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Introduction

As a busy therapist or student in the clinic, having information at your fingertips is important. This field guide gives you quick reference to information commonly needed in practice—providing information on anatomy, assessment tools, screening tools, and much more in a quick-reference format to use for assessment and application, documentation, client education, or communication with clients and other health care professionals.

Mosby’s Field Guide to Occupational Therapy for Physical Dysfunction is a unique handheld reference designed to assist the OT student and clinician, regardless of level of experience, with the basics of point-of-care assessment and treatment. On a daily basis, therapists need information on anatomy and physiology, precautions, applications, assessment pathology and pain, as well as record-keeping. Rather than flip through numerous large texts between clients, this book consolidates key information into one convenient, well-organized, portable guide for fast and easy lookup. The material in this field guide is compiled from Pedretti’s Occupational Therapy, 7E and other resources in occupational therapy and other health care disciplines.

Mosby’s Field Guide to Occupational Therapy for Physical Dysfunction will serve as the much-needed resource for students to guide them during clinical course work, for new therapists entering practice, and to occupational therapy assistant (OTA) programs because students in these programs must also be able to demonstrate competencies related to their basic practice skills.





SECTION 1 Overview and occupational therapy process



THE OCCUPATIONAL THERAPY PRACTICE FRAMEWORK AND THE PRACTICE OF OCCUPATIONAL THERAPY FOR PEOPLE WITH PHYSICAL DISABILITIES

APPLICATION OF THE OCCUPATIONAL THERAPY PRACTICE FRAMEWORK TO PHYSICAL DYSFUNCTION

HEALTH PROMOTION AND WELLNESS FOR PEOPLE WITH PHYSICAL DISABILITIES

TEACHING ACTIVITIES IN OCCUPATIONAL THERAPY

DOCUMENTATION OF OCCUPATIONAL THERAPY SERVICES

INFECTION CONTROL AND SAFETY ISSUES IN THE CLINIC






The occupational therapy practice framework and the practice of occupational therapy for people with physical disabilities

Activities of daily living (ADLs), also referred to as personal activities of daily living (PADLs) or basic activities of daily living (BADLs), are those activities that have to do with accomplishing one’s own personal body care. The body care activities included in this category are bathing and showering, bowel and bladder management, dressing, eating, feeding, functional mobility, personal device care, personal hygiene and grooming, sexual activity, and toilet hygiene.
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FIGURE 1-1 The six broad areas or categories of concern that comprise the occupational therapy domain include performance in areas of occupation, performance skills, performance patterns, context, activity demands, and client factors.


Instrumental activities of daily living (IADLs) are those activities that support daily life in the home and community and that often require more complex interactions than self-care used in ADLs. The specific IADLs include care of others (including selecting and supervising caregivers), care of pets, child rearing, communication management, community mobility, financial management, health management and maintenance, home establishment and management, meal preparation and cleanup, religious observance, safety and emergency maintenance, and shopping.

Rest and sleep includes activities related to obtaining restorative rest and sleep that supports healthy active engagement in other areas of occupation. The component activities comprising rest and sleep include rest, sleep, sleep preparation, and sleep participation.

Education includes activities needed for learning and participating in the environment. Specific education activity subcategories include formal education participation, informal personal educational needs or interests exploration (beyond formal education), and informal personal education participation.

Work includes activities associated with paid work and volunteer efforts. Specific categories of activities and concerns related to work include employment interests and pursuits, employment seeking and acquisition, job performance, retirement preparation and adjustment, volunteer exploration, and volunteer participation.

Activities associated with play are described as any spontaneous or organized activity that provides enjoyment, entertainment, amusement, or diversion. Considered under this area of occupation are play exploration and play participation.

Leisure is defined as nonobligatory activity that is intrinsically motivated and engaged in during discretionary time—that is, time not committed to obligatory occupations such as work, self-care, or sleep. Leisure exploration and leisure participation are the major categories of activity in the leisure area of occupation.

Social participation encompasses the organized patterns of behavior that are characteristic and expected of an individual or a given position within a social system. The area of social participation further encompasses engaging in activities that result in successful interaction at the community, family, and peer-friend levels.

The primary focus of Occupational Therapy Practice Framework: Domain and Process, 2nd edition (OTPF-2) is the evaluation of the client’s occupational abilities and needs to determine and provide services (intervention) that foster and support occupational performance (outcomes). Throughout the process, the focus is on occupation; the evaluation begins with determining the client’s occupational profile and occupational history. Preferred intervention methods are occupation-based and the overall outcome of the process is the client’s health and participation in life through engagement in occupation (Fig. 1-2).
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FIGURE 1-2 Occupational therapy practice framework collaborative process model.



BOX 1-1 Occupational Therapy Practice Framework: Quick Guide*

The framework is comprised of two interrelated parts: domain and process.


Domain

This is what OTs do; no single aspect is considered more critical than another.

Performance in areas of occupation: ADLs, IADLs, rest and sleep, education, work, play, leisure, social participation

Client factors: values, beliefs, and spirituality, body functions, body structures

Activity demands: space demands, social demands, sequencing and timing, required actions, required body functions, required body structures

Performance skills: motor and praxis, sensory perceptual skills, emotional regulation skills, cognitive skills, communication and social skills

Performance patterns: habits, routines, roles, rituals

Context and environment: cultural, personal, temporal, virtual, physical, social




Process

This is how OTs provide their services. It is a collaborative process between the client and OT.

Evaluation: occupational profile, analysis of occupational performance

Intervention: preferred term over treatment; includes intervention plan, intervention implementation, intervention review

Outcomes: all goals aimed at overarching goal of supporting health and participation in life through engagement in occupation

Client: recipient of OT services; preferred term, but actual term varies by practice setting; could be patient, student, consumer, employee, employer

Individual: broad view of client; could be actual person with a disability or individual providing support for the client, such as family, caregiver, teacher, employer, who also may help or be served indirectly

Organization: such as businesses, industries, agencies

Populations: within a community

Client-centered approach: an approach to the evaluation and provision of the intervention with emphasis on the client and his or her goals

Occupation versus activity: activities characterized as being meaningful and goal-directed but not of central importance to the life of the individual, whereas occupations are viewed as activities that give meaning to the person’s life, contribute to one’s identity, and are those in which the individual looks forward to engaging. In the OTPF-2, the term occupation encompasses activities.

Engagement: includes both the subjective emotional or psychological and objective physically observable aspects of performance.




Types of intervention

Therapeutic use of self: OT uses own self and all that entails (knowledge, personality, experience), conveying empathy, active listening, establishing trust

Therapeutic use of occupations and activities

Occupation-based activity: client engages in the occupation

Purposeful activity: client learns and practices parts or portions of occupations.

Preparatory methods: methods that prepare client for purposeful or occupation-based activity

Consultation process: OT uses knowledge and expertise collaborating with client to identify problem, develop, and try solutions; up to client to implement final recommendation.

Education process: OT shares knowledge and expertise about engaging in an occupation with client but client does not actually engage in the occupation during the intervention.

Advocacy: promotes occupational justice and empowers clients to use resources for full participation in occupation

*Supporting health and participation in life through engagement in occupation. The OT’s unique contribution is the overarching theme of the domain and the overarching outcome of the process.








Application of the occupational therapy practice framework to physical dysfunction

The occupational therapy process should be conceptualized as a circular process initiated by a referral (Fig. 1-3).
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FIGURE 1-3 Intervention process model.



Evaluation

The occupational profile is usually initiated by an interview with the client and significant others in the client’s life, and by a thorough review of available records. Interviews may be completed using a formal instrument or informal tools. Although the occupational profile is used to focus subsequent intervention, this profile is often revised throughout the course of intervention to meet a client’s needs. The purpose of the occupational profile is to answer the following questions:


1. Who is the client? This requires consideration of not only the individual but includes the significant others in the client’s life. In some settings, the client may be identified as a group and not as an individual.

2. Why is the client seeking service? This relates to the occupational needs identified by the individual and significant others.

3. What occupations and activities are successful or problematic for the client? This would also include understanding which occupations are successfully completed by the client.

4. How do contexts and environments influence engagement in occupations and desired outcomes? Some contexts may be supportive whereas others present challenges or prohibit occupational performance.

5. What is the client’s occupational history? This includes the level of engagement in various occupations and activities along with the value attributed to those occupations by the client.

6. What are the client’s priorities and targeted outcomes? These may be identified as occupational performance, role competence, adaptation to the circumstance, health and wellness, prevention, and/or quality of life issues.



After the occupational profile is developed, the occupational therapist (OT) identifies the necessary additional information to be collected, including areas to be evaluated and which assessment instruments should be used prior to the analysis of occupational performance. The selection of additional information beyond the occupational profile should answer the following questions:


1. What additional data are needed to understand the client’s occupational needs, including contextual supports and challenges?

2. What is the best way (most efficient and accurate) to collect these data?

3. How will this information support the intervention plan?

4. How will this information influence potential outcomes?






Intervention planning

Working with the client, the occupational therapy practitioners (OT and occupational therapy assistant [OTA]) develop a plan using the following approaches or strategies to enhance the client’s ability to participate in occupational performance:


• Prevention of disability. This approach is focused on developing the performance skills and patterns that support continued occupational performance and provides interventions that anticipate potential hazards or challenges to occupational performance. Contextual issues are also addressed using this approach and environmental barriers would be similarly considered.

• Health promotion. A disabling condition is not assumed, but instead occupational therapy services are provided to enhance and enrich occupational pursuits.

• Establish or restore a skill or ability. This strategy is aimed at improving a client’s skills or abilities, thus allowing greater participation in occupations.

• Adapt or compensate. This approach is focused on modifying the environment, the activity demands, or the client’s performance patterns to support health and participation in occupations.

• Maintain current functional abilities. This approach recognizes that many clients are faced with degenerative disorders, and occupational therapy services should actively address the need to maintain occupational engagement.



The plan includes client-centered goals and methods for reaching them. The values and goals of the client are primary; those of the therapist are secondary. Cultural, social, and environmental factors are incorporated into the plan. The plan must identify the scope and frequency of the intervention and the anticipated date of completion. The outcomes of the intervention must be written at the time the intervention plan is developed. Discharge planning is initiated during the intervention planning process by developing clear outcomes and targeted time frames for completion of goals.

The generation of clear and measurable goals is a very important step in the planning process. Long-term goals or terminal behaviors must reflect a change in occupational performance. For a client to receive authentic occupational therapy services there must be a focus on supporting health and participation in life through engagement in occupation. To meet this outcome, short-term goals or behavioral objectives reflect the incremental steps that must occur to reach this target.

TABLE 1-1 Format for Writing Goals



	Goal or Behavior
	Step



	A. Actor
	Begin the goal with a statement such as “Nora will . . ..” Name the client as the performer of the action for the goal.



	B. Behavior
	The occupation, activity, task, or skill to be performed by the client. If this is an outcome or terminal goal, the behavior must reflect occupational performance. Short-term goals or behavioral objectives are often steps to reaching a long-term goal or outcome. A short-term goal or objective may identify a client factor or performance skill as the targeted behavior. An outcome behavior for Nora would be the ability to drive a car, whereas a short-term behavior would be to enter the car and fasten a seatbelt.



	C. Condition
	The situations for the performance of the stated behavior include social and physical environmental situations for the behavior. Examples of conditions included in a goal are the equipment used, social setting, and training necessary for the stated behavior. In Nora’s situation, driving a car with an automatic transmission is far different than driving a car with a manual transmission.



	D. Degree
	The measure applied to the behavior and the criteria for how well the behavior is performed. These may include repetitions, duration, or the amount of the activity completed. A client may only be expected to complete a small portion of an activity as a short-term goal but the long-term goal would address the targeted occupation. The amount of support provided serves as a measure of degree of behavioral performance. This would include whether the client required minimal assistance, verbal prompts, or performed the task independently. The criteria must be appropriate for the behavior. Safely driving 50% of the time is an inappropriate criterion but using a percentage to indicate that Nora will independently fasten her seat belt 100% of the time provides an appropriate criterion for the behavior



	E: Expected time frame
	When the goal is to be met, the time period that is anticipated to meet the goal as stated




Adapted from Kettenbach G: Writing SOAP notes, ed 2, Philadelphia, 2004, FA Davis.




Clinical reasoning process

Clinical reasoning is defined as the process used by OT practitioners to understand the client’s occupational needs, make decisions about intervention services, and think about what we do. There are several forms of clinical reasoning:


• Procedural reasoning is concerned with getting things done, with what has to happen next. The emphasis is often placed on client factors and body functions

• Interactive reasoning is concerned with the interchanges between the client and therapist. The therapist uses this form of reasoning to engage with, understand, and motivate the client.

• Conditional reasoning is concerned with the context in which interventions occur, context in which the client performs occupations, and how various factors might affect the outcomes and direction of therapy.

• Narrative reasoning uses story making or story telling as a way to understand the client’s experience. The client’s explanation or description of life and the disability experience reveal themes that permeate the client’s understanding that will affect the enactment and outcomes of therapeutic intervention.



Pragmatic reasoning extends beyond the interaction of the client and therapist. This form of reasoning integrates several variables, including the demands of the intervention setting, therapist’s competence, client’s social and financial resources, and client’s potential discharge environment.


BOX 1-2 Questions to Engage in Clinical Reasoning


Procedural questions



What is the diagnosis?

What prognosis, complications, and other factors are associated with this diagnosis?

What is the general protocol for assessment and intervention with this diagnosis?

What interventions (adjunctive methods, enabling activities, purposeful activities) might be employed?

What evidence supports the use of specific interventions to foster occupational performance?






Interactive questions



Who is the client?

What are the client’s goals, concerns, interests, and values?

How does the client view his or her occupational performance status?

How does the illness or disability fit into the client’s performance patterns?

How might I engage this client?

How can we communicate?






Conditional questions



What contexts has the client identified as important in his or her life?

What future(s) can be imagined for the client?

What events could or would shape the future?

How can I engage the client to imagine, believe in, and work toward a future?






Narrative reasoning



What does the change in occupational performance mean to this client?

How is this change positioned within the client’s life history?

How does the client experience the disabling condition?

What vision does the therapist hold for the client in the future?

What unfolding story will bring this vision to fruition?






Pragmatic reasoning



What organizational supports and constraints must be incorporated into the provision of services?

What physical environmental factors must be considered when designing an intervention plan?

What is the therapist’s knowledge and skill level?










Cultural competence

The OT should pose the following questions to foster cultural competence in the provision of services:


1. What do I know about the client’s culture and beliefs about health?

2. Does the client agree with these beliefs?

3. How will these beliefs influence the intervention and outcomes of services provided?

4. How can the intervention plan support culturally endorsed occupations, roles, and responsibilities to promote the client’s engagement in occupation?






Client-centered practice

Client-centered practice is guided by the following concepts:


• Language used reflects the client as a person first and the condition second.

• The client is offered choices and supported in directing the occupational therapy process. This requires the occupational therapist to provide information about the client’s condition and the evidence available regarding the various types of intervention.

• Intervention is provided in a flexible and accessible manner to meet the client’s needs.

• Intervention is contextually appropriate and relevant.

• There is clear respect for differences and diversity in the occupational therapy process.




TABLE 1-2 Comparison of Practice Settings
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Health promotion and wellness for people with physical disabilities


TABLE 1-3 Selection of Assessments for Use in Health Promotion Physical Disabilities Practice



	Assessment Type
	Examples



	Adjustment scales
	Profile of Adaptation to Live



	 
	Social Support Questionnaire



	Other well-being scales
	Perceived Well-being Scale



	Arthritis
	Arthritis McMaster-Toronto Arthritis Patient Reference Disability Questionnaire (MACTAR)



	 
	Health Assessment Questionnaire (HAQ)



	 
	Arthritis Impact Measurement Scales (AIMS)



	Back pain
	Disability Questionnaire



	Cancer
	Karnofsky Performance Status Measure (KPS)



	 
	Functional Living Index: Cancer



	COPD
	American Thoracic Society Respiratory Questionnaire and Grade of Breathlessness Scale



	Depression
	Beck Depression Inventory



	Diabetes
	DCCT Questionnaire



	Family scales
	Caregiver Time-Tradeoff Scale



	 
	Family Hardiness Inventory



	Hardiness scales
	Hardiness Scale



	Health risks appraisals
	The Healthier People Network Risk Appraisal



	 
	1999 Youth Risk Behavior Survey



	HIV/AIDS
	AIDS Health Assessment Questionnaire



	Heart
	New York Heart Association Functional Classification (NYHA)



	Life satisfaction scales
	Kansas Family Life Satisfaction Index



	 
	Index of Life Satisfaction



	Multiple sclerosis
	Expanded Disability Status Scale



	Neurologic head injury
	Modified Sickness Impact Profile



	Orthopedic
	Musculoskeletal Outcomes Data Evaluation and Management System (MO-DEMS)



	Pain
	MOS Pain Measures



	Quality of life
	Overall Life Status




Data from Hyner GC, Peterson KW, Travis JW, et al (eds): Society of prospective medicine handbook of health assessment tools, Stoughton, WI, 1999, Wellness Associates Publications.




Teaching activities in occupational therapy


Phases of learning

Learning generally proceeds through three phases. These phases include the acquisition phase, retention phase, and generalization, or transfer, phase. The acquisition, or learning, phase that occurs during initial instruction and practice is often characterized by numerous errors of performance as the learner develops strategies and methods for how to complete the task successfully. The retention phase is demonstrated during subsequent sessions, when the learner demonstrates recall or retention of the task in a similar situation. Transfer of learning, or generalization of skill, is seen when the learner is able to perform the task spontaneously in different environments, such as a client who is able to apply hip precautions correctly at home after learning the precautions in the therapy clinic.


BOX 1-3 Principles of Teaching and Learning in Occupational Therapy



• Identify an activity that has meaning or value to the client and/or family.

• Choose an instructional mode that is compatible with the client’s cognition and the characteristics of the task to be taught.

• Organize the learning environment.

• Provide reinforcement and grading of activities.

• Structure feedback and practice schedules.

• Help the client develop self-awareness and self-monitoring skills.






BOX 1-4 Factors That Support Transfer of Learning



• Active participation

• Occupationally embedded instruction

• Intrinsic feedback

• Contextual interference

• Random practice schedules

• Naturalistic contexts

• Whole-task practice

• Strategy development










Documentation of occupational therapy services


TABLE 1-4 Levels of Assistance



	Level
	Description



	Independent
	Client is completely independent.



	 
	No physical or verbal assistance* is required to complete task; task completed safely.



	Modified independence
	Client is completely independent with task, but may require additional time or adaptive equipment.



	Supervised
	Client requires supervision to complete task safely; may require a verbal cue for safety.



	Contact guard, standby assistance
	Hands-on, contact guard assistance is necessary for the client to complete the task safely or caregiver must be within arm’s length for safety.



	Minimum assistance
	Client requires up to 25% physical or verbal assistance of one person to safely complete the task.



	Moderate assistance
	Client requires 26%-50% physical or verbal assistance of one person to complete the task safely.



	Maximal assistance
	Client requires 51%-75% physical or verbal assistance of one person to complete the task safely.



	Dependent
	Client requires more than 75% assistance to complete the task.




* It is important to state whether assistance provided is physical or verbal assistance.

TABLE 1-5 Examples of Short- and Long-Term Goals



	Short-Term Goal*
	Long-Term Goal†



	Client will prepare a cup of tea with minimal verbal assistance for safety and technique.
	Client will independently adhere to safety precautions during simple cooking tasks 100% of the time.



	Client will brush teeth with moderate physical and verbal assistance while seated at the sink.
	Client will complete morning hygiene and grooming independently after task setup while seated at the sink.



	Client will don socks with minimal assistance using a sock aide while seated in a wheelchair.
	Client will independently complete lower body dressing without assistive devices while seated at the edge of the bed.




* To be completed in 2 weeks.

† To be completed in 4 weeks.

TABLE 1-6 Definitions of Levels of Assistance*



	With or Without Helper
	FIM Level



	No Helper
	 



	7
	Complete independence (timely, safety)



	6
	Modified independence (device)



	Helper—Modified Dependence
	 



	5 	Supervision (subject = 100%)



	4
	Minimal assistance (subject ≥ 75%)



	3
	Moderate assistance (subject ≥ 50%)



	Helper—Complete Dependence
	 



	2
	Maximal assistance (subject ≥ 25%)



	1
	Total assistance or not testable (subject < 25%)




* Based on the Functional Independence Measure (FIM). The FIM measures the level of assistance in various domains on a seven-point scale.


BOX 1-5 Fundamental Elements of Documentation

The following elements should be present in all documentation:


1. Client’s full name and case number

2. Date and type of occupational therapy contact

3. Identification of type of documentation, agency, and department name

4. Occupational therapy practitioner’s signature with a minimum of first name or initial, last name, and professional designation

5. When applicable on notes or reports, signature of recorder directly at the end of the note and the signature

6. Countersignature by an occupational therapist on documentation written by students and occupational therapy assistants when required by law or the facility

7. Acceptable terminology defined within the boundaries of setting

8. Abbreviations usage as acceptable within the boundaries of the setting

9. When no facility requirements are listed, errors corrected by drawing a single line through an error and by initialing the correction (liquid correction fluid and erasures not acceptable)

10. Adherence to professional standards of technology when used to document occupational therapy services

11. Disposal of records within law or agency requirements

12. Compliance with confidentiality standards

13. Compliance with agency or legal requirements of storage of records



From Reitz SM, Austin DJ, Brandt LC: Guidelines to the occupational therapy code of ethics. Am J Occup Ther 60:652-658, 2006.




BOX 1-6 Service Provision Terminology


Skilled terminology

Assess

Analyze

Interpret

Modify

Facilitate

Inhibit

Instruct in:


compensatory strategies

hemiplegic dressing techniques

safety

adaptive equipment



Fabricate

Design

Adapt

Environmental modifications

Determine

Establish




Unskilled terminology

Maintain

Help

Watch

Observe

Practice

Monitor






Rumba

Using a tool such as the RUMBA (also called RHUMBA) test can be beneficial in organizing the therapist’s thought process for effective documentation. RUMBA and RHUMBA are acronyms, with each letter identifying something that the therapist should keep in mind when writing goals and documenting the therapeutic process.


• Is the information Relevant (the outcome must be relevant)? The goal or outcome must relate to something.

• How long will it take? Indicate when the goal or outcome will be met.

• Is the information Understandable? Anyone reading it must know what it means.

• Is the information Measurable? There must be a way to know when the goal has been met.

• Is the information Behavioral (describes behaviors)? The goal or outcome must be something that is seen or heard.

• Is the outcome Achievable (realistic)? The goal or outcome must be doable and realistic.



The therapist can review the documentation to determine whether these questions are answered, all the while keeping the target audience in mind.




Smart

Another system that may assist the therapist in writing goals is the SMART goals. SMART acronyms stand for significant (and simple), measurable, achievable, related, and time-limited.


• Achieving this goal will make a Significant difference in the client’s life.

• You have a clear, Measurable target to aim for and you will know when the client has reached the goal.

• It is reasonable that the client could Achieve this goal in the time allotted.

• Long and short term goals Relate to each other and the goal has a clear connection to the client’s occupational needs.

• The goal is Time-limited; short and long term goals have a designated chronological end point.








Infection control and safety issues in the clinic



BOX 1-7 Summary of Standard Precautions



1. Use extreme care to prevent injuries caused by sharp instruments.

2. Cover minor, nondraining, noninfected skin lesions with an adhesive bandage.

3. Report infected or draining lesions and weeping dermatitis to your supervisor.

4. Avoid personal habits (e.g., nail biting) that increase the potential for oral mucous membrane contact with body surfaces.

5. Perform procedures involving body substances carefully to minimize splatters.

6. Cover environmental surfaces
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	Component 	Recommendations



	Hand hygiene 	After touching blood, body fluids, secretions, excretions, contaminated items; immediately after removing gloves; between patient contacts



	Personal Protective Equipment (PPE)



	Gloves 	For touching blood, body fluids, secretions, excretions, contaminated items; for touching mucous membranes and nonintact skin



	Gown 	During procedures and patient-care activities when contact of clothing or exposed skin with blood or body fluids, secretions, and excretions is anticipated



	Mask, eye protection (goggles), face shield* 	During procedures and patient-care activities, likely to generate splashes or sprays of blood, body fluids, secretions, especially suctioning, endotracheal intubation



	Soiled patient care equipment 	Handle in a manner that prevents transfer of microorganisms to others and to the environment; wear gloves if visibly contaminated; perform hand hygiene.



	Environmental control 	Develop procedures for routine care, cleaning, and disinfection of environmental surfaces, especially frequently touched surfaces in patient care areas.



	Textiles and laundry 	Handle in a manner that prevents transfer of microorganisms to others and to the environment.



	Needles and other sharps 	Do not recap, bend, break, or hand-manipulate used needles; if recapping is required, use a one-handed scoop technique only; use safety features when available; place used sharps in puncture-resistant container.



	Patient resuscitation 	Use mouthpiece, resuscitation bag, other ventilation devices to prevent contact with mouth and oral secretions



	Patient placement 	Prioritize for single-patient room if patient is at increased risk of transmission, is likely to contaminate the environment, does not maintain appropriate hygiene, or is at increased risk of acquiring infection or developing adverse outcome following infection.



	Respiratory hygiene, cough etiquette (source containment of infectious respiratory secretions in symptomatic patients, beginning at initial point of encounter; e.g., triage and reception areas in emergency departments and physician offices) 	Instruct symptomatic persons to cover mouth or nose when sneezing or coughing; use tissues and dispose in no-touch receptacle; observe hand hygiene after soiling of hands with respiratory secretions; wear surgical mask if tolerated or maintain spatial separation, >3 ft if possible.
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Examples

LengthofTime Cllent Conditions Neading Frequency
Practice Setting Services Are Provided__OT Services Typical OT Approaches Used In Setting of Services
Reut care Daysto Tor2 vk “Acute injuies and linesses. Restor abilty o <kl modify the actvty or Daily
hositalzation exscembations of chronic comtext revent further disaily ith

conditions emphasis on discharge stting.
Acute rehabiliaton Weeks Neurlogic, orthopedic, cadiac,  Restor ailty o skill, modify the acivty or Dty (3 haday)

general medlcal conditions context prevent further disabilty with

emphasis on cecupational performance

Subacute rehablition  Wesks to morths Neurlogic, orthopedic, cadiac,  Restor aily o skill modify the actvy or Daily to weskly

Skild nursing
Relites

Home. and community-
based stings

Residential care and
asisted Iving unis

Home health cars

Outpatint

Day treatment

Wark site

Months to years

Wasksto moths

Monthsto years

Wasksto mosths

Wasks o morths

Months o years

Wasks o morths

geners] medical condiions

Neurlogic, orthopedic, cardiac,
geners] medlical condions

Neurlogic, orthopadic, cadiac,
geners] medical conditions

Neurlogic, orthopedic, cardiac,
geners] medical condions

Neurlogic, orthopedic, cadiac,
genersl medlical condtions

Neurlogic, orthopedic, cadiac,
geners] medical condtions

Neurlogic, orthopedic, cardiac,
genersl medial condions

Neurlogic, orthopedic, cardiac,
genersl medial condtions

context prevent further disabilty vith
emphasis on cecupationsl performance

Rstoreailty o kil modiy theactivity o contxt,
prevent further disaily, preerve current kil

Restor bily o skl modiy the actvey or
context prevent frther disabilty vith
emphasis on cecupational performance

Restor abily o skl modify the actvty or
context, prevent urther disabily, proserve
current skills promote halth

Restor abily o skl modiy the actvty or
context revent further disaily

Restore abily o skill modiy the activty or
context prevent further disabily with
emphasis on cecupationl performance

Restor abily o skl modiy the actvty or
context prevent urther disabily, praserve
current sills, healthpromotion

Restor abily o skill modiy the activty or
context prevent further disabily with
emphasis on cecupationl performance

Dy weekly monthly
consltation

Dy to wskly

Waekly monthly
consultaion

eskly

Weskly

Dy weekly

Waskly monthly
conaltation
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