. The OT practitioner may lead the group or provide consulting services and/or guest lectures. Practitioners may provide insight regarding the engagement of child in occupations, experience in the medical setting, understanding of the continuum of medical care and related community reentry needs. Some clinics provide individual or group OT interventions and “camps” addressing the needs of children who have specific diagnoses or needs (e.g., constraint-induced movement therapy, cancer, spinal cord injury).

Organizations such as Autism Speaks or Special Olympics support children’s and adolescent’s participation. The knowledgeable clinician seeks out support networks and may even start a network within the practice setting to maximize the child’s return to participation in daily activities.

Assistive Technology in the Outpatient Setting

Assistive technology refers to devices and services for the disabled. Assistive technology services may be located at hospitals, universities, community organizations, or schools. OT practitioners may obtain special certification through the American Occupational Therapy Association (AOTA) in environmental modification or obtain continuing education before they can provide service delivery in the area of assistive technology. See Chapter 27 for details on assistive technology.



Moving Through the Medical System Continuum

The extent to which a child is involved in the medical system continuum changes as the child’s circumstances change. For example, a child may be admitted to an acute care facility because of an acute illness. The child may be subsequently discharged and return home but then be admitted to a long-term care facility because of extenuating circumstances at home. This is just one example of the way a child’s involvement in the pediatric medical care system can change. The case study presented here follows the progression of one child through pediatric medical care settings.


Case Study

Justine was born at 34 weeks’ gestation after a difficult pregnancy to a 19-year-old single mother who already had a 2-year-old. Ultrasound at 23 weeks’ gestation revealed that Justine had multiple anomalies including cleft lip and palate, shortened limbs, small corpus callosum, and enlarged ventricles and duodenal atresia.

Justine was born by cesarean delivery and was apneic at birth. She was resuscitated and needed ventilator support for 2 days. She transitioned to continuous positive airway pressure (CPAP) and then to oxygen per cannula. Her birth weight was 1830 grams (4 pounds, 1.5 ounces).

A number of medical specialists were involved in her care including a neonatologist, a head and neck surgeon (ENT), a plastic surgeon for management of cleft palate, and a general surgeon who surgically repaired her duodenal atresia. A pediatric neurologist and pediatrician also were part of the team of medical specialists.

Justine received surgery for duodenal atresia on day of life 6 followed by briefly requiring ventilator support. She received intravenous (IV) nutrition for 14 days until feeds into her stomach could be initiated. She was able to suck on a pacifier. The team expressed significant concerns regarding feeding and swallowing in view of prematurity and cleft lip and palate. She was able to nipple a small volume of fluid/formula but was not efficient with oral feeding. A nasogastric tube was placed. The tube provided the majority of her nutrition. Oral feeds were trialed for 10 days followed by surgery for a gastrostomy tube (g-tube) when she was term age. Justine failed her hearing screen and further testing showed she had abnormally formed ear structures. Her head circumference was closely monitored for risk for developing hydrocephalus.

Justine was readmitted to the hospital eight times during her first year of life for various reasons: three times for surgical repair of the cleft palate, once for an infection in her gastrointestinal system, once for respiratory syncytial virus, once for the surgical revision of the g-tube and twice for breathing difficulties. She was in the PICU when she had breathing problems and for the first 2 days following each surgery. After one admission, she was discharged to a subacute setting for a month near the hospital because of ongoing medical needs. She was fitted for hearing aids at 2 months.

Occupational, physical, and speech therapies were involved with Justine throughout her NICU stay, focusing on positioning, range of motion, and oral skills (nippling) during therapy sessions with Justine and her mother. Justine’s mother received education on Justine’s level of arousal and her sensory development. The OT practitioners taught the mother how to recognize and help Justine organize her alertness with strategies for calming and console herself. The practitioners educated the mother on social interaction strategies to engage Justine in meaningful ways.

OT services were provided to Justine at the hospital, subacute setting, and at the home. Although she continued to demonstrate delays in skills, Justine made developmental gains at her pace. She learned to calm with support of her mother and caregivers with slow gentle movement. Justine was visually attentive, held her head up by 4 months, and sat unsupported at 8½ months. She had difficulty with prone positioning, also known as “tummy time,” which is common for children with g-tube placement. She was hypersensitive to touch and movement, and especially avoided touch near her mouth.



Pediatric medical care often is required to treat complications resulting from genetic defects. Children may need medical care for accidental injuries, neurologic and musculoskeletal traumas, and birth-related trauma. Occupational therapy services were provided during Justine’s time in the NICU, step-down nursery, transition home, and subsequent hospitalizations during her first year including the 1-month interval at a subacute facility. OT services supported age-related development and ongoing caregiver education and support. Each level of care addressed Justine’s changing needs, progress, and family concerns (see Chapter 2 for additional information on working with families). Hospital-based OT services and in-home services focused on helping Justin develop ADLs (e.g., feeding, bathing, toileting, grooming, dressing), play and leisure, and sleep and rest. Intervention activities included but were not limited to activities targeting: range of motion, positioning, oral motor development, sensory development, gross and fine motor skill development, visual development, parent education and role modeling, and adaptive equipment to enhance Justine’s participation in daily life. The OTA and occupational therapist monitored Justine’s ability to eat by mouth and taught the mother strategies to decrease oral hypersensitivity for feeding. Justine was reevaluated in NICU follow-up clinic every 3 months; she attended the cleft palate clinic for additional support and monitoring.


Clinical Pearl

State regulations may determine the role and the responsibilities of the OT practitioner related to feeding and swallowing services.







Role of Occupational Therapy in the Pediatric Medical System


Clinical Pearl

Childhood is ﬁlled with many typical developmental stages and events. Normal developmental progression can be negatively affected by atypical experiences and events, such as prolonged hospitalization.



Prolonged hospitalization of an infant or child is not a normal event. A hospitalization of more than a few days puts a typical child at risk for some degree of developmental delay. For example, to develop meaningful social and emotional bonds, infants and children need to be comforted and held by other human beings. Children and infants who are hospitalized typically are not held as often as those who are not in a hospital. These children and infants may have difficulty developing the social and emotional skills needed for successful interactions with members of their families and their peers. The OT practitioner trains parents and caregivers by role modeling and providing strategies to assist the child to develop social interaction skills, learn to receive comfort, and develop emotional regulation skills and self-soothing strategies.

The knowledge necessary to work in the NICU is made up of three components:

1. An understanding of the equipment;


2. An understanding of the standards of care that govern operations in these settings; and


3. An understanding of medical status signs that will guide the provision of therapeutic services.


The level of care required by the children admitted to one of these settings is high, and the status of these children is monitored regularly. Children may also need scheduled medication(s). The equipment found in these settings varies depending on the population of children being served. Some examples of the equipment found in these settings are shown in Box 3-4.

Some examples of standards of care include adherence to treatment guidelines (where and when treatment can occur), sign-out practices (children’s locations must be recorded at all times), medical supervision (treatment must be provided in accordance with medical orders), and caregiver/parental expectations (guardian expectations and goals are included in the development of a comprehensive plan of care). OTAs providing services in these settings must accommodate all of these factors.

In addition to the equipment that monitors the children’s status, the OT practitioner needs to perform ongoing monitoring to assess their readiness to receive therapy services or their ability to tolerate speciﬁc therapeutic interventions. Once the clinician has the opportunity to develop a level of comfort for service provision in the medical setting, he or she will develop a site-specific medical status checklist. Box 3-5 shows a medical status checklist for an entry-level OTA working with a child.



BOX 3-4 Equipment Examples

Apnea Monitors

Monitor respiration

IV Lines/Tubes

Pass through the skin and into the veins

Pulse Oximeter

Measures pulse and oxygen saturation levels (i.e., amount of oxygen found in the blood)

Feeding Tubes

Oral tubes can be placed in the mouth and empty into the stomach; nasal tubes can be placed in the nose and empty into the stomach; and gastrostomy tubes can be placed in the abdomen and empty into the stomach.

Ultraviolet Lights

Light ray frequencies used to treat illness

Warming Blankets/Lights

Temperature control coverings (may be placed directly over a protective covering on the body or above a bed) used to assist in the maintenance of body temperature

Adapted from Venes, D. (2009). Taber’s cyclopedic medical dictionary (21st ed.). Philadelphia: FA Davis.



The checklist serves only as a general guideline. The clinician and child share the ultimate responsibility of determining whether a therapeutic intervention is successful. Because it is not uncommon for medically fragile children to experience distress when they are moved or touched, clinicians need to develop monitoring ranges that are acceptable for intervention.

Role of the Occupational Therapy Practitioner

The fundamental principle of occupational therapy is to promote optimal performance in each of the areas of occupation: play/leisure, ADLs, IADLs, social participation, sleep and rest, and education. OT practitioners working with children and youth use play activities to facilitate the acquisition of age-appropriate developmental skills (e.g., gross motor, ﬁne motor, cognitive, social, oral-motor).




BOX 3-5 Medical Status Checklist

Health Status


Client well enough to receive therapy services



• Alert



• Awake



• Blood pressure and heart rate remain within guidelines.






Heart Rate

Established guidelines maintained during activity.


Oxygen Saturation

Levels

Child-speciﬁc, established guidelines


Color

Typical shading, as demonstrated by the child when not in distress.


Color remains consistent during activity.


Examine fingernails and lips.



Skin Temperature

Warm to the touch (unless child presents with a condition that affects internal temperature regulation).


Child is not overly sweating.


Responds to changes in external temperature.


Breathing Pattern

Should be typical of the child when not in distress (e.g., based on either age-appropriate or diagnosis-related breathing patterns)


Regular, rhythmic breathing.


Chest does not indicate labored breathing.


Child/infant able to participate in activity.


Affect

Presenting behavior is typical of a child.


Child is ready to engage in activity.


Calm and engaging.


Appears to feel safe.


Sleep–Wake Cycle

Existing patterns have not been interrupted.


Child is rested.


Activity is presented at time when child is ready to engage.


Movement Patterns

Developmental levels (gross motor, fine motor, oral motor, socioemotional, cognitive, self-care, play)


Muscle tone


Range of motion


Strength


Voluntary


Symmetric movements


Coordinated


Able to move in a variety of ways


Posture/balance allows for movement


Oral Motor/Feeding

Status of feeding


Liquid intake


Food consistency


Suck-swallow-breathe


Nutritive and nonnutritive sucking


Oral motor control





Occupational therapists working in medical settings are responsible for conducting screenings and evaluations, formulating and carrying out daily intervention plans, documentation, and supervision of OTAs. The OTA’s responsibilities include formulating (with the occupational therapist) and carrying out daily intervention plans and documentation. Based on the OTA’s service competency, he or she also assists with or conducts portions of the screening and contributes to the evaluation and discharge planning.

After receiving a referral from a physician, pediatric screening and evaluation are completed by the occupational therapist within 24 hours and 48 hours, respectively. The screening and evaluation are conducted through formal and informal measurement tools, clinical observations, and interview. Throughout the assessment process, the OT practitioner considers that certain factors, such as time, severity of illness, and stress associated with being in a hospital environment, may mask a child’s true abilities in a given performance area.

The occupational therapist interprets the findings and develops an intervention plan (consulting with the OTA). The plan includes long-term goals and short-term objectives that are meaningful to the child and family. Once the child is medically stable, the OT practitioner initiates intervention. The goals of the intervention plan are gradually integrated into the child’s environment.

The responsibilities of OTAs may be dictated by the facility in which the services are being provided. The OTA may conduct parts of the initial developmental screening, collaborate on the evaluation, provide interventions, update goals, and collaborate with team members on the discharge plan.

The plan of care developed for a child admitted to a medical setting incorporates information reﬂecting the child’s preadmission status as well as his or her current status. This information, along with the child’s medical diagnosis and medical course, is used to develop goals that will lead to discharge. The OT practitioner may gather information on the following areas to understand client factors that may interfere with occupational performance:

• Cognitive: level of alertness, orientation, behavior, moods, activity level, memory, attention to task;


• Sensory: visual, auditory, oral, tactile, vestibular, gustatory, pain;


• Neuromuscular system: extremity movements and limitations, strengths, weaknesses, prior injuries/surgeries, presence or absence of age-appropriate reﬂexes;


• Cardiovascular and respiratory systems: blood pressure, breathing patterns, prior activity and fatigue levels;


• Voice/speech/respiration: verbal or nonverbal communication, quality of voice, ability to sustain conversation;


• Digestive/metabolic: eating, absorption, energy return on caloric intake


• Skin: intact, abrasions, cuts, wounds, injection or access sites;


• Sleep and rest functions; and


• Elimination function: output schedule, level of independence.3



Experienced practitioners evaluate children on a daily basis to record their progress and address their changing needs. The OTA’s knowledge of body systems and how strengths or deﬁcits in one system affect the performance of another system facilitates the development of an appropriate plan of care (inclusive of objectives and goals that maximize a child’s optimal level of occupational performance).3


Physiologic Parameters

The OT practitioner working in a medical setting needs knowledge of physiologic parameters of infants and children. The status of fragile infants and children can change quickly. As infants and children grow, heart rate (HR) and respiratory rate (RR) slows, blood pressure increases, and oxygen saturation remains steady. Refer to Table 3-1 for ranges of normal physiologic measures. The practitioner communicates changes in physiologic measures to the health care team (e.g., nursing, occupational therapists, doctor, respiratory therapist). Children in the hospital are typically placed on monitors to measure HR, RR, and oxygen saturation.

Physiologic data provided by monitors and clinical observations provides an accurate clinical picture. Along with RR, practitioners note “work of breathing” by observing the ease of breathing and how the child breathes. Practitioners observe the use of accessory muscles (e.g., shoulder girdle elevation) with breathing. The presence of “retractions” that are observed as “indentations” between the ribs (intercostal retraction) or below the ribcage (subcostal retractions) may indicate stress. “Pursed lip” breathing may be indicative of increased respiratory effort. Practitioners observing signs of labored breathing modify the activity. If there is decline in oxygen saturations greater than 5%, therapy should be significantly modified or discontinued.

Additionally, the OT practitioner must be aware of IV lines and be careful not to dislodge them or the monitor leads. The OT practitioner needs to be mindful of the tubing from the medicine bags to the IV lines. For example, when transferring a child, practitioners place IV tubing so the child can be moved easily without getting tangled in the tubing. See Table 3-2 or types of IVs and associated precautions.

Medical Equipment

Infants and children in the hospital may need additional interventions and medical equipment of which the practitioner needs to be aware. These include respiratory support ranging from oxygen per nasal cannula to ventilator support. When children receive oxygen per nasal cannula, they receive oxygen through tubing placed in the nose. The tubing needs to remain connected to the oxygen source and not be stretched during therapy.

When children are very ill, they may need ventilator support. The OT practitioner may need to provide positioning supports and gentle range of motion exercises. It is imperative to keep the endotracheal tube (ETT) in place. The OT practitioner can ask the nurse to remain at bedside during interventions to ensure the ETT remains secure.


TABLE 3-1

Physiologic Parameters



	AGE
	RESPIRATORY RATE
(BREATHS/MIN)
	HEART RATE




	Infant (< 1 year)
	30–60
	100–160



	Toddler (1–3 years)
	24–40
	90–150



	Preschooler (4–5 years)
	22–34
	80–140



	School age (6–12 years)
	18–30
	70–120



	Adolescent (13–18)
	12–16
	60–100





From Marx, J., et al. (2014). Rosen’s Emergency Medicine: Concepts and Clinical Practice. (8th ed). Philadelphia: Saunders.



Nutrition

Children may need a range of nutrition supports. Infants and children may require additional calories mixed in the formula or drink. If the infant or child is unable to take in enough nutrition, the child may need supplemental nutrition by nasogastric tube (into the stomach) or nasoduodenal tube (into the duodenal section of the small intestine). The OT practitioner needs to mindful of tube placement during handling to prevent dislodging the tube. Infants and children may need a gastrostomy or jejunostomy tube, which is surgically inserted into the stomach to allow longer-term nutrition support. During occupational therapy, the practitioner needs ensure the tube remains in the proper place and avoid any unnecessary pull on the tube.

Some children with certain medical conditions and those with swallowing disorders may not be able to eat by mouth. This should be noted in the chart as well as posted in the room. NPO means nothing per oral (not by mouth). The OT practitioner needs to be aware of this, particularly when the child is completing oral motor tasks, including toothbrushing.


Clinical Pearl

Infants with gastrostomies require time in the prone position, also referred to as “Tummy Time.” Tummy Time can be adapted by placing an infant over forearm to provide sensory experience of being prone without putting pressure on the g-tube site. The OT practitioner can also adapt Tummy Time by placing soft blanket rolls around g-tube in prone to decrease pressure on the tube site. Remember, when using soft rolls with infants, they need to be supervised at all times.




Interprofessional Collaboration


Interprofessional collaboration is important in any medical setting. Collaboration with professionals plays a particularly essential and integral part of medical and therapeutic intervention in pediatric care. Before the initiation of a therapeutic intervention, OT practitioners consult with the physicians and nurses assigned to the client’s care and obtain updates on the status of their clients. Areas of particular importance include medications, physiologic stability, nutritional status, and sleep patterns. OT practitioners may obtain this information from written reports and during rounds and medical team meetings.

The medical team members meet daily, weekly, or biweekly to discuss patient care and plan. Frequency is based on medical necessity and pending discharge date. Meeting time varies from 15 minutes to 2 hours and family/caregivers may or may not be present. The OT practitioner present updates the team on the occupational therapy plan and patient’s progress and provides information relevant to discharge planning that may include adaptive equipment and follow-up services.


Clinical Pearl

For an interprofessional team to be effective, the team members must trust and respect each other so that they are comfortable with role release (i.e., relinquishing certain professional duties to other team members).



Documentation

The OT practitioner’s ability to clearly document the events that occur in a pediatric medical setting is crucially important. Documentation is used for many purposes, including updating others on client status, justifying the necessity for OT services, and explaining requests for supplies and reimbursements.6 Documentation also serves as a legal record of services.


TABLE 3-2

Types of Intravenous (IV) Lines and Precautions



	NAME OF IV LINE
	PURPOSE
	PRECAUTIONS




	PIV (peripheral IV)
	Provides fluids and medicines for several days or a week
	Some immobilization at insertion site. Note if joint movement is limited by the IV board.



	PICC (peripherally inserted cardiac catheters)
	Catheter goes through vein into the heart. Provides long-term IV access for children needing medications and IV fluids for an extended time. Can be in place for up to 30 days.
	Needs to have sterile occlusive dressing. Be careful of the tape around IV.



	Arterial line (art line)
	Used in intensive care setting when child needs careful monitor of blood pressure and frequent checks of oxygen levels in blood (blood gases). Often placed in wrist or in the femoral artery in the groin area.
	Do not move the arterial line. Nurse able to adjust the arterial line if necessary to move the extremity with the arterial line.







OT practitioners working in a medical setting complete a screening or initial assessment of the infant or child.10 A screening determines whether a comprehensive evaluation is needed. Screenings and evaluations include medical history, general observations, gross and fine motor functions, visual and perceptual function, cognitive function, sensory function (when applicable), ADL function, summary, recommendations, frequency, and long- and short-term goals. Box 3-6 contains an example of a medical evaluation. The information is used to establish baseline functioning and provides the basis for the intervention plan.

Accrediting and licensing agencies require documentation. If the occupational therapy process is not documented, then occupational therapy services did not occur. Consequently, entries in a medical record should be concise, clear, accurate, complete, and chronologically ordered. The Health Information Portability and Accountability Act protects a client’s medical information, otherwise known as patient health information.7



Clinical Pearl

The WeeFIM (UB Foundation Activities, Inc., Queens, NY) is a functional assessment used to describe a child’s performance during essential activities.11 It measures those activities that children can actually carry out and not what they may merely be capable of doing. The assessment can be used to clarify a child’s functional status, provide information for team conferences, facilitate goal planning, and provide information on burden-of-care issues, that is, those issues related to the person who is meeting the child’s basic needs (i.e., eating, bathing, dressing, grooming, transferring, moving, and toileting).10,11




The WeeFIM provides a uniform language for practitioners to use when measuring and documenting the severity of disabilities and outcomes of pediatric rehabilitation. It allows practitioners to measure disability types as well as determine the amount of help a child needs to perform basic activities. The assessment is conducted by direct observations or through interviews with the caregiver and can be used in inpatient and outpatient settings. However, it is not meant to be the only diagnostic tool. Before using the WeeFIM assessment, both OTRs and COTAs are required to be certified with the UB Foundation.



BOX 3-6 Medically Based Occupational Therapy Education

ST. Mary’s Hospital for Children Initial Occupational Therapy Evaluation


Name: Kevin Unit: CUW


DOB: 7/13/02 Sex: Male

Medical Record #: 12345


Diagnosis: Duchenne muscular dystrophy


2/28/10: Doctor’s orders received. Full evaluation with recommendations to follow.

Medical History

Kevin, 7 years and 8 months old, has Duchenne muscle dystrophy. On 3/21/2006, he underwent a spinal fusion and multiple tendon releases. He was subsequently placed in two long-leg casts with bars. Kevin was born at 36 weeks’ gestation and weighed 5 lb 5 oz. Kevin was a healthy child until he was diagnosed with Duchenne muscular dystrophy at age 5.

General Observations

Kevin is a thin, frail boy, who has an overall decreased affect. He has a scar from spinal surgery that extends from approximately T1/T2 to his coccyx. He is able to verbalize his needs by speaking in a soft, high-pitched voice. Kevin is able to visually track objects in all planes. He is seated in a reclined wheelchair with his lower extremities elevated and in a spica cast.

Gross Motor Function

Kevin has hypotonicity throughout his trunk and upper extremities. He is able to transition from the prone position to the supine position, and vice versa. Kevin requires signiﬁcant assistance to maintain the sitting posture. He exhibits pectus excavation, bilateral scapular winging, a kyphotic posture, and bilateral rib ﬂaring.

Upper Extremity Function

Passive range of motion (PROM) is within normal limits (WNL). Goniometric active range of motion (AROM) measurements are as follows:




	
	RIGHT
	LEFT




	Shoulder ﬂexion
	No ROM at either shoulder; uses compensatory techniques (e.g., climb armson cest)



	Elbow flexion
	Flexes both elbows in a gravity-eliminated plane



	Wrist extension
	0–30 degrees
	0–25 degrees



	Wrist flexion
	0–60 degrees
	0–55 degrees



	Ulnar deviation
	0–30 degrees
	WNL



	Radial deviation
	0–20 degrees
	WNL



	Supination
	WNL
	WNL



	Pronation
	WNL
	WNL






[image: image]




Courtesy Kathleen Logan-Baucer, Bayside, NY.



After the initial screening or assessment has been completed, the OT practitioner notes the child’s progress and changes in the status over time. The progress is recorded in the form of a daily note, weekly progress note, or monthly progress note in a narrative or SOAP-note format (see Chapter 10). SOAP stands for Subjective information (general statements concerning the child by the caregiver or child), Objective information (what is observed), Assessment (interpretation of findings), and Plan (what will be done).6An example discharge note based on the SOAP format might be as follows:

S Nursing reports that child is in a “great mood” today and drank 8 oz of formula this morning.



O Patient is a 14-month-old male who presents with a diagnosis of prematurity, bronchopulmonary dysplasia, and a gastrointestinal tube (GT) placement. He receives OT, PT, and ST services twice weekly for 30 minutes each. He is medically stable and receives his nutrition by way of a combination of oral and overnight GT feedings.

    At present, patient is alert and oriented to person and place. He is able to cruise with contact guard. He demonstrates right and left unilateral hand skills (active grasp and release in response to verbal prompts). Child is able to attend to light-up/auditory toys for approximately 45 seconds with moderate cueing. He tolerates hand-over-hand assistance to participate in cause-and-effect activities in approximately 75% of the trials.



A Patient presents with developmental delays in the areas of postural control, bilateral hand function, eye-hand coordination, and attention to a task, which interfere with his ability to engage in self-care, social participation, and play. Patient would beneﬁt from home-based or community based OT services to promote his continued improvement in the areas of independent mobility/transition, in-hand manipulation, visual perception, and sustained attention skills needed for engagement in self-care, play, and social participation.


P Discharge home with referral to the early intervention (EI program) for continued occupational therapy services.


Progress notes are important for justifying interventions, continuing services, and planning discharge. OT practitioners record clearly and concisely therapeutic interventions, the child’s responses to them, and the justification for specialized equipment. Insurance sources may approve or deny a request based on an OT practitioner’s ability to justify the necessity for the requested item. OT practitioners justify the necessity for equipment by identifying the ways in which equipment will beneﬁt the child’s level of function. For example, OT practitioners may discuss how the equipment will improve respiratory, cardiac, musculoskeletal, esophageal, and gastrointestinal functions. OT practitioners emphasize how the equipment helps the child in terms of safety as well. See Box 3-7 for an example of a letter of justiﬁcation. The letter includes information regarding the way the requested equipment will improve the child’s ability to function in the areas of respiration, trunk control (musculoskeletal), endurance (cardiac and respiratory), and swallowing and digestion (physiologic).



BOX 3-7 Letter of Equipment Justiﬁcation


RE: Frankie


Diagnosis: Severe tracheomalacia, gastroesophageal reflux, and supraventricular tachycardia

Medicaid #: GF12345U


DOB: 7/12/2009

To Whom it May Concern

Frankie is a 10-month-old male who had severe tracheomalacia, gastroesophageal reflux, and supraventricular tachycardia at birth. He has decreased head and postural control as well as tracheotomy.


Current equipment: Currently Frankie does not have any equipment.


Equipment ordered: One Panda stroller with swivel-front wheels, a combined sun/rain hood, and foot straps.


Justiﬁcation: Frankie is an active, alert, and oriented 10-month-old male with decreased head and trunk control, which affects his ability to assume and maintain independent, upright postural sets. Frankie’s inability to maintain an upright and erect posture places him at risk for occluding his tracheostomy and limits his ability to achieve his full respiratory capacity. These limitations affect his endurance and gas exchange.

A Panda stroller will assist Frankie with maintaining a neutral posture, which will facilitate his mechanical efficiency and therefore, improve his endurance for maintaining an upright position. Improvement in his endurance will increase his upper extremity use, which will foster the acquisition of age-appropriate ﬁne motor skills. The stroller will help prevent bony deformities and joint contractures, thereby preventing the need for future surgeries. Frankie’s ability to swallow and digest will also be improved if he can maintain a neutral position. A neutral position allows Frankie to use gravity to help him carry out the previously stated functions.

Thank you in advance for your assistance with this matter.

Therapist’s signature________________________

Physiatrist’s signature________________________

Courtesy: Nechama Karman, Dawn B. Oakley, Queens, NY, 1996.




Clinical Pearl

Always remember a child and his or her diagnosis are not one and the same (examples: Yes: Jack is a child, who presents with autism. No: Jack is an autistic child).



Modalities

OT practitioners working with children and youth in medical settings may use a variety of modalities to help children improve performance skills. These modalities include thermotherapy, cryotherapy, paraffin wax, fluidotherapy, neuromuscular electrical stimulation (NMES), functional electrical stimulation (FES), VitalStim, and serial casting. Ultrasound is not recommended for children under the age of 21 due to contraindications related to bone growth.

Occupational therapists are specially trained in the use of these techniques. In certain states, advanced practice licensing is required to administer these modalities. The OTA must be deemed service competent in various aspects of each technique before administering it. In certain states, the OTA must work directly under the occupational therapist with the advanced practice licensing. This means, if the certified OTA is deemed service competent and the primary OTR on the case does not have the advanced practice licensing, the OTA may not administer the adjunctive method to the particular child.

NMES and VitalStim therapy involve the administration of small, electrical impulses to the muscles of the arm (NMES) or swallowing muscles in the throat (VitalStim) through electrodes attached to the skin overlaying the musculature. The therapist determines which musculature would benefit from this facilitation through a patient evaluation. Once the electrodes are placed and current intensity set to a satisfactory level, the therapist either engages the patient in oral exercises with the patient (VitalStim) or allows the patient to comfortably receive impulses (NMES). The goal of these interventions is to stimulate muscle fibers and reinervate the muscle that has lost nerve function.

FES is designed to provide electrical impulses concurrent with a functional activity for improved performance while reaching and grasping during play or self-care tasks. The FES device is for use on muscles that have active nerve function. The goal of FES is to increase muscle strength, range of motion, and motor control.


Clinical Pearl

The entry-level COTA is exposed to the variety of physical agent modalities and adjunctive methods available in clinical practice. Advanced education and service competency is required before a COTA may use the physical agent modality or specific method during intervention sessions.



Serial casting is a weekly program designed to gradually increase range of motion of a specific joint to improve function, joint alignment, reduce spasticity, and prevent contractures. Serial casting involves the use of plaster and/or fiberglass casts to restore or improve range of motion, reduce muscle contracture, and improve movement and alignment of joints in the arms (see Chapter 28). Constraint-induced movement therapy attempts to promote hand function by using intensive practice with the affected hand while restraining the less-affected hand (see Chapter 17).

Reimbursement

Reimbursement for medical services constantly changes. As of 2014, each state monitors medical insurance by requiring citizens to register. Due to ongoing decision making regarding reimbursement, it is important for the OT practitioner to be actively aware of the federal and state requirements for speciﬁc documentation to justify the services rendered for each payor source. For example, health maintenance and preferred provider organizations (HMOs and PPOs) require frequent documentation to justify the initiation and continuation of services. In certain instances, speciﬁc clinics and vendors must be used. A hospital social worker or case manager is the best source of information regarding insurance requirements and coverage.

Charitable organizations are another reimbursement source. They are usually nonproﬁt companies or organizations that raise funds to be given to other nonproﬁt organizations. A charitable organization makes a donation to a pediatric institution or agency, which, in turn, deposits the donation into an appropriate general fund. The agency then determines the way to distribute these funds to pay for the speciﬁc expenses of individuals.

Challenges for OT Practitioners Working in the Medical System

In addition to rehabilitative services (e.g., OT, PT, ST), a variety of specialized service personnel constitute the medical system, including radiology technicians, medical laboratory technicians, audiologists, pharmacists, dietitians, orthotists, social workers, case managers, psychologists, and recreational therapists. A medical OT practitioner has to become familiar with other pediatric disciplines and their roles in the medical institution. This knowledge facilitates team collaboration.

OT practitioners must have extensive knowledge of medical diagnoses and terminology when working in medical settings. The study of the basic word roots used in pediatric medical practice helps practitioners develop this much-needed knowledge base. A thorough understanding of diagnoses, including etiology, progression, signs, symptoms, and interventions is required when working in medical settings.

Children with certain conditions such as pneumonia, asthma, diabetes, and cerebral palsy may be admitted to hospitals frequently.10 These children may develop episodes of acute illness or the need for corrective surgery. Children who are frequently hospitalized require unique approaches to intervention to maintain a sense of continuity with aspects of their lives outside the hospital. The OT practitioner draws upon models of practice, such as the Model of Human Occupation (MOHO), Canadian Occupational Performance Measure (COPM), or Person, Environment, Occupational Performance (PEOP) to develop comprehensive intervention plans that integrate the children’s preadmission habits, routines, and roles with their current levels of performance.

Practitioners working in medical care systems may have to address issues related to palliative care. Children who have been diagnosed with terminal illnesses may be treated in a medical care setting or home setting and may require OT services. The focus of OT intervention services for children diagnosed with terminal illnesses varies depending on their medical and current functional status. Initially, the OT practitioner may focus on the restoration or maintenance of function related to the ability of the child or caregiver to carry out performance skills. As the child’s status declines, the focus of therapy services may shift to the maintenance and integration of energy-conservation techniques that assist in easing the performance of independent or assisted performance skills. The clinician also may integrate the use of intervention modalities that allow the caregiver’s and child’s memories to be recorded in a permanent manner as a source of future comfort for the family after the child dies. As a child enters the ﬁnal stage of life, the OT practitioner may focus on ensuring that the child is comfortable and work closely with the caregiver to provide the child opportunities for meaningful occupations and interactions.

Infection Control

Infection control is the responsibility of every OT practitioner, who must follow universal precautions when working with any client. These precautions are expressed as a set of rules instituted by the Centers for Disease Control and Prevention. When health care workers face the risk for being exposed to blood, certain other body ﬂuids, or any other ﬂuid visibly contaminated by blood, they must assume that all individuals with whom they come in contact may be infected with HIV or HBV and therefore follow these precautions at all times.

All professionals working within medical care settings must adhere to infection control practices. One of the ﬁrst lines of defense against the spread of infection is proper hand washing. Medical care settings provide detailed orientation sessions to educate employees on practices to prevent the spread of infection. Some medical facilities employ a nurse who is responsible for overseeing infection control. This nurse monitors the status of communicable infections; assists in the quarantine of an infected child, caregiver, or medical personnel; and works to prevent the spread of contagious infections to other medically compromised children. Health care professionals use personal protective equipment (e.g., masks, eye shields, gloves, and gowns) to prevent the spread of infection. Policies and procedures for the appropriate disposal of waste materials (e.g., diapers, soiled linens, blood, or other body ﬂuid spills) must be followed to prevent further infection.

Hand Washing

Proper hand washing is the single most important component of infection control and one of the ﬁrst lines of defense against the spread of infection. Hands should be washed before and immediately after working with a client or whenever an individual comes into contact with any type of body ﬂuid. Proper hand washing requires washing for 20 seconds with warm water and soap. Hands should be washed after removing gloves. Many hospitals also provide hand sanitizer, located in the patient room and hallways. The hand sanitizer is sufficient for nonblood or nonfluid hand cleaning. However, it is important to note that hand sanitizers are not effective after the fourth consecutive use and are not sufficient for cleansing after exposure to a certain virus or bacteria.


Clinical Pearl

Wash your hands before and after working with a child. Hand sanitizer can be used up to four consecutive times before hand washing is necessary.



Use of Gloves

OT practitioners wear gloves when there is a possibility of coming into contact with infected material or exposure to body fluids (e.g., during oral motor intervention, which requires the OT practitioner to place ﬁngers in a child’s oral cavity, or when changing diapers). Gloves should also be worn by OT practitioners who have scratches on or breaks in their skin.


Types of Precautions

Children who have communicable diseases may be isolated from others. The conditions requiring isolation usually involve gastrointestinal illnesses or respiratory illnesses such as RSV, tuberculosis, or measles. The OT practitioner recognizes and respects specific isolation precautions. The child is placed in a private room with the door closed with an isolation sign on the door. The signage provides guidelines for anyone entering the room. Types of precaution signs are as follows:

• Contact precautions: Wash hands when entering and leaving the room. Wear gown and gloves.


• Droplet precautions: Wash hands when entering and leaving the room. Wear gown, gloves, and mask.


• Airborne precautions: Wash hands when entering and leaving room. Wear gown and gloves. Wear fit-tested N-95 or higher disposable respirator mask or special protective mask.


Hepatitis B Vaccination

The Occupational Safety and Health Administration (OSHA) standard regarding bloodborne pathogens requires employers to offer a free three-injection hepatitis B vaccination series to employees who are exposed to blood or any other potentially infectious material during their routine duties. This policy includes OT practitioners and other health care workers. Vaccinations must be offered within 10 days of initial assignment to a job in which exposure to blood or other potentially infectious materials can be “reasonably anticipated.”12


Cleaning of Equipment and Toys

OT practitioners need to maintain equipment and toys in good, clean working order. Although equipment and toys are not sterilized after children use them, all of these items should be properly sanitized. OT practitioners can also require that families provide the children’s favorite toys for use during therapy. They can educate the families about the safest and most effective methods of cleaning their children’s toys.

According to OSHA, facilities and agencies must provide workers with policies and procedures for cleaning and disinfecting.12 These procedures are beyond the scope of this chapter. It is the responsibility of practitioners to become familiar with their facilities’ policies and procedures for disinfecting.


Characteristics of a Successful Health Care Provider

OT practitioners working in medical settings must understand the concept of therapeutic use of self. This includes professional behaviors, interpersonal skills, compassion, empathy, honesty, active listening, and effective business and professional communication with clients and team members. This concept incorporates nonverbal communication skills and effective use of humor.


Clinical Pearl

The most important tool a clinician brings to the therapy session is therapeutic use of self. The most important skill a clinician brings to a team meeting is active listening.



The pace of a medical care setting is fast. OT practitioners who exhibit high energy level, actively pursue new knowledge, and feel confident in expressing their findings to other team members will find success in this setting. Articulating sound clinical reasoning skills and being willing to listen to others’ ideas is beneficial to all team members, family and support systems.7


Expert OT practitioners in medical care settings exhibit advanced technical skills, knowledge of current intervention strategies, assessments, and documentation guidelines. As in all specialty areas of occupational therapy, skilled practitioners respect other team members’ time, opinions, and professional expertise. They are able to advocate for clients and families in multiple contexts.

Legal and Ethical Considerations in a Medical Care System

Each health care profession has a national organization that has adopted a code of ethics to govern the behavior of its members and establish standards of care for the profession. All OT practitioners are expected to abide by the AOTA’s Code of Ethics (see Chapter 1 for an overview of the code of ethics). In general, the AOTA Code of Ethics provides guidelines for ethical practice that include the following:2


1. Beneficence


2. Nonmaleficence


3. Autonomy and confidentiality


4. Social justice


5. Procedural justice


6. Veracity


7. Fidelity


These seven principles provide the standards of practice related to competence (therapy skills and abilities), honesty (as related to the provision of care and interactions with others), and clear communication (as related to services provided and interactions with peers, patients, and caregivers).2 For example, the principle of autonomy and confidentiality suggest that it is every OT practitioner’s responsibility to ensure confidentiality for each patient and to allow patients to make decisions about their intervention plans.


Summary

The pediatric medical care system is composed of individuals dedicated to caring for children with various illnesses. The six major settings in the pediatric medical care system include:

1. NICU;


2. Step-down nursery or the PICU;


3. Acute care;


4. Subacute;


5. Residential or long-term care; and


6. Home care.


The complex nature of the pediatric medical care system poses a unique challenge for OT practitioners working in medical systems. OT practitioners are required to possess not only basic OT skills but a working knowledge of the pediatric medical specialties, the ability to use and interpret pediatric medical terminology, and information about the frequent changes in the pediatric health care environment. OT practitioners working with children and youth in medical settings are responsible for understanding medical terminology, equipment, and changes in the health care system. They work closely with a variety of interprofessional team members and advocate for services for children and their families within the systems in which they work. This requires knowledge of documentation, billing, reimbursement, and resources. OT practitioners develop a sound understanding of conditions that children may experience in medical settings so they can help children and youth engage in occupations of childhood.
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Review Questions


1. When might a child be transferred from one medical setting to another?


2. Which functional areas are assessed in a pediatric medically based occupational therapy evaluation?


3. In what ways could a medical practitioner’s documentation have an effect on the intervention and equipment needs of a child?


4. Describe the various levels of medical care and the role of the OT practitioner.


5. Who are the various team members within a medical system?


6. What equipment might an OT practitioner find in a medical setting?


7. What challenges do OT practitioners face in medical settings?


8. What types of precautions are considered in medical settings?


9. Describe the role of the OT practitioner in speciality units.


10. How do OT practitioners help children and youth who are in medical settings engage in occupations?









Suggested Activities

1. Create three examples of a narrative or SOAP note based on three observations of children in a natural setting (e.g., schoolyard, playground).


2. Purchase and review ﬂash cards of common roots of medical terms.


3. Visit children in a hospital. Ask them about the things they like to do when they are at home or play a game with them. What did you learn from them?


4. Research a pediatric health condition that an occupational therapy practitioner may find in a medical setting. What occupations may be affected by the condition/disease? Write three potential long-term goals the OT practitioner may consider addressing during the child’s in-patient hospital stay. Where else may the practitioner work with the child? Describe the various medical settings.


5. Interview a health care professional who works in a medical setting. Describe the professional’s roles, duties, and scope of practice. How does this professional work with the OT practitioner?


6. Examine the roles and duties of multiple interprofessional team members who work in medical settings. Describe how these professionals help children and their families.




∗ We acknowledge the review by and contributions from Margaret Miller during the preparation of the fourth edition.
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Chapter Objectives


After studying this chapter, the reader will be able to accomplish the following:

• Identify the federal laws that govern the provision of educational services to children with disabilities.


• Explain the formation and function of an Individualized Educational Program team.


• Explain the process involved in an Individualized Educational Program.


• Compare and contrast the roles of the occupational therapist and the occupational therapy assistant in the school setting.


• Distinguish between the clinical and educational models for occupational therapy service delivery.


• Describe the techniques for working with teachers and parents in schools.


• Differentiate between direct, monitoring, and consultation types of occupational therapy service delivery.
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One fourth (25%) of occupational therapists and 21.6% of occupational therapy assistants (OTAs) report that they work with children and adolescents in public school systems.13 Despite these statistics, occupational therapy (OT) practitioners in public schools often ﬁnd that they work alone, with a limited support network. This is especially true in rural areas, where one practitioner may provide therapy services to several small school districts or a cooperative educational service area. Being a member of an educational team requires that practitioners broaden their focus on the ways children function in their families, communities, and schools. This mode of thinking contrasts with the traditional medical model of “evaluate and treat,” with its focus on the disabilities or limitations of children. As part of a multidisciplinary educational team, OT practitioners working in school systems interact with a variety of people. They must therefore possess specialized technical skills and have knowledge of the educational system, current special education laws, and regulations.3,7,9


OT practitioners working in educational settings apply their knowledge and intervention skills in the context of a school setting while communicating effectively with parents∗ and educators.

OT practitioners working in the public school setting collaborate with regular education and special education teachers, psychologists, speech therapists, physical therapists, and other team members based on the student’s individual educational needs. They work with the student in the classroom whenever possible. Sometimes taking the student to a separate room might be the optimal learning situation for the student (Figure 4-1). OT practitioners develop strategies to facilitate educational goals. Strategies and suggestions may be provided to the teacher to better enhance the student’s learning.

Clinical Models Versus Educational Models

Providing OT services in an educational setting requires a shift in thinking and a change in philosophy from the clinical (medical) setting (Table 4-1). OT practitioners traditionally trained under a medical model view services for children based on dysfunction and its underlying components. In this model, therapists evaluate and treat physical problems and environmental factors that can support or hinder a child’s performance. The focus of a medical model is the remediation of the underlying components of dysfunction and the removal of pathologic processes so that development can continue.

In the school system, the practitioner evaluates the student’s performance in the classroom to determine whether physical, emotional, or behavioral aspects interfere with the student’s ability to perform classroom tasks. The student’s abilities are described in functional terms (rather than in terms of disability or diagnosis) and the capacity to meet classroom demands.2,3


Federal, state, and local educational agency regulations established guidelines for the provision of OT services in the school system.2,10-12 Practitioners working in schools may serve more children by working with them in groups. This provides peer support and is a natural part of school. Consulting with the teacher and classroom staff helps resolve many problems and may have an effect on many children. The OT practitioner may become more directly involved if a student’s skills deteriorate or the OT practitioner thinks that a short period of direct service will help the student become more independent. Appendix 4-A provides some commonly used acronyms used in school settings.
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FIGURE 4-1 Working with a child in a separate room may help facilitate educational goals.






TABLE 4-1

Comparison Between Clinical and Educational Settings



	CLINICAL SETTING
	EDUCATIONAL SETTING




	Patient goals are primary
	Educational goals are primary



	Treat acute conditions or conduct short-term intense intervention for chronic conditions
	Reduce the effects of chronic or newly diagnosed conditions so child can benefit from the educational program



	Focus is on addressing developmental issues and components of movement within functional skills
	Focus is on addressing functional skills and providing adaptations that promote the attainment of educational objectives








Clinical Pearl

Goal writing is much easier if the practitioner takes the time to ask the teacher, parent, or child what they hope to get out of the occupational therapy sessions. Start out with very broad questions (e.g., “What would you like to do better?” “What is causing you trouble in school?” “What is interfering with the child’s ability to learn?”), and then ask speciﬁc questions (e.g., “What aspects of reading are causing you trouble?” “What about your writing: Is it a problem?” “Do you tire easily?” “Is it messy?” “Do you have trouble holding the pencil?” “What does the child do in class that interrupts others?”). Continue until you have a clear visual picture of what the child hopes to accomplish. The OT practitioner works collaboratively with the student’s case manager (typically the special education teacher) to establish annual goals and objectives.



Students who are eligible for special education services may also qualify to receive related services such as occupational or physical therapy at no cost to the student or the family. However, OT practitioners working in schools can bill Medicaid for educationally related services. Medicaid was created to provide medical and health-related services for ﬁnancially needy children. It pays for health services for those who are eligible and is not dependent on where the services are provided. When therapy is provided in the school, it decreases the student’s absence from school and is thus an effective way to provide medical care related to the education of children.

Although children with medical conditions or diagnoses may beneﬁt from occupational therapy in the school setting, the emphasis is to help children function in the classroom, gym, cafeteria, and playground. Providing services in the least restrictive environment (LRE) often means working in the classroom. OT practitioners provide educationally relevant services, which makes the practitioners part of the educational team. In recent years, educational agencies and third-party payors have increased their requests for OT practitioners to use outcome-based practices in pediatric settings. Practitioners identify and treat problem areas, quantify functional performance, and consider multiple factors including neuromuscular and psychosocial processes, the student’s potential for improvement, social skills, environmental demands, and family priorities.1



Clinical Pearl

OT services are most integrated when provided in the classroom. An informal exchange of ideas and effective intervention strategies naturally evolve among team members when the OT practitioner works with children in their classrooms. This allows for the carryover of strategies and changes that allow children to be successful in school.



Federal Laws

In an educational system setting, occupational therapy services are mandated by federal laws.4,10-12Box 4-1 summarizes the laws that have an effect on OT services in public school systems. Education is an important occupation of children (Figure 4-2). As such, OT practitioners working in school systems have the opportunity to directly affect the child’s occupation. They are afforded the luxury of seeing the results of their interventions daily within the context for which it is intended. Their role is to improve the child’s ability to function within the school environment; they must become skillful in advocating for the needs of the children within the contexts of this setting and the laws.




BOX 4-1 Summary of Federal Laws That Affect Occupational Therapy in Educational Settings

1973

Public Law 93–112, Section 504 of the Rehabilitation Act

• Discrimination against people with disabilities when offering services is prohibited.



1975

Public Law 94–142: Education for All Handicapped Children Act (Renamed Education of the Handicapped Act [EHA])

• All children have the right to free and appropriate public education.



1986

Public Law 99–457, Part H (Added to EHA)

• Birth-to-3 services should be equal in all states and counties.



1990

Americans with Disabilities Education Act

• In areas of public services, discriminatory practices against individuals with disabilities by employers are prohibited.


• EHA is renamed Individuals with Disabilities Education Act (IDEA).



1997

• IDEA is revised (IDEA-R).


• Part H of IDEA-R is renamed Part C.


2001

• No Child Left Behind stresses the use of scientiﬁcally based or evidence-based programs and practices.


2004

• IDEA-R reauthorized
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FIGURE 4-2 Education is an important occupation.





Education of the Handicapped Act (Public Law 94-142)

In 1975, the U.S. Congress passed the Education of the Handicapped Act (EHA; Public Law 94-142) requiring schools to provide free appropriate public education to all children from ages 5 to 21 years.2,3


Children with special needs have the right to have their educational programs geared toward their unique needs, regardless of the nature, extent, or severity of their disabilities. In 1986 the law was amended so that public schools could be responsible for providing educational services to children at age 3 years.

Provisions under this law guarantee children the right to be educated in the least restrictive environment (LRE) and to receive other services that may be required for them to beneﬁt from their educational program. The law also outlines the rights and the legal course of action for parents and children. Parents have the right to due process—that is, voluntary mediation and impartial hearing—to resolve differences with the school that cannot be resolved informally.

Least Restrictive Environment

The right to be educated in the LRE allows a student who has special needs to be educated in a regular classroom whenever possible.10 He or she is entitled to interact with peers who do not have disabilities. Before this law was enacted, students with disabilities were placed in special schools with other students who had disabilities, or they were placed in self-contained classrooms in a separate school building with no opportunity to interact with typically developing peers. The LRE guidelines provided the impetus for the development of mainstreaming and inclusion models (i.e., models in which children with disabilities are able to spend time in general education classrooms). School personnel determine whether a student who has a disability can receive an appropriate education in a general education classroom with the aid of support services and necessary modiﬁcations. The team considers whether the student may beneﬁt from any time in a general education classroom. The spirit of the EHA requires that schools provide an entire continuum of services to those students with special needs.2,4,10 For some students this may mean placement in a general education classroom that has been modiﬁed to meet their needs (e.g., one that has been equipped with positioning devices). For other students it may mean placement in a general education classroom that allows them to go to a resource room for assistance from a special education teacher. Some students need individualized instruction from a special education teacher, allowing students to spend most of the day in the self-contained classroom as well as participate in certain classes or activities in the general education classroom. This individualized instruction is known as specially designed instruction (SDI). SDI is instruction that has been modified or adapted to meet the specific learning needs of a student with a disability. Some of the modifications may include changes to the amount of class work the student is expected to complete, the way the instruction is presented, the amount of assistance provided in class, and so on. Students who are identified as needing SDI are placed on an Individualized Education Program (IEP), which outlines the way in which the instruction will be provided for the student and the process for specifically addressing the student’s needs though goals and objectives. The IEP will also describe any related services that the student may need. Students who have difﬁculty transitioning from one area to another can beneﬁt from reverse mainstreaming, where the general education students come into the special education classroom during certain courses.

Related Services

According to the EHA, schools are required to provide related services as necessary for the student to beneﬁt from the educational program. These services include transportation, physical therapy, occupational therapy, speech therapy (ST), assistive technology services, psychological services, school health services, social work services, and parent counseling and training.9,10 Except for ST, these services are available only to a student classiﬁed as a special education student. ST is the only therapy service that may be either a related service or a “stand-alone” service. In some cases, a student’s only need for specially designed instruction is ST.



Rehabilitation Act and Americans with Disabilities Act

The educational rights of children with disabilities are protected by two additional federal laws: Section 504 of the Rehabilitation Act (1973) and the Americans With Disabilities Act (ADA; 1990).3,7 Section 504 of the Rehabilitation Act stipulates that any recipient of federal aid (including a school) cannot discriminate when offering services to people with disabilities. The ADA prohibits discriminatory practices in areas related to employment, transportation, accessibility, and telecommunications. A student with a disability who is not eligible for special education services but requires reasonable accommodation in his or her regular educational program may be eligible to receive related services under these laws. To be eligible, the student must have a condition that “substantially limits one or more major life activities,” with learning being a major life activity (Figure 4-3).7,10



Case Study

Jack is a 5-year-old boy with spina biﬁda. He attends a regular kindergarten class and is able to perform academic activities in a manner equal to his peers. Jack comprehends the information provided, but due to the diminished strength and endurance caused by his disability, he is slower than others in completing his work. Jack needs to be catheterized twice a day by the nurse. Jack qualiﬁes for related services under Section 504 of the Rehabilitation Act. Speciﬁcally, the following accommodations will allow Jack to use educational services:

1. He must complete 50% of his work in class; other work will be sent home.


2. He will have extra class time to complete work whenever possible.


3. Classroom supplies will be readily available and placed in front of him before a task begins.


4. OT services will be provided to increase strength and endurance for academic functions.


5. A peer or an adult will accompany him when he leaves the classroom.


6. He will use his iPad for classroom assignments.




Public Law 99-457

Public Law 99-457, which was passed in 1986, added Part H (which is now known as Part C) to the EHA. This law mandates services for preschoolers with disabilities and provided the impetus for the development of early intervention services for infants and toddlers from birth to 3 years of age.

Although the speciﬁc policies, procedures, and time lines for birth-to-3 programs vary from those of the public school setting, both systems follow a similar framework that includes identiﬁcation and referral, evaluation, determination of eligibility, development of the Individualized Educational Program (IEP) or Individualized Family Service Plan (IFSP), and transitions.
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FIGURE 4-3 Child working on handwriting for school.





Individuals with Disabilities Education Act

The EHA was renamed the Individuals with Disabilities Education Act (IDEA) in 1990; it was revised in 1997 and is now known as IDEA-R. This Act encourages OT practitioners to work with children in their classroom environment (inclusion) and provide support to the general education teacher (integration). It also encourages schools to allow students with disabilities to work toward meeting the same educational standards as their peers. IDEA-R changed the process for the identiﬁcation, evaluation, and implementation of IEPs.8 Under IDEA the role of the OT practitioner includes determining the need for assistive technology that allows the child to remain in a regular classroom. The practitioner may consult with others on positioning, train team members, and consult with others on strategies to increase the likelihood of success in the classroom. The role of the occupational therapist under IDEA-R is to assist children with special needs so that they can participate in educational activities. In 2004 IDEA-R was replaced with the Individual’s with Disabilities Education Improvement Act and renamed IDEA. IDEA mandates that related service support access to and progress in the general education curriculum or natural environments.10 This mandate has significantly affected the location and delivery of occupational therapy services.

No Child Left Behind Act

The No Child Left Behind Act (NCLB) was enacted in 2001 to improve teaching standards and students’ learning results. NCLB supports the use of scientiﬁcally based practices by professionals working in the educational setting. Therefore educators and OT practitioners are required to consider research when selecting instructional or interventional practices. Schools must report adequate yearly progress through a single accountability system that applies the same standards to all students. These standards are based on each state’s academic achievement standards. Teacher quality and paraprofessional competencies are also parts of this Act, yet it does not speciﬁcally address the competencies of related services such as occupational therapy.12 OT practitioners need to collaborate and consult with the team to prioritize the student’s needs. Therapy is integrated into the classroom and provides consistent follow-through. Student-centered IEP goals and objectives enhance success in the educational environment.8



Rights of Parents and Children

The IDEA-R outlines several procedural safeguards for children with disabilities and for their parents. These procedures are detailed in the U.S. Code of Federal Regulations, Title 34, Subtitle B, Chapter III, Part 300.11 To summarize, the safeguards include notifying parents in writing of all proposed actions (prior written notice), obtaining written consent to evaluate/reevaluate and allowing parents to attend IEP team meetings. Additional procedural safeguards include the right to request an independent evaluation and the right to appeal school decisions through mediation. Mediation is a voluntary process in which an impartial officer helps schools and families reach an agreement without going through a due process hearing. The IDEA-R requires that school districts inform parents of their rights in a written format. 11


Identification and Referral

Physicians and health care professionals frequently refer children to special programs. Screening clinics offered by agencies, schools, and early intervention programs aid in identifying children who need special education services. Referrals are made to the appropriate agency (e.g., Child Find, early intervention clinic, or public school system). Once a referral is made, the responsible agency determines whether screening or an evaluation is needed.

Once children enter the school system, teachers often identify those who experience difﬁculty meeting educational expectations. Children receiving special education services may be referred to occupational therapy, or may qualify for services under Section 504. The Individualized Education Program team (e.g., parent, teacher, special educator, OT therapist) determines a student’s need for services (including occupational therapy). For example, children needing assistance with ﬁne motor skills typically require evaluation by an occupational therapist. Likewise, students showing cognitive skill deﬁcits require evaluation by a special educator; those with speech and language issues are referred to a speech therapist. The professional members are responsible for evaluating these children and determining whether they would beneﬁt from related services. The interdisciplinary team collaborates and reviews the needs of students to determine their eligibility for related services.

Evaluation

After a referral for OT services is received and parental consent is obtained, an evaluation can be initiated. (Some state and Medicaid conditions require a physician’s order as a prerequisite to initiating these services.) Evaluations measure the student’s abilities at that particular time. Therefore it is important to consider the viewpoint of everyone involved with the student, including teachers and parents. Knowledge of the student’s strengths and needs may be gained from consultation with the teacher, parent, child, and staff. Standardized tests and clinical observations provide important information. State, local, and school policies may dictate what type of assessment will be used. However, practitioners must consider the child’s needs in choosing assessment tools. See Chapter 10 for extensive list of assessments used when evaluating a student who may benefit from occupational therapy at school. Occupational therapy practitioners use a combination of both standardized assessments and observations of functional performance in determining the need for occupational therapy services. Observation of the child in the classroom, cafeteria, playground, and bathroom provides information about his or her functional skills.1 Many children are able to perform certain activities in a quiet one-on-one situation but have difﬁculty generalizing or modulating them in a busy classroom. Students may also perform better when they are not aware that someone is watching or observing. Consultation with the teacher is key in identifying the speciﬁc problems and needs of the student. A questionnaire or referral form completed by the teacher is helpful to the team. The occupational therapist is responsible for completing the evaluation (with input from the OTA), interpreting the information, and presenting the report to the IEP team. The skills of the student should be reassessed before different goals are formulated. Students are reevaluated as needed or if requested by parents, teachers, or team members. The federal laws mandate that the student be reevaluated at least every 3 years.

Eligibility

The IEP team determines the student’s eligibility once all evaluations are completed. Eligibility for services in public schools is based on exceptional educational need (EEN). Box 4-2 contains questions to assist practitioners in determining whether a student needs OT services and which level of service is recommended. The IEP team must consider all of the information obtained through the evaluations to determine whether the disability or condition interferes with the student’s ability to participate in an educational program and whether the student needs related services to beneﬁt from an educational program.2,3 The presence of a disability does not necessarily mean that a student cannot participate in the regular educational program, nor does it mean that the student has an EEN as illustrated in the following case.



BOX 4-2 Determining the Need for Occupational Therapy in the School

• Does the child have an EEN? Because occupational therapy is a related service, the child must have an EEN or qualify under Section 504 of the Rehabilitation Act to be eligible to receive OT services provided by the school system.


• Does the evaluation indicate the need for OT services? The evaluation may consist of standardized tests, portfolio reviews, classroom and school environment observations, and consultations with parents and teachers.


• Does the child demonstrate a signiﬁcant delay in motor, sensory or perceptual, psychosocial, or self-help skills compared with the established norms of other children of the same age? A signiﬁcant delay is one that is more than1 SD below the norm and affects school performance.


• Is occupational therapy a related service that may be required for the child to beneﬁt from and participate in an educational program? Factors that affect the answer to this question include the child’s program, other related services received, and the demands of the classroom, the child’s level of function, and the potential for improvement or skill development.


• Does the child require the specialized skills of an OT practitioner, or can other personnel carry out tasks and interventions? For example, a teacher may be able to help a child learn eating skills by using adaptive equipment provided by an OT practitioner.





Case Study

Mary, an 8-year-old girl in second grade, is diagnosed with cerebral palsy (left hemiplegia). Her parents requested an evaluation through the school district, which, in turn, conducted an IEP team evaluation and meeting to determine whether she was eligible for OT services. The team members’ evaluation revealed that Mary had age-appropriate learning and thinking skills (cognition) and communication skills, although she sometimes drooled and spoke unclearly. Mary walked independently, moved around the building, and independently performed classroom tasks (e.g., printing, managing materials such as books and paper/pencil). Observations from team members led to the conclusion that she interacted well with her teachers and classmates and was an active participant in the classroom. The OT practitioner reported that Mary had mild spasticity in her left upper extremity, decreased control (isolation and precision) of her left upper extremity, and difﬁculty with bilateral tasks but that she successfully compensated for these factors and could participate in all classroom activities. She played with other children on the playground and handled self-feeding well. Mary participated in regular gym classes. She was independent in toileting.

The IEP team determined that although Mary had a documented disability (cerebral palsy), it did not interfere with her ability to receive an appropriate education. Therefore an EEN did not exist and special education and OT services were not required for Mary to participate in and beneﬁt from her educational program. If Mary’s family thought that she would beneﬁt from OT services to resolve issues related to her muscle tone, range of motion, ﬁne motor skills, and bilateral coordination skills, the family could seek and secure OT services in a clinic on an outpatient basis. For a child to be eligible to receive OT services in the public school setting, the services and goals must be educationally relevant.



Individual Educational Program

For school-age children (3–21 years of age) who receive special education services, an IEP is developed to outline present levels of academic and functional skills, service delivery model and amount of time as well as the goals and objectives for the academic year. It is a written plan as well as a process. The IEP team consists of the student’s parent(s) or guardian, general education teacher, special education teacher or provider, representative of the school district who is knowledgeable about the general curriculum, an individual who can interpret the instructional implications of evaluation results (i.e., the way certain factors may affect the student’s ability to learn), and related services personnel. The representative of the school district, frequently given the title of local education agency (LEA) representative, may be the principal. The LEA representative is responsible for making sure that the programs outlined on the IEP are followed in the educational environment. The person who interprets the evaluation results is often the school psychologist or a clinical psychologist. The student may be present at the meetings. The parents may invite anyone they wish to be present, such as a private therapist or parent advocate. If the family brings a lawyer to the IEP meeting to assist with the process, then the school district may also bring a legal representative.

When developing the IEP, the team considers all evaluation results and the extent of the student’s educational needs.4 Goals, objectives, and methodologies (service and frequency) are developed at the meeting. The IEP is reviewed at least annually or sometimes more frequently if requested or necessary. The format of the IEP varies by state and school district. Box 4-3 contains information that must be included in an IEP.

Sometimes when a child enters school at 3 years of age, he or she already has a written Individualized Family Service Plan (IFSP). Box 4-4 lists components included in the IFSP. This document is the result of the collaboration between the parents and the birth-to-3 program professionals and is reviewed every 6 months. IFSPs emphasize the family’s goals for the child, whereas an IEP focuses on educational goals that the student works on in school and is reviewed annually. Both documents require the parents to accept all or a portion of the recommended services. The parents or the school district have the option of going to due process if the team is unable to agree on the program or services recommended for the child. Children receiving special services are given progress notes with each report card.



BOX 4-3 Components of an Individual Educational Plan

• Statement of a child’s present level of educational performance, including the way the child’s disability affects his or her involvement in the general curriculum or age-appropriate activities


• Statement of measurable annual goals, including short-term objectives related to increased involvement and progress in the general curriculum and other (non)educational needs, such as those involving social and extracurricular activities


• Description of special education and related services and supplementary aids and services


• Description of program modiﬁcations or support to be used by school personnel to enable the child to attain goals; involvement and progress in general curricular, extracurricular, and nonacademic activities; and education and participation in activities with other children, both with and without disabilities


• Explanation of the extent to which the child will not participate in the regular classroom and IEP activities with children who do not have disabilities


• Statement of any individual modiﬁcations needed for the child to participate in formal assessments of student achievement (e.g., state- or district-wide tests)


• Projected date for beginning services and educational modiﬁcations; anticipated frequency, location, and duration of services


• Transition services, including linkage with other agencies


• Statement of the way that progress toward annual goals is measured


• Descriptions of methods to regularly inform parents of their child’s progress (at least as often as the parents of children without disabilities are informed)




Data collection sheets detail the child’s objectives, frequency of performance in selected tasks, and success to date. This information is used to document the child’s progress in quarterly reports. Performance is measured in a variety of contexts, with the goal being integration. Progress notes include information from the data sheets and rely on consultation and collaboration with teachers and staff to ensure that the performance represents actual achievement in the occupation (e.g., education).


Clinical Pearl

Occupational therapy objectives are embedded in the special education teacher’s goals and other team members reinforce objectives. As a result, everyone on the team is responsible for the goals and objectives of the IEP.



Transitions

Children undergo various transitions from infancy to 21 years of age. Students’ services and programs change as they enter and leave the birth-to-3 program and the public school system. A transition plan includes steps that should be taken to support students and their families as they go through these changes so that the transitions can be smooth and successful. Transition planning informs families about the different services and agencies available.



BOX 4-4 Components of an Individual Family Service Plan

The format of the written plan may differ from program to program, but an IFSP must contain the following information:

• Child’s current level of development


• Summaries of evaluation reports


• Family’s concerns


• Desired outcomes (goals)


• Early intervention services and support necessary to achieve outcomes


• Frequency of, method for providing, and location of services


• Payment arrangements (if any)


• Transition plan




When a student reaches age 14, transition services such as vocational education and job coaches are discussed with the student and the family to help in identifying his or her interests and preferences. Students nearing the age of majority (sometimes at age 17) are informed of their rights under the IDEA-R. The family is notiﬁed that all rights accorded to parents transfer to the student but that they will continue to receive required parental notices. For the parents to retain their rights, they must be recognized as the student’s legal guardians by the courts.

Roles of the Occupational Therapist and the Occupational Therapy Assistant

Occupational therapists and OTAs have related but distinct roles in the educational setting. A successful partnership between the two ensures effective and efﬁcient use of education and training, encourages creativity, and promotes professional growth and respect.2,3 All OT services provided in the educational setting must comply with federal and state regulations. Additionally, professional standards of practice help occupational therapists and OTAs with role delineation in the educational setting. OT practitioners work together to provide the best possible service to the child.

OT practitioners may be employed directly by the local educational agency (school district) or contracted through a local hospital, health care agency, or private practice. Those employed by the local educational agency must comply with the supervision and employment practices of the school district’s structure. If the OT services are contracted through another agency (e.g., a hospital or health care agency), the practitioners are considered employees of that agency and may be supervised by one of its employees. Supervision guidelines and expectations should be closely coordinated between the employer and the local educational agency. In either situation, all licensing and state regulations regarding caseload and supervision standards must be followed.3,5



Clinical Pearl

In 48 states teachers are held accountable for meeting the Common Core State Standards (CCSS). Therefore the OT practitioner must be familiar with specific common core state standards. Box 4-5 provides more information regarding CCSS.



The occupational therapist is legally responsible for all aspects of the OT process. The OTA is responsible for providing services within his or her established level of competence. Professional supervision is a partnership that requires communication and mutual responsibility to clarify competencies and responsibilities. The practice standards established by the American Occupational Therapy Association delineate levels of supervision (see Chapter 1). The required level of supervision depends on many factors such as the OTA’s level of experience and service competency, the complexity of the evaluation and therapy methods used, and the current practice guidelines and regulations of the state or local educational agency. Supervision in a school district often can be challenging because of the large number of schools and the geographic distance. Having the occupational therapist and OTA work together in the same school at the same time allows ongoing supervision of and communication with the OTA. Occupational therapists are ultimately responsible for service performance.2,3 If an occupational therapist is not comfortable with an OTA’s performance of a particular task, it should no longer be delegated to the OTA. Likewise, an OTA who is not comfortable performing a certain task is responsible for communicating this concern to the supervising occupational therapist.

Each of the practitioners has a role in screening and evaluation, IEP formation, treatment planning, and intervention. During the evaluation, occupational therapists determine which data are collected and which tools and methods to be used. OTAs can assist with data collection by making clinical observations and administering and scoring tests within their service competency level. Occupational therapists are responsible for analyzing, interpreting, and reporting information verbally and in writing. During the IEP formation, OTAs assist with developing goals and may attend the IEP meeting (under the direction of an occupational therapist) to report the ﬁndings and recommendations. Although OTAs do not interpret the ﬁndings or negotiate changes in levels of service or goals, they may suggest changes or reevaluation. OTAs are responsible for communicating observations, ideas, interpretations, and suggestions.



BOX 4-5 Common Core State Standards

• Definition: The CCSS are educational expected outcomes applicable to all students receiving public education. State chief school officers and governors in collaboration with educators, administrators, and other experts, developed these standards.


• Purpose: The CCSS provide a consistent and clear understanding of what students are to learn.


• Instructional areas: The CCSS provide a high-quality framework for grade-level instruction in English/language arts/literacy and mathematics. Expected outcome: The focus of the students’ education should be relevant to the real world and ensure that graduates have the knowledge and skills necessary for success in college, careers and life no matter where you live in the United States.
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For the intervention phase, OTAs must ﬁrst demonstrate service competency to the occupational therapist. Then they are responsible for developing intervention activities related to the goals and objectives (after initial direction from an occupational therapist). OTAs provide intervention aimed at improving children’s occupations ranging from printing, cutting with scissors, using a keyboard, and performing lunchroom activities to managing clothing for toileting or recess. The OTA also collaborates and works with the teacher and other school personnel on appropriate positioning of the student and determining which materials or methods can be used in the classroom to increase the student’s ability to participate successfully. The OTA is responsible for informing the occupational therapist of changes in the student’s environment and providing current data regarding his or her performance.2,3


OTAs may be responsible for collecting data to establish evidence-based intervention. Because the domain of OT is occupation, the collected data must address occupation. Although goals and objectives must be measurable, practitioners must ensure that they are also meaningful to children, families, and educators. Table 4-2 provides a sample of school-based goals and intervention activities. By collecting data on activities that are valued by educators, families, and children, practitioners support the importance of the profession. Goals and objectives that are too far removed from the actual occupation may be measurable, but if they are not meaningful much time is wasted. For example, consider the following goal: Marcie will cross the street with 75% accuracy. Although this goal is measurable, it is not meaningful and is, in fact, dangerous. Marcie’s mother’s comment is: “What about the 25% of the time that she does not meet this goal?” Another commonly written goal states the following: “Mike will bring a spoon halfway to his mouth.” As this goal is written, Mike does not even get any food during mealtime. A better goal would be as follows: “Mike will bring a spoon to his mouth; the ﬁrst half of the distance will be hand over hand, and he will complete the second half of the distance 7 out of 10 spoonfuls.” OTAs can assist the occupational therapist in developing measurable and meaningful goals by describing the behaviors in the context of the classroom. Once the goals are established, the OTA may be responsible for collecting and recording the data on a regular basis.


TABLE 4-2

Sample School-Based Goals and Intervention Activities



	GOAL
	ACTIVITY




	Sam will write four sentences with 80% accuracy (spelling, legibility).
	Hand strengthening, warm-up exercises
Compensatory techniques, including laptop, frequency words available, Benbow Hand program, adaptive writing tool



	Sam will write all his assignments in his daily planner, with verbal reminders from the teacher for 10 school days.
	Teacher and parent will begin by reminding him (and fade cueing).
Clinician adds a fun game to the assignment; if Sam remembers it, he gets a reward (i.e., bring in a picture of you and your pet).



	Sam will participate in 45 minutes of regular gym class, with physical modiﬁcations made as needed.
	Clinician will consult with gym teacher to provide modiﬁcations as necessary. OT clinician will consult with gym teacher about games and activities that the whole class may beneﬁt from (e.g., parachute games, relay races, “Simon Says,” dancing, etc.)








Types of Service

OT services can be delivered through direct service, monitoring, or consultation. The members of the IEP team decide which service delivery level is appropriate for each child. Therapy emphasizes the child’s ability to perform in the school environment rather than in the therapy room.7,13 IDEA mandates that the child participate in the regular curriculum to the maximum extent possible, so therapy in the classroom is recommended whenever possible. Occupational therapy plays a supportive role in helping the student participate and beneﬁt from the special education program. This requires continuous collaboration between the teacher or other school staff member and the therapist.

In the classroom, paraprofessionals (such as teacher aides) beneﬁt from training on and explanations of ways to work with children with special needs. For example, the OTA can teach and model how to perform proper body mechanics while lifting and handling a child with a severe disability. In addition, explaining to the staff how to feed, dress, and position children with various diagnoses is essential to carrying out integrated services and creating a safe educational environment.


Direct Services

With direct services, the OT practitioner works with the student so that he or she can acquire a skill. Direct therapy may be conducted one on one with the child or in a group setting; the time and frequency depend on the needs of the child.

For example, an OT practitioner working with several students in a regular grade 2 class could treat the children in the classroom during the regularly scheduled handwriting time. The OTA would be present for the handwriting session and work directly with the children designated in the IEP. Before the handwriting session, the OTA may encourage warm-up exercises. The entire class may do these exercises, but the OTA pays particular attention to the children under the IEP. As the students work on assignments, the OTA may review posture, provide cues for beginning the assignment, help with pencil grip, and provide verbal or tactile feedback, among other strategies. Direct service requires collaboration with the parent or teacher for follow through and optimal learning. Practitioners who partner with teachers show the most success in this type of approach.

Monitoring Services

OT practitioners following monitoring services create programs for the child that the teacher, other staff member, or family can follow. The practitioner contacts them frequently so that the program can be updated or altered as necessary. The personnel who follow the program are well trained and need to have a clear understanding of its goals. Billing procedures or state regulations may not acknowledge the monitoring service. Under this service, the practitioner is responsible for ensuring that the child’s goals are met.

Consultation Services

Consultation services are provided when the occupational therapist’s expertise is used to help other personnel achieve the child’s objectives. OT practitioners may contact others only once or on an as-needed basis as set up by the team. Ongoing contact with the teacher or caregiver may be necessary. Consultation services are useful for adapting task materials or the environment, designing strategies to improve posture and positioning, or demonstrating how to handle a situation.

For example, an OT practitioner may consult with the teacher about a sensory diet for a student who needs help organizing sensory input. The practitioner would work with the teacher to create sensory suggestions for the child in the classroom. Equipment such as a weighted vest, trampoline, vibrator, and weighted lap pad would be purchased or made for use by the student and staff as necessary. Sensory suggestions could be outlined for the staff to use with the student on a daily basis. Table 4-3 is an example of an outline with sensory strategies that could be provided to the teacher. The practitioner would then consult with the staff to set up a daily schedule of sensory needs, which could be adjusted as necessary.


TABLE 4-3

Sensory Strategies



	WHAT IT LOOKS LIKE FOR THE BRAIN
	SENSORY DIET



	TACTILE SENSE


	Seeks touch and deep pressure
	Provide deep pressure
Provide weighted items
Provide resistive finger/hand fidgets



	Seeks touch by touching objects and people around him
	Provide weighted vest or weighted lap pad



	Seeks soft, silky material
	Provide silk-like sheets or clothing
Place a piece of silk on his seat
Provide a piece of silk to calm


	VESTIBULAR SENSE


	Seems to seek vestibular movement by spinning or rocking
	Provide swings, rocking chairs, balls or ball chairs
Activity suggestions: “Sit and move” chair cushion



	Gets overstimulated by activities in the environment
	Encourage student to go to the quiet area in the corner of the room
Have student rock in the rocking chair


	PROPRIOCEPTIVE SENSE


	Seeks high impact by touching other people
	Provide weights, joint compression, vibration toys



	Pushes himself against other people
	Provide weighted vest, joint compression, and vibration


	AUDITORY SENSE


	Very sensitive to noise
	Work in noiseless environment
Try mufﬂers or headset to decrease noise
Play quiet ocean sounds in the background
Try rhythmic sounds, like a metronome



	Easily distracted by sound
	Keep verbal cues to a minimum and avoid extraneous noise


	VISUAL SENSE


	Easily distracted by objects
	Decrease visual distractions



	Gets easily overstimulated by too much visual stimulation
	Remove visual distractions from the wall; work in a cubicle
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Discontinuing Therapy Services

Dismissing a child from OT services can be difﬁcult because of the rapport that has been established among the child, family, and practitioner. Children may be dismissed from occupational therapy when all of the intervention goals and objectives have been accomplished or therapy is not resulting in the desired changes. In cases of plateauing (i.e., the child does not make any progress toward the goal), the child may beneﬁt from working with another therapist or an alternative approach. If possible, practitioners should avoid discharging a child from therapy when he or she is undergoing a transition, such as changing schools. Frequently, a child is eased out of therapy by decreasing the quantity and going from direct therapy to consultation service to dismissal.7 Children may require consultation on positioning when undergoing physical changes. Any change in service (including frequency) is discussed with the IEP team (including parents). For example, students entering middle school may not have had reﬁned ﬁne motor and self-care skills addressed. Service delivery is a dynamic process that requires ﬂexibility and adaptability to the changing needs of the school and the child. Consultation with the teacher will help serve the child’s needs in an effective manner. If this type of delivery does not work, the practitioner may decide to provide direct service. It is helpful to explain to parents the dynamic nature of OT services and the IEP process.


Clinical Pearl

Remember that the teacher is the manager of the classroom. The OT practitioner is a guest, and his or her presence should not disrupt the routine.




Clinical Pearl

Adolescents may need OT consultation to discuss their strengths and weaknesses for vocational activities. Children entering high school may beneﬁt from consultation with an OT practitioner about study habits, strategies to succeed, and issues surrounding physical changes.




Case Study

Tamara, an OTA, intended to work with Jovan in his ﬁrst-grade classroom during art class. The objective for the session was for Jovan to hold a crayon with a static tripod grasp and imitate a circle. However, when Tamara entered the classroom, the teacher informed her that the art class had been canceled; they were now involved in playing “Simon Says” and other inside games because it was raining and the kids were all “wound up.” Instead of insisting that Jovan participate in the scheduled art activity, Tamara decided to incorporate Jovan’s second goal of improving postural control for writing activities. She quickly changed her intervention to facilitate the trunk and upper arm strengthening required for writing. Tamara asked the teacher if she could be the leader of the game. The teacher appreciated the break after a hectic rainy morning. Tamara led the activities for the entire class and provided hands-on help to Jovan as needed. The children performed arm pushups, wheelbarrow walks, crab walks, and sit-ups, among other physical activities. Jovan was proud of himself because he knew how to do the crab walk and got to show the others. Tamara ended the session by asking the children (“Simon says”) to sit in their seats, put their heads down, count quietly to 20, and then look up. This helped quiet the children. The teacher enjoyed seeing the variation of “Simon Says” activities. Tamara explained that these were great prehandwriting activities and that all the children could beneﬁt from them. Tamara agreed to write them down for the teacher.



Tips for Working with Parents and Teachers

Parents and teachers are key players on any team involving children in school systems.5,6 Children and families benefit by OT practitioners who establish therapeutic relationships early. Since parents may not regularly attend school, OT practitioners are responsible for setting up systems to communicate clearly and often with parents regarding the child’s progress and goals. Working with teachers also requires negotiation and strategies to be successful. The following tips and strategies may prove useful when working with parents and teachers.

Tips for Working with Parents∗


1. Parents know their child! Listen to what they have to say, and try to address their concerns. They may not know why their child is behaving in a particular manner (professionals may help with this), but they are aware of the behaviors.


2. Parents and caregivers may not understand the language that professionals use in meetings. Present information in layman’s terms so that explanations are not needed. For example, say, “John has trouble getting around without tripping or bumping into things” instead of “John has dyspraxia.”


3. Parents attending IEP meetings may be nervous and may feel uncomfortable. Put them at ease by beginning the meeting asking them what they hope to achieve from the meeting or what they see as their child’s strengths.


4. IEP team meetings frequently highlight the child’s weaknesses and present only brieﬂy the child’s strengths. Begin your report with the child’s strengths; follow it by describing problem areas, with a plan for how to address these concerns.


5. When discussing the child’s performance, be clear about what has been tried in the classroom and how it has or has not worked. This gives the team information on future goals, objectives, and intervention strategies.


6. Parents may become frustrated with a long list of problems. Order the list of problem areas in such a way that the most important issues may be targeted immediately for intervention. You can always address other problems later.


7. Ask the parents what works or does not work at home. You may be able to provide them with strategies to help their child, or they may be able to help you with strategies. Children beneﬁt when both the parents and professionals are working on the same page.


8. Provide suggestions and/or strategies for helping the child function within the classroom. Using a previously developed list is acceptable, but make sure you have individualized it to the child. Use his or her name. Remember that any written information sent to others is a reﬂection of you. You do not want to give the parents the impression that you are too busy to work with their child.


9. Follow up with the parents. Sending letters home with the child, e-mail messages, or brief phone calls let the parents know that you are working with them to help their child. Keep information conﬁdential and protected. For example, there are some things you do not want to e-mail, but letting the parents know that “John had a great day in occupational therapy” is always welcomed.


Tips for Working with Teachers∗


1. Most importantly, remember that the job of an OT practitioner in a school setting is to help the child function within the classroom. The teacher is in charge of the classroom. Therefore you must observe the teacher’s style, rules, and classroom expectations before designing the intervention for a speciﬁc child.


2 Spend time in the classroom without making suggestions or judging the teacher.


3. Ask the teacher what he or she sees as the problem areas for the child. Ask the teacher how you could help the child function better within the classroom.


4. Prioritize strategies for the teacher. He or she must work with the entire class, so providing them with one or two effective strategies for a child is sufﬁcient. You can always add more later.


5. Provide the teacher with short written strategies, and follow up as necessary.


6. Respect the teacher’s time. Teachers get very few breaks during the day. Discussing a child over lunch may seem like a good solution to you but may add stress to the teacher’s day and not allow for a much-needed break. Another solution may be to ask to lead a 30-minute “handwriting” seminar for the entire class every Friday morning. You can work with the entire class, targeting the needs of a small group at the same time. This helps build rapport with the teacher, fosters carryover in the classroom, and beneﬁts the entire class.


7. E-mails and short notes are effective means of communication with teachers.


8. Help determine good child–teacher ﬁts. Once you understand the style and expectations of a classroom you can assist in the placement of children with special needs. For example, some teachers are extremely organized and may work best with children who have difﬁculty with organization. Other children require ﬂexibility and accommodation.


9. Present yourself to teachers as a resource. For example, it may be helpful to provide them with writing kits full of activities to enhance writing skills, ﬁne motor games, visual motor games, or crafts that may be easily implemented into the classroom. You may want to lead morning exercises or warm-ups to address the sensory needs of the students while modeling activities for teachers.


10. Help teachers out by using OT resources. Establish a relationship between the nearby occupational therapy educational program. College students are frequently looking for projects that may help teachers and schools. Box 4-6 lists some examples of projects that may assist teachers and OT students.


11. Provide solutions to teachers concerning children with special needs. Gain their trust through collaboration, which works best by listening, discussing, and following through. Team members must be able to critically analyze their work and look for alternative solutions.


12. Use layman’s terms when speaking with teachers. It is best to describe the observed student’s behavior in simple language rather than by using medical or psychological terms to describe behaviors. Speaking about what one observes limits misunderstanding. For example, instead of saying, “John is tactually defensive, which is why he has trouble modulating his behavior,” say, “John does not like to be touched by other children unexpectedly; he ﬁnds this type of contact annoying, which is why he may hit other children.” Then you can provide a solution (e.g., allow John to be in the back of the line. Sometimes he will also want to be in the front of the line. When John is the “line leader,” observe carefully and ask him to lead the way from the front. You do not want John to feel left out and never be allowed to be the line leader).




BOX 4-6 Projects That May Assist Teachers and Students in Programs for the Occupational Therapy and the Occupational Therapy Assistant

• Design a ﬁne motor kit for classrooms.


• Develop games associated with the seasons.


• Provide the regular education teacher with a handwriting kit with a variety of pencil grips, pencils (size, color, type) and paper (e.g. highlighted lines, raised edged).


• Provide the teacher with finger fidgets to be available for the students in regular education classrooms.


• Provide the teacher with scents for calming or alerting behaviors.


• Make pieces of equipment, toys, or other items needed for the classroom (positioning equipment must be checked out by the practitioner).


• Design and implement a ﬁnger puppet show (to improve ﬁnger individuation) based on a book (to encourage reading).


• Participate in a health fair at a local school.


• Volunteer for story time; ﬁnd a book about children with special needs.


• Volunteer for a ﬁeld trip or evening workshop.


• Develop teacher/parent handouts with strategies for children with organizational problems.


• Organize a teacher appreciation day.




Tips for Providing Intervention in the Classroom∗


1. Develop a collaborative relationship with the teacher before providing intervention in the classroom. Be aware of the teacher’s style, rules, routine, and classroom expectations.


2. Discuss with the teacher what you would like to do. Decide on a time that this ﬁts in with other classroom activities. Be open to adjusting your schedule to ﬁt in with the teacher’s agenda.


3. Working in small groups makes the intervention less obvious and intrusive.


4. Keeping a regular schedule allows the class to feel comfortable with you.


5. Walk into the classroom at a nondisruptive time (e.g., after the bell rings, when the children are settling down). It is not helpful if you interrupt quiet reading or testing to work with a child.


6. Provide intervention as the child participates in the activities. For example, a child with poor handwriting may complete a worksheet by repeating correct strokes during writing practice. You may help a child with hand movements to a song while standing by and providing trunk stabilization so that the child can move his or her arms.


7. Providing intervention in the classroom requires the OT practitioner to adjust the intervention so that the child can be successful at the activities. For example the teacher may choose the activities while you adapt and grade the activities. This requires you to be ﬂexible and “think on your feet.” It is important that you have the child’s goals and objectives ﬁrmly in mind.


8. Flexibility is easily achieved when you are aware of the child’s goals and objectives. If the classroom activity changes, you may select a different goal for the session. Once you are clear about the desired objective, you may adapt and modify the activity to address it.


9. Be responsible for developing a weekly activity plan for the entire class. Attend the class at the same time (for consistency) and complement the teacher’s lesson plan. For example, if the ﬁrst-grade class is learning about animals, you could design an entire session on animals. Students could make animal noises and walk like an animal (gross motor), match animal cards of mothers and babies (visual perceptual), pick out animal textures (fur for a bear, slippery snakeskin) or plastic shapes (stereognosis), and make an animal craft (cutting, drawing, coloring) (ﬁne motor).


10. Communicate clearly with the teacher. You could e-mail the teacher to let her know the plan for the following week. It is important to be respectful of the teacher by being well prepared for the class and letting her know in advance if you are unable to attend a class. It would be very helpful to the teacher if you have all the materials prepared (along with the lesson plan) in case you are unable to attend.


11. Ask for and accept feedback. Set up a system whereby the teacher can give you feedback. Make changes based on the feedback, and follow up with suggestions of your own. Teachers are more likely to listen to you if they feel you are listening to them. Be sure to ask how the children responded to your sessions. Some of these sessions may make the children more attentive for the rest of the day, whereas others may cause the children to become restless.



Summary

OT practitioners must possess technical knowledge and skills as well understand child development, family systems, learning theory, community resources, and current federal and state regulations. Although there are federal regulations that dictate broad policies, OT practitioners must keep abreast of state regulations and local educational agency procedures to ensure compliance in all areas.

Communicating and working as a team is key to school-based practice. Practitioners must be prepared to discuss OT knowledge in a language that educators and families understand. Successfully functioning as part of a team requires the members to value the educational philosophy and listen carefully to parents and teachers. Practitioners working in schools have the unique opportunity to help children function in the place where they work (school). Incorporating therapy into classroom activities takes skill and negotiation. Practitioners may need to “think outside the box” and provide therapeutic activities in a busy, crowded classroom. OT practitioners are responsible for modeling and teaching skills to others so that the educational staff can provide services to children on a daily basis. Practitioners working in educational settings analyze children in terms of their ability to perform occupations in the school, family, and community rather than in terms of their deﬁcits in performance components. By working with a team of dedicated professionals, clinicians may improve a child’s ability to learn, socialize, and function in school.
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Review Questions


1. What are some of the federal laws that have an effect on the provision of OT services in the public school system?


2. Which factors determine whether a child is eligible to receive OT services in a school setting?


3. In what ways do therapy services provided according to an educational model differ from those provided according to a medical model?


4. How do the roles of an occupational therapist and an OTA differ in a school setting?


5. What are the components of the IEP?


6. What are some tips for working with teachers and parents?


7. What are some tips for providing intervention in the classroom?









Suggested Activities

1. Visit or volunteer in a public school, and observe the various programs and environments that have been developed for students with special needs, such as a learning disabilities resource room and a self-contained classroom.


2. Be politically aware and active. Keep abreast of changes in local, state, and federal laws. Participate in public hearings, and contact legislators when laws affecting the provision of OT services are being debated.


3. Volunteer with an occupational therapist or an OTA in the public school system to understand ways to integrate therapy services in the regular classroom.


4. Make a list of the various assessment tools used by an OT practitioner working in an educational system. Describe the assessments and ask practitioners to explain why they selected the assessment. Describe what the assessment measures, how it is administered, and the age range of the children it is intended. Review the manual and develop questions.


5. Develop a notebook with resources for children, teachers and parents that may help children receiving occupational therapy services in educational settings.


6. Develop an intervention plan to address a variety of educationally relevant goals.








APPENDIX 4-A Acronyms Frequently Used in the Educational System

General Terms

AT

   Assistive technology

ABA

   Applied behavioral analysis

BIP

   Behavior intervention plan

CCSS

   Common Core State Standards

DD

   Developmental delay

EEN

   Exceptional educational need

EOY

   End of school year

ESY

   Extended school year

Gen.Ed.

   General education

ID

   intellectual disability

IEP

   Individualized Education Plan

IFSP

   Individualized Family Service Plan

LEA

   Local educational agency

LRE

   Least restrictive environment

NCLB

   No Child Left Behind

OHI

   Other health impairment

O&M

   Orientation and mobility

PSC

   Preschool self-contained classroom

PT

   Physical therapist

RtI

   Response to intervention

SC

   Self-contained classroom

SLP

   Speech and language pathologist

SPED

   Special education

SS

   Standard or scaled score

ST

   Speech therapist and/or speech therapy

SY

   School year

UDL

   Universal design for learning

Intervention and Reporting Terms

ASD

   Autism spectrum disorder

BD

   Behavior disorder

CA

   Chronologic age

CWS

   Correct word sequences

DOB

   Date of birth

DOE/DOA

   Date of evaluation/assessment

ED

   Emotional disorder

ELA

   English language arts

FM

   Fine motor

GM

   Gross motor

IQ

   Intellectual quotient

LD

   Learning disability

LPM

   Letters per minute

ODD

   Oppositional defiant disorder

PBSI

   Positive behavior support intervention(s)

PI

   Push in

PO

   Pull out

POC

   Plan of care

PSI

   Preschool itinerate teacher

SD

   Standard deviation

TWW

   Total words written

VI

   Vision itinerant teacher

VP

   Visual perception

VMI

   Visual motor integration

WPM

   Words per minute

%

   percentile ranking compared with same-aged peers

School-specific Examples

WES

   Whitesville Elementary School

BES

   Berkeley Elementary School

BIS

   Berkeley Intermediate School

BMS

   Berkeley Middle School

BHS

   Berkeley High School

THS

   Timberland High School






∗ In the chapter the term parents is used in the general sense and refers to the legal guardian who is the child’s primary caregiver and is responsible for the child’s well-being. For example, the parent may be a grandparent, aunt, uncle, or even a friend of the family.

∗ Tips provided by Judy Cohn, MS, ED, and Jane O’Brien, PhD, OTR/L, FAOTA

∗ Tips provided by Judy Cohn, MS, ED, and Jane O’Brien, PhD, OTR/L, FAOTA

∗ Tips provided by Judy Cohn, MS, ED, and Jane O’Brien, PhD, OTR/L, FAOTA.
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'WHAT IT LOOKS LIKE FOR THE BRAIN

SENSORY DIET

TACTILE SENSE

Secks touch and deep pressure

Secks touch by touching objects and people around him

Secks soft, silky material

Provide decp pressure
Provide weighted items
Provide resistive finger/hand fidgets

Provide weighted vest or weighted lap pad

Provide silk-like sheets or clothing.
Place a piece of silk on his seat
Provide a piece of silk to calm

VESTIBULAR SENSE

Seems to seck vestibular movement by spinning or rocking

Provide swings, rocking chairs, balls or ball chairs
Activity suggestions: “Sit and move” chair cushion

Gets overstimulated by activities in the environment

Encourage student to go to the quict area in the corner of the room
Have student rock in the rocking chair

PROPRIOCEPTIVE SENSE

Secks high impact by touching other people

Provide weights, joint compression, vibration toys

Pushes himself against other people

Provide weighted vest, joint compression, and vibration

AUDITORY SENSE

Very sensitive to noise

Easily distracted by sound
VISUAL SENSE
Easily distracted by objects

Gets easily overstimulated by too much visual stimulation

Work in noiseless environment
Try mufflers or headset to decrease noise
Play quict acean sounds in the background
Try thythmic sounds, like a metronome

Keep verbal cues to a minimum and avoid extraneous noise

Decrease visual distractions

Remove visual distractions from the wall; work in a cubicle
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RIGHT LEFT

Shoulder flexion | No ROM at cither shoulder; uses compensatory techniques (c.g., climb armson cest)

Elbow flexion | Flexes both elbows in a gravity-climinated plane

Wrist extension | 0-30 degrees 0-25 degrees
Wrist flexion | 0-60 degrees 0-55 degrees
Ulnar deviation | 0-30 degrees WNL
Radial deviation | 0-20 degrees WNL
Supination WNL WNL

Pronation ‘WNL ‘WNL
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EVALUATION

Occupational profile—Tne inial sep i th evaluation process that provides an understanding ofth clent occupationl history and experiences, patterns of daily
living, inerests, values, and needs. The clent problems and concerns about performing occupations and daily lf aciviie ar identified, and the cliens priorites
are determined.

Analysis of occupational performance—The step in the evaluation process during which the clints assets, problems, o potential problems are more specifcaly
idenifed. Actual performance is often abserved in context o identify what supports performance and what hinders performance. Performance sills, peformance
paltrns, context or contexts, activit demands, and client actors areall considered, bul oly selected aspects may be specficall assessed. Trgeted oulcomes are:
idenifed.

INTERVENTION

Intervention plan—A plan that will uide actions taken and that s developed in colaboraton with te clien. It is based on seleted theories, frames ofreerence,
and evidence. Outoomes 1 be targeted are confrmed.

Intervention implementation—Ongoing actions taken to influence and support improved clien perormance. Interventions are directed a identifed outcomes.
Clients responss is monitored and documented.

Intervention review—A eview of the implementation plan and process as el asis progress toward targeled outcomes.

OUTCOMES (Supporting Health and Participation in Life Through Engagement in Occupation)
Outcomes—Determinalion of sucoess inreaching desied targeted outcomes. Outcome assessmen informalion s used 1o plan fulure acions withthe lient and to
evaluate the sevice program (., program evaluatio).






OEBPS/IMAGES/B9780323169349000017/main.assets/f01-04-9780323169349.jpg





