Seating Services Processes

Referral i Assessmen t

Evaluation ' Interven tion



Documentation:

Forms for Referral, Assessment, Evaluation, and
Billing
Developed by the Alberta Seating Council to

support a standardized process for all clinics in
Alberta

Beneficial to use with every client, no matter what
their funding is e.g. AADL, WCB, NIHB

Document thoroughly at each step in the seating

process
- omissions can come back to haunt you!



Clinic processes:

PROCESSES SUPPORTED BY:
Referral - Referral Form (Form A)
Assessment - Assessment Form (Form C)

- Assessment Summary (Form D)
(There isn’'t a Form B!)

Intervention - Assessment Summary (Form D)
- chart notes, as needed

Evaluation - chart notes
- and a bunch of forms to be

discussed! (Forms F, G, H, and I)



Referral Process:
Referral Form (Form A)

Compl
therap

eted by client, caregiver, community
Ist, doctor, or another stakeholder.

Screened by Seating Clinic, usually a
‘Coordinator’, who:

- deter
- chec

- declo

mines appropriateness for Seating Clinic
Ks for missing information

es type of intervention needed

- declo

es if client is a ‘priority’



Purpose of the Referral Form:

Prepares team for the assessment

Provides baseline data
- starting point for discussion with client at
the Assessment

‘Live’ document during the Assessment
- add pertinent info to the Referral Form
- N0 need to rewrite info that Is already
stated on the Referral Form



SEATING CLINIC REFERRAL A
SEATING CLIMIC 1D 146231

OATE NoOME MiF EBIRTHOLY [ DD MM ) FERSOMNO L HELLTH NUMEER
Feb 14 BOB Betty F 07 July 1950 BE4 224001
La=T FIRST

LODORESS CITY O FOSTAL CODE FHOME MUMEBER  AREL CODOE

200 — 2 Avenue Edrmonton T4% OPG B72-2485 a0

Contact Person (to ammandge appointmentj Additional Contacts (e.4., therapists, family)

Hame: Client Hame{sk

Phone: Phone:

Relationship: Relationship:

Evaluation For {check all that apply) S eating System Manmual Chair Power Chair

Hew H O O

Growth/Modifications G« G« O

INDICATE CLIEHNT™S PREFERRED CHOICE
OF WHEELCHAIR/SEATING VEHDOR:

MEDICAL STATUS Latex Allergy [ Yes [JHo
Presenting Condition (including date of onset) Medications Frozac, Lioresal
mUItiple SClerosis
Secomary Diagnosis Future considerations (anned surgeries, palliative, prognosis)
A, A,
FUHDING - A of thi soection must be complatod
Trustee / Person Financially Responsible: O Private Funding
Phone: { } Address: [] Cost Share with AADL

DEHTEY which agency will fund seating/mebility and specify reference nunmber:
] AADL Benefits [JAISH [JSFI [JWCB [] Veteran's Affairs [ MVAC [ Treaty Band and &

Other: Reference 2 B2 24001 Expiry Date: JUNe 30




SEATING CONCERNS

Please identify specific seating needs that you would like the clinic to address: These goals are i dentified by

1. Leans tthenght

{ehack all that apply):

2. BUt uncomrartatle.

[ € lient

J. Footrestin poor repar.

[] Careqgiver

[ H ealth Care Professional

** Attach List of Concems if Heeded

FOSITIOHING

Time spentinwheelehair without a rest 2 hr'S Humber of times/day 2 X
Independent weight shifts [JYes [] Ho
Humber of times repositioning i required  CoNtnually

Hip wictth___ 15 Thigh Length__ 18
Mlez=s deseribe present s=ating posturain current s=sting systemhwheelchar:

7

Hips not lewel, [eqs tooether
and dnfts to right leans nght

Attach a photo, f possible, to show seating posttion

Clisnt Weight 140 s/ ky

I3 postioning affecting the 1ol 1owing
functions:

YES YES
Skin Health [ Digestion
(] Blaglder Hand Functon
[ Bowd Function [ Head Control
[] Swallowing [ visual Field
[:] Pulmonary (] Mobility
Corfort

Comments:



Com munication [ Verbal [ Mon-verbal “Wision [Momal [ Impaired ] Blind
A 5 Used: Crcynen D ependent O ves O Mo
huiscle Tone; | ncorti nent of CJ Bladder [ Bowel
[l Decreszed  [WNommal [ Increased i athet erized [d ves [ Mo
Wialking: rnot &t all Wheelchair: Fower M anual If Manual:
only &t home Independernt o foot propuls on
 odgeAnTC
inthe community Dependernt ‘u'l amm propulzion
Moo=t often used ‘u'l

Activitiesaf Daily Living
Transfers: [lndependent [ &ssiged [ diding L] gtanding (1 person [ 2 person [ MechLift
Fee ding: [dindependert [ Assited [ Dependent

Yo oationdSchool Program (=chool Aide Yes Mo Zchool Phone
SEATIMNG STATLS
i urrent =eating E quipm ent: I"F other Seating Equipmernt:
TypefBrandi=ize Date Recerved Confirmed  Tried Feszult
Black Personal 2001 ]
Cushion Jay 216 13 2001 ]
Ba e Jay adiusianle hase  THE ]
Side Supports ]
Tray ] Cther Suggestion s
Headre st ]
Straps H
Other Jay adductor wednes 19949 ]




Wheelchair'Base

G4 ranual ] Power [ Cather
Brand
CILxi

Wit h

16
Depth

15
=efial ¥
Condition
Cner

AL
Date Received

2007

If & new wheel chairbaze is reqguired
the gpecs of the wheelchair frame
trialled is attached:

P erzon completing this form

D esignatio nf&gency
P hone

Address

R efering Physician

(=ign and print name)
Address

Susan See, OT

CLINIC USE ONLY

Date R eceived:
Home Care Fax: B7Z-1000
Feh {8
Adtion:
Jd. Jones




Assessment Process:
Assessment Form (Form C)

Each Seating Clinic uses the same form for
every client

Following the standardized form leads to a
thorough, standardized assessment

10



Purpose of the Assessment Form:

Provides an outline of what to assess and
what information to seek

It Is the form on which the assessment
findings are described & documented

Documented information provides a basis
for developing outcomes

- the concerns and assessment findings should
Indicate what the client’s desired outcomes of
the seating intervention may be

11



Date: Mar 10

SEATIHG ASSESSNENT

TELM M EMEERS

Ciere  Betty BOB

Caragiver: dim {husbhand)

Referring Therapist: —SLSan See, 2T

Hospita LD, 146231

Occupational Therapist: |LEE

Physical Therapist: - HIAS

Heahth Mo mber G2 2-A001

Seating Technician:  FEIlY

Phy=iatrist:

SITTIMG POST URE

Postires im Chair

Posture on kiasTable

Commmerts

i ~pplicable Fixed Flexibl &

Posten or pad we tlt et ﬁ S
Artenior pelhdc tik Somew flesibile
Peluic Obliquity Faght high

Le=tt high s e
Peluic rotaton antenior to Faght

= by b
Kyphosis
Lordo==
Scoliosi= Comwesita: Faght

Lt
HeadsMach Flexion

Faotation

Esten=ion
Lag Abduction

Fadduction o Somewha
indawept Fight o B

Latt
Leqg Length Discrepancy Faghit

Lextt
CHher

-trunk leanto K

- strong tone | knees touching

12




SITTING BALA NCE

[ |hdeperdent [ ]1hand dependent |}‘{ | Cependent

TOMAL INFLUENCES

Increased in adductors, hams, hip extensars

Peluc: Tik

TS

Circle description =nd check
SUPINE Deformnities

o

Pelvic Obliguity

Le

Right Higher
% Higher

il
AT -

Kyphoss
Lardasis

Sediosis Conex

i

Fined

O
O

O O OO [ f

[ f

Flable

O
O

I ) .

O O O

I ) .

Range of Mation
Let  Right
Passiwe
Hp Fleson (0-125) =
Aoduction 5[ with effort
Addudtion

Irtemal Ritation i
Btema Rotation dot 2
Knee (fip at90)
Fleson .
Extersion a0 g
ke r &
Atihe
Upper Extremity

13



SKINCOMNDTION

lzchial Tuberosties QIIIEIIj Bilateral
COooys

RT LT

spine  Level .

M alle N0 e of breakdon
Tracheotomy

iz ]. Tube
Other

IMFAIRED SENSATION

Qpen  Hesled At Risk

fes

Location

Mo

_ Urahleto Assess

CURRENT SEATING AND WHEELCHAIR MOBILITY BASE

[Aclitional to information on referral)

Condtion of Chair and =ysem =ize
- ++repair fi, footrest holes nolonger - 2 space either side of hips
round, B armrest braken - buttforward 5°, & unsupparted thighs
- alF oo high for dining table - packlat. Contours veny [ow on Tunk; top edge
(hitfing knees) |5 3" helow shoulder height
Function Cther

- 500d base apove seatrails oy 1"

- when butt foreard, [T's are not in QE!|,
ritting topdfront ecige of Jay dish

14



OTHER COHNSIDERATIONS

Dhozes Tranzferakilty hetween chairs?
E rvironm ertal Considerations Method of Transportation
- one person fransfer —would be vah, tie downs

ok If she sat a few inChes |ower

Cither

ADDITIOHAL SEATING HEEDS

- footrests wobbly & slanted downdimvard. Heels catch on front edge of plates when butt forward.

- not keen on laterals as may limit her propelling, reaching objects, ADL's.
- butt sore & uncomfortable after 2 hours of siting.

SIGHATURE S
CLINIC OT CLIMICPT
e . Jones Chris Diasds

CTHER CLIMIC STAFF

15



Steps In the Assessment Process:

Interview with client and caregivers

Discuss their seating concerns

Concerns from the Referral Form and concerns not
on the Referral Form

Examine condition and fit of client’s
seating components and chairs

Documentation, of the above, usually is on
the 2"d page of the Assessment Form

16



Next steps in the Assessment Process

Examine the client’s posture in the
wheelchair

Examine posture on the mat
balance, tone, and lower extremity ROM.

These areas are documented on the 15t
page of the Assessment Form.

Measurements of the client and their chair
may be taken

17



BODY MEASURENENTS

Client Marme _ Beftty BOB

Date _ Mar 10
Hospital 1D _ 146231

A

= A ]

B (Inferior angle of scapula)

] =k

=

Ll

Gi.
CILxi
STF = 207
8" castors
composite plates o 15 e s
non-winyl rms
mlf‘ém y e want;
SOINAS X 16 % 18
backcanes = 12" J lower ST
anti-tips 15"
seatbelt K
STF to Jay base = 21°

to top of cushion = 233%°

18



Assessment Process ;.
Assessment Summary (Form D)

Completed at the end of the Assessment

Copies of the Summary are given to the
stakeholders

e.g. client, caregiver, technician, funding
agency, referring therapist

The seating team contact person should
be clearly indicated

19



Purpose of the Assessment Summary:

Contains a brief summary of the pertinent
assessment findings
two to four sentences.

Summary provides the funding agency with
rationale of why new components are needed

Documents client’s expected outcomes

Describes the seating intervention plan
Intervention = Provide service

Provide...equipment, education, recommendations

20



SEATING ASSESSMENT SUMMARY

Clinic Date | Mar 10

Client Name | Betty BOB

o | 684224001

Authonzaton #

Client's Expected Seating Outcomes:

Betty has very ight hamstings, strong tone and vanous contractures. As aresult, she slides out

of her chair and is poory supported.

1. Bethywill be comfortable in the wheelchair for up to 5 hours. Currertly, her buttis sore

after 2 hours of sitting.

2. Bettywill situp straight in herwheelchair. Currently, her butt slides forward within one hour of

sithing.

21



Intervention Process

Before deciding on equipment the team should:

Discuss with the client:
assessment findings

the rationale for the equipment
options

Consider showing and demonstrating the
components’ features, pros/cons

Seek Input from the client/caregiver about the
options discussed

22



Intervention Process
Assessment Summary (Form D)

Summary indicates what intervention that:
Occurred during the assessment session
Is planned In the near future

Contains names of team members at the
session, and contact phone number.

23



Intervention Process:
Assessment Summary (Form D)

Specifies the Action Plan (a.k.a Intervention

plan)
Who is doing what in the plan
Equipment the client will try

Educational tips

e.g. Betty should wear her footstraps when she is being transported
to avoid feet getting caught in doorways

Recommendations

e.g. Strongly advise Betty to see her doctor about spasticity
medications

24



Seating Plan:

1. Betty will try a 1618 3000 XT rmanual wic; standard height, 6" casters. Seating Therapist,

Lee Jones, to organize with Home Care OT, susan. For frial, use herJay cushion. Try chair at

tables, etc. and in all rooms.

2. Home Care OT, Susan, to report feedback on wheelchair tial to Lee Jones. Lee will then

arder the chair.

4. Once new wic has amived, Seating will provide custom contoured back, flat base with dishing

and channeling, hip guides, k-belt, and one-piece custom foot plate between casters.

Signatures:

* *leeJones
Clent Chinge OF

* s Davis
Careqlirer Cink PT

* ey

Aftending Hea Bh Professiona! Seatihg Techhiciah

25



Intervention Process
Assessment Summary (Form D)

Indicates status of the old equipment

l.e. recycle to another client, scrap, reuse with
same client.
AADL wants information about:

why the client no longer needs their components

whether those components can be recycled to
another person

26



Seating Aszessment Summary cont'd Page 2

Oy comlete this page if seafing components are heirg reniaced
Rationale for Replacement:

WWheelchair Size Change from 16X16 to 16%18 Crossreferenced to Authorization Form # AB42.36

Growth - not requiring wheelchair change

Increazed dimensions of sesting sydem wiclth ___depth

Change in Condition: (cirele applicakble T Skin condition, Contractures, P ostural changes,

Seating cormponents very old and worm out. Stabilty issues, M obility issues

Scrapped - D ate of provizsion of com ponert to be scrapped: Back, cushion = 2001

Dther

27



Comfort Pain

Drawwa line on zcale belowto indicate dizcom fortigpain
after sifting on eurrent eushi on’seating system for

Drawwa line on zcale belowto indcate dizcomfodfpain
anticipated atter sitting on new cushionbase for

_ ___ hours: . __hours
Dravwa line on scale belowto indcate discomfortfpain
anticipated atter sitting on a new custom made base for
__hours
a g 10 a 5 10
Mo pain most | N0 pain most pain
pain

Status of Previously Owned Seating Equipment:

Components being replacedd:

back O Recycle B Scrap
solid hase ] Recycle O Scrap
cLshian [] Recyle B Scrap
O Recycle O Scrap
[0 Recycle (0 Serap
[ Recycle [ Scrap

28




Intervention Process

Intervention should be focused on
achieving the client’s chosen outcomes

Beneficial to document information about
unsuccessful trials, usually in client’s
progress notes in seating chart

What worked, what didn’t, and why.

Good idea to summarize the entire seating
Intervention at the end of the process in a
report.

29



Evaluation Process

When does Evaluation occur?

—
- upon fitting of the equipment
- Chart in
- after one/two week trial, Progress Notes
before equipment is billed

- 3 months after the intervention | - - ~
IS complete S

30



Evaluation Process

What is Evaluated?

Evaluate how the seating components fit the client

Evaluate how the client functions with the equipment,
e.g. eating, propelling

Evaluate the achievement of the client’'s expected
outcomes

31



Seating Outcomes Evaluation Form Eetty BOB
(T hree Month Follow-up) 146231

Perzand Health Mumber G022 A001] Dae Seating Complated __ vl 3ne < Evaduation Date __A0U0 17

These are the expected outcom e s that were set by yvou and the Seating Team at your assessment. We would like wou
(the per=on using the ==ating systemto let us know how closely the s2 outcome s were achieved.

Exceaded M=t Fartially Ma Urnmat

outeome 1 Bty weill be comfortable in the wheelchair I = ] ]

for up to & hours. Currently, her buttis sore

after 2 hours of sitting.
ouome 2 BELDY will Sit Up straicht in her wheelchair, ] ] ] ]

Currently, her butt slides forward within one

hour of sitting.
Outcome 3 D D D D
Oubcome <+ I:I I:l I:l I:l
Has= there been a change in wour medical conditi on in the past three months? If wes, please descrbe: Mo

SEATHG CLINIC USE OHLY

Follow up plan for outcomes which wwere not m et: R esponsible:
Signatures * mote if signaiure nat available or applicable at ime of euvauation

CLIEMT* CLIMIC STAFF: Lee Jones, OT
Cho, REGI'WVER*

ATTENDING HEALTH
FROFESSIOMM L*

32



Seating Service

How Do You Like Your New Seating System?
Cliant Satisfaction Guestionnaire

Betty BOB
146231

You have had your new seating systern for spproxirmately three months. This guestionnaire will help
the Seating Tearn to evaluate how well the seating systern is working for you.

Please mark with a v["'lI } how™ or " you feel Ho chamge or B etter Worse Set as Goal
your new seating sy stemhas changed any of the | Hot applicable durng the
following? Seating
Assessment

1. ease of wou rmoving your wheelchair v
2. ease of breathing v
3. =welling v
4. degree of agitationrestiessness v
8. redness‘skin breakdown v
6. ahletoeat by yourself v
7. ease of swallowing v
8. frequency of choking W
9. digestion v
10, communication v
11. range of rmotionin joints v
12, number of falls v
13. medication changes vd
14. ahle todo personal care, ie. dressing, v

Fygiene
19, able tolive inthe community setting of

choice, .0, NUrsing home, grougp v

Page 1
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All of the following questions refer to the person who is in the wheelchair'seating system.

This form was completed by (check the following that best describes)

Vi

the person who uses the wheelchair'seat

the person who uses the wheelchair'seat dictating to someone who cormpleted the fonmm
the person who uses the wheelchair'seat in discussion with 3 caregiver

the person who uses the wheelchair’seat with egual input with the caregiver

the carediver

_ Parent ey W orker
___ Spouse ___ Phvysical or Ooccupational Therapist
___ MNurse (Er or LPM) ___ Personal Care Attendant

_ Cther (Specify)

Comments

Fersonal Health Mumber B S 22001

Date

Thank you for answering these questions.

Page 2
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Evaluation Process

Seek feedback from the key caregiver on
the attainment of the client’s expected
outcomes
Send the following to the to the key careqgiver:
Form H - Caregiver Satisfaction
Seating Goals Questionnaire

Form G
Form |

35



Evaluation Process

We also want to evaluate service
provision
Client’s satisfaction with the Seating

Team’s guality and timeliness of service
once the intervention is completed.

Ask clients to complete and return Form
F - How Did We Do On Service Delivery?

Review the responses and make
changes to improve your service

36



Evaluation Process

We also want to evaluate the products we

use

Evaluate during the fitting and evaluation stages.

Each client may have different needs for durability,
ease of use, ease of cleaning and maintaining

Feedback from a client will

give the seating team information about the
appropriateness of the equipment for that client’s
needs.

adds to our store of knowledge about the pros and
cons of the components we use for all clients.

37



Evaluation Process

In summary, we need to evaluate:
The fit of the components
The client’s function with the components

The caregiver’s function with the
components

The attainment of the client’s expected
outcomes

The quality and timeliness of service
provision

The products/components we use

38



Request for Seating Clinic Review (Form J)

Client can be referred to Seating Clinic on
Form J, rather than the Referral Form (Form A)
If the:

Client has been assessed in Seating Clinic
within the past 2 years and requires a review

Diagnosis, medical status, and functional
level have not changed. (If these have
changed, a Referral form should be submitted
Instead.)

39



REQUEST FOR SEATING CLINIC REVIEW

Chte Marne Eirthdate[ dddnrmdng] Persoral Health Murnber
Address CityToowm Fostd Code Fhiore
Contact Person Addtional Contacts

(to amange appointment: {e.0. therapists, family):

Phone: Phone:

Relationshipx R elationship:

PERSOH COMPLETING FORM: PHOHE HO.

FUMDIMNG (if changed from last visit)

___ Private funding Perzon Financially R esponsible
____izog Share with 2801 Address:

Telephone:

OR

___izoverage, if available. ldentify which agency wil fund s=atingitn okility and specfy reference num ber.

A20L Benefits AlSH  SFI Wb Yeteran's Affars M WA Treaty Band and #

Other - Reference Humber: Expiry Date:

40



SEATING COMPONENTS:

DATE DATE

WHEELCHAIR {(brand, size, date received):

SEATING CONCERNS:

Flease identify specific seating needs that you would like the clinic to address:

41



Summary:

Following a standard process for every
client, from referral through to evaluation,

facilitates:
completion of a thorough assessment
provision of client centered service
achieving client centered outcomes

Keep thorough notes throughout the entire
process!

42
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