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REPORT “iﬂVSlCAL THERAPY, POSITIONING, AND THERAPEUTIC
EQUIPMENT SERVICES AT THREE STATE FACILITIES IN MINNESOTA:
FARIBAULT, ST. PETER & WILLMAR

This report is a Summary of my findings regarding the adequecy of
physical therapy, positioning, and threrapeutic equipment services at the
following three facilities in Minnesota: Faribauit, St. Peter & Willmar.
The findings presented herein are based on g five day tour of the three
facilities, which included observation of trestment, interviews with

- staff, attending an ISP meeting, observation of clients’ daily actwmes

review. 9f.records and documents, and.my awn assessments of chents and
their equipment. My itinerary,wes.. farisev/t on monday and.tuesday.., .
iJuly 21 & 22);. §2. Peter all doy wednesday and thrusday morning (July

23 & 24); Menkeaiq, on wednesday evening to see ; Willmer

on thrusday afterncon.ang friday till. 2:00 p.m. (July 24 & 25). | wes met at

the airportdy . .., Bt e mmonoag morning and

accompenied to Avrdoult: m mtroaucad meto , who

becems my primary contact persan while at Faridault. | completed the

rest of the touron my own, contacting ] at S Pater and
at willmar, as pra..-iarrafiged by . These

gentieman introduced me to the appropriate staff members in their.
facilities snd assigned personnel to accompany me. At the outset of this
report, | would like to remark that i was greeted warmly and trested
courtoouslg at each rocmtg The staff members wers cooncratm and |
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was accommodeted in everything requested.

The focus of my visit was on those individuals with physical and sensory
handicaps, specifically the muiti-handicapped individual. The purpose of
my tour was to determine each facilities effectiveness in:
e. the Qiéﬁs_&me&omcess and interdisciplinary planning for
these individuals;
b. the provision of appropriate and effective(physical therapy)
services, including the suff iciency of adequately trained staff
to provide these services; .
~. . ANe.REPYIsion. of appropriate pasitioning programs and,. . ..,
equipment, both commerically and individualized,. to.meet the
- _needs.of the clients., .. .

hesie e
My main findings in response. .to thase ques_tions, which are basically the
same in ail facnmes gre as follaws., . .
. _Enyilgguhamwmns.are [inadequate) goals and
objectives atem.me_qsurame behavioral terms.

treatment programs.are\incomplete &7or inappropriate, and
the utilizetion of & true inmmmmpmw .
reflected in the(clients records &/or lsa

b. Physicel therapg services are not adequate to meet the needs
of these clients, impeding them from obtaining increased
developmental and functional skills, and mcreosmg their

. deformities and disabilities. The physical therapy staff is

insyfficient, both in numbers and knowledge, to provide
appropriate therapeutic services to these clients. In addition,
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all other staff members are inadequately trained to carry out
the appropriate physicel management and pasitioning programs
necessary to work effectively with these indviduals.

c. Clients are poorly positioned due to inappropriate equipment

and pasitioning programs, causing further harm to many
of these clients.

The remainer of this report will be 8 review of the facilities and will
provide substantiation for the above findings.
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FARIBAULT REGIONAL CENTER - JULY 21 & 22,.1986 .., - e
Primarygontect -« . .ocos e A IR
Buildings visited -. - Willow, Birch,-EIm (Linden), Hickory, SNF-

ST. PETER REGIONAL TREATMENT CENTER - JULY 23 & 24, 1986
Primary contact. . .m .o -

Buildings visited:. =~ ..-Bartlett | North, Day-Program Services &
- Regidentisl-Living Services

WILLMAR REGIONAL TREATMENT CENTER - JULY 24 & 25, 1986

Primery contact -

Buildings visited -  Viking, Residential & Day Activity Areas
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A. THE ASSESSMENT PROCESS AND INTERDISCIPLINARY PLANNING:

According to the records, physical therapy did not compiete an
evaiuation, nor was it listed as a member of the Interdisciplinary teams
that served the six clients | was requested to review at Faripault The
only P.T. report located in the files was one completed on July 11, 1986 for

for an upcoming annual. For multiply-hendicapped

individuals, this one fact alone makes planning for them inappropriate.
[Note: There were some good sensorg-motor evalustions completed by 0 T
at Faribauit. However, theg did not address all of the sressa
comprehensive and appropnate PT. asaessment wou\d nor were theg abie
to recommend o complete and opproonate treatment program for mong ‘of
the multl-handvcapped chents ‘While it appears that O.T. is domg its best
to cover for P.T. theg should not”be e{{pected or requnred to do so0. Each
professmn has an area of expemse thet is’ unique unto itself, and it is
important to the client that he receive services from both|
In §¢ Peter and m,'lmérmP'?} r'époi'ts were completed on all of the - -
selected clients, and P.T. was present at their ISP/IPP meetings for all
but ot Mankato and at St. Peter

However, in reviewing the P. T. assessments, | found them to be
ineppropriate &/or incomplete for this bopulation of clients. The
following problems were evident in many of the P.T. assessments |
reviewed.

e Deyelopmental skills are being reviewed from a normal sequential
prespective without regard to the neurological, éensorg and
muscular-skeletal status of the individua).




® Gross mté development is not broken down into sequences, or small
enough increments, to appropriately evaluate the clients level or to be
usefull in programming. |

® The clients postures and movement patterns are not being recognized
as & factor in increeseing deformity, disability and health problems, and
consequently little is being done to aiter their effect.

® Skills that have siready been achieved and are pre-requisites to the
next skill level are not being identified and used as the necessary building
blocks in programming, thereby inhibiting clients from increasing their
develapmental &/or functigna) ski !;'(,R?%Lsni..t.sxsluete.t!ﬁ?:e.-!%f@'. cliepts.at
all three facilities yhase present skill level and potential are not being
identified. Consequently, they are -rREelvINg treatment programs thet

. require.1ess skill then they presently heve. sng.are being inhibited Jrom

nnnnn

developing the next highest, skinl) Loy bt et

® Musculer-skeletgl status,lsgot Reing fully documentea s0 that, .
changes can,be recorded and,recagnizeq 'n 8 timely manner, to sllow
intervention to take place to inhigjt S8 Progress of, &/or decrease,
deformity. A iy el L

® The need for speciality consuitotions 1.e. orthopedics or neuralogy,
15 not being addressed, and some clients are going for long periods of time
without theses services. e i

e The necessary muscle_strength, co-contraction and proximal

stability of the joints are not being sppropriately evalusted, or considered

3 necessary component and pre-requisite, for increased developmental

’ skills.

® The appropriateness of s clients equipment is not being evaluated,




‘ the P.T. reports l re\newed or ang tndu:otron of how progress ond the

nor is there an explanation of what that equipment is, or how and why it is
to be used.

® The P.T. reports do not reflect any anelytical thinking in regerds to
the cause and effect relationships that a clients neurological,
muscular-skeletal status, and posture & movement patterns have g his
health, developmental end functionel skills, abilities, disabilities,
potential and selection of therapeutic equipment.

® There is no summary tging evergthing together, stating the client's
meajor problems how theg are reloted how theg should be prtontued

oA,

what tgpe of mterventlon ls recommended ond whot his short and long
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term gools ond ob]ectwes are.
The treatment plons gre eouollg lockmg m completeness and

e

oppropnoteness Theg ore 2 Ilstmg of octwmes ot oest ond hon exsitent
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or with “no programmmg recommended atits worst Below are componets

oA e T g KRS IS
that should oe lncluded inaPT. treotment progrom out were not present
ot TP tia, EEA l)-o [AUNE P F Y
in the ones l rewewed
el oot SO UGN ST e [ it

. There were no measureoble behoworol oo)ectwes stoted ln ong of
2ffectiveness of thevr progromm:no wos bemg meosured

e Activities ore not explomed os to whg theg are selected whot theg
are working for, or how when ond where theg ore to be done.

® Appropriate phgsmol monogement ond posmomng programs thot
should be used throughout the chenta dog by oll steff working "nth mm
are not being identified, developed or taught.

e Necessary equipment and its proper use is not identified.

e Contra-indications &/or cautions that must be considered for that




clients heaith and safety are not recognized or stated.

® There are no indications of when, and under what circumstances, to
contact the P.T. for program changes.

There 15 no indication that real interdisciplinary planning is taking
place for any of the multi-handicapped clients, whether P.T. was
represented or not, at any of the facilities. In reviewing the records and
ubservmg an ISP/ IPP (at Fanbault) itis evident that the proceso bemg
used is not mterdlscxplmarg but multl-dlscwlmarg The

. R ERS

multx-dvsmp inary opproach is where meng dlf ferent profesuonale meet
Rt R g R N L B T YR

and gwe thetr mdmduel reoorts but do not enter mto a process of

SUE DTSN e s 0 Lo e
shdremg and dlscussmg the mformotwn dnd amwng at 3 synthesis of the
C0huLh Rfe
f mdmgs to serve as a basis for determmg and pnortmng the n.hents
AT AR -

prlmarg needs ln the nterdwsg ghanrg process the aame group of

RISTE LA

droresswnals mag meet but goals and ob}ectwes are determmed from this
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ol_.jothESlo of mrormatldn and reﬂect overall pnmarg needs of the client.
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The mvolvement m ;everal disciplines may De needed to meet one goal, but
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this one goal mag. ha e mcd_rpordted several goa!s of meng dxsmphnes _ln
other words ld {r‘te"r:::t;l-d;setgl;ndrg- process the client is rragmented
with every discwline hdvmg goals and activities for the client 1o meet;
but in the mterdiscnplmarg process, the client is seen as 8 whole and 8
few goals will combine the chents ma;or needs mto a few runctlonel

actwmes

A review of any of the records will reveal a listidg of separate goals and
activities (i.e. gross motor skills, head control, receptive communication

skills, expressive communication skills, leisure skills, sociglization




skills, eye contact, eating skills, etc.), with no indication of what the
clients primary goals are, or that an interdisciplinary process took place
that would combine several of the seperate goals into only one or two
goals with activities to accomplish the same things. An example would be
from St. Peter. The primary goal, as | see it {but I'am
only one member of the interdisciplinary team), is to increase
ability to respond to her environment in a more appropriate and effective
manner by increaseing her sensory-motor, communication, and
»socielization skills. All five of her present goals could be achieved in one
activity and one interdisciplinary goal. Placing her in an appropriate
position in the right environment, you could increase her head control {(*1)
at the same time that she increases her resgdnse to Hér environment and
develops her leisure skilis by r‘é”*sponding to s preferred toy (#2), improve
her socialization skills’(#3), maintain eye contact (#4) and improve her-
receptive communication skillg {#5) with staff & other residents.  The
position that she is piaced ih, thé stimulug'dr the toy and objects for eye
contact, communication' and $81alization, and the environment and staff
working with her, can i} bé'¢rdhged 1d'give her variety and a different
emphasis, but will still sccomplish the same five goals in one activity.

S A .




B. THE PROVISION OF APPROPRIATE AND EFFECTIVE PHYSICAL
THERAPY SERVICES, INCLUDING THE SUFFICIENCY OF ADEQUATELY
TRAINED STAFF TO PROVIDE THESE SERVICES:

According to the discussions that I had with the staff at the three
institutions, there is not & sufficient number of physical therapists or P.T.
asides/assistants to provide appropriate therapy services to the
multi-handicapped clients. This is especially true at Faridauit where
there are only two and a half RPT's, one P.T.Assistant, and five P.T. Aides
(of which one is assigned to adaptive equipment) to provide therapeutic
services for 250 multi-handicapped clients and meet the acute care needs
of 81 600 clignts, At SZ.Fstar. there is one part time. RRT.and no B.7.
aids to provide therspeutic services for 26 mylti-handicapped clients snd
. meet the acyls carg needs of.8l1 150 clients. j///mar has.ane full time.
RPT and no,P.T. sides to.provide therapeutic services for 35-40 . . .
multi-handicapped clients and meet the acute care needs of all 110 clients.

| reslize that in the consent decres (* 49, page 14) the ratio of
therapists to client is 1:50.for the multi-handicapped. It is my experience
‘ t-hatvthis ratio is insufficieat to meet the needs af this population. |IF 8
therapist had nothing.else.to. do but evaiuate and work with clients, this
ratio would allow him only 48 minutes/week/client to meet all of the
clients needs. Ws have found that a more realistic ratio is 1:24 for an
RPT, with 2 sids/assistants, to more effectively serve the multi-
handicapped population. Even with this ratio, and with the assumption
that the RPT has nothing else to do BUT client related responsibilities, 8
ratio of 1:24 only allows an RPT | hour and 40 minutes/week/client to




complete | ing client specific responsibilites for each client in
his cass |

jemplete a comprehensive evaluation; determine

measuresble ;Bﬁhtives; develop & treatment program; set up an
appropriate physical management and positioning program ( with at least
three alternative positions); write reports; train the P.T. aide; train all

- 3taff on physical management and positioning; obtain, monitor, work with
& care for therapeutic equipment; work with the interdisciplinary team;
attend the ISP; attend all other required meetings; order commercisl
equipment for therapeutic positioning and activities; attend orthopedic
clinic; monitor the use of, and care far, any braces or orthodics; attend to
feeding needs; review and monitor programs with the aides; answer.any

mergency requests; provide acute.core 9s-needed; and.attend ta any other
need thet might arise. . . . ...i.cqge: . L v
For 8 facility like Faribaunit thers.should be a staff consisting of. one
P.T. Director and one Clinicel Supervisos who are experienced Lherepists
that.can»direct.'the department; 9 to,1LRRT's, 8-10 for habilitation of the
multi-handicpped, (depending on the severely.of disability in the higher..:
Tevel buildings), and L for.acute cere;: 20:t0 22 aides;. and a therapeutic
equipment service.with | or- 2 therepautic equipment specialists, | or 2
Jesigners, and a fagnqétioni!ee&litg»..:d.;_ﬁ&aiize that it will be difficult.to
obtain this number of therapists, but it is.important to identify what
complete and obﬁropriote therapeutic services are, so that the facilities
can strive to eventually obtain enough staff for appropriate services to
meet the needs of the clients. -

- ed

St FPater would need appropriately | & 1/2 RPT's with 2 aides, and
access to an appropriate therapeutic equipment service, to meet the
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hebilitation @nd acute care needs of their population.

Wil Imar weuld need 2 10 2 & 1/2 RPT's with 2 to 3 aides (depending
on acute cars needs), and access to an appropriate therapeutic equipment
service, to meet the habilitation and acute care needs of their population.

A major prablem with the P.T. services at all three facilities has
already been refiected in the ares of assessment and interdisciplinary
planning. A client can only receive an appropriate, comprehensive and
effective physical therapy treatment program after he has received an
appropriate and comprehensive evaluation, and it is intergrated into his
total daily program through the interdisciplingry process., Until that
time, physical therspy services will not be effective... | have alrsady... -
Histed the prohlems found in,the eveluation renorts and treatment, ...,
recommandations thet | reviewed.. .. . ... el .. L

| 4id ngt obserye eny.active P.T, trestment, programming taking place,
except { or 8 few higher level clients seen ot Far/pault on ambulation or
wheelchair mobility and.transfer activities.  There were some clients,,
being positioned, which is nat.congidered active treatment, but even.the. . _
majority of these were not approps

iske or therapeutic. In observing and
3peaking to the RPT's at each fagility, especially S¢. Feler. ond . wi//mer.

| have to questian their competence to treat the multi-handicapped client.

The therapists at Far7pau/t appeared to provide more services for the

higher functioning multi-handicapped and acute care clients, rather then
the moderately and severely involved ones. Perhaps they feel that working
with the higher functioning group is o batter use of their time, they.may
be uncomfortable and/or unfamiliar in treating the more invalved clients.
Of the higher functioning clients only : of EIm and

"




e Bireh resily appeared to be getting all that they needed.
o of Hickory are functional individuals but
need some adjustments to their wheeichairs to improve their positioning
and increase their opportunity for functional skills. In observing
. . . . land . -
of Willow, and of Birch, and at
SNF, | did not see any active treatment. A review of their records
revesied incomplete &/or inappropriate therapy and positioning programs
and therapeutic equipment. Again, it is quite apparent that Occupational
Therapy is assumming P.T. responsibilities for these clients, doing the
best theg can, but not‘-being able to 'trulg m"e'et the'nee‘as“‘m tné clients o

apparent that clignts were not recei vi‘ng ap‘proprfute therapeutic services.
Clients such s ==~ 7 7Hmw

and . displayed godd-potential for incréased
dewelopmental skiTTs when'|'WorKed with them, but it Hed not Deen
recognized by the therapist or‘other prafessmnal staff uptitt
demonstrated it A record review revedled incomplete and/or
inappropriate P.T. ‘evaluations; therapy and positioning programs, and
therapeutic equipment for these 8nd ofHér clients. ' It appeared Lo me that
the Correctional Therapist, ~ "~~~ " 'was dssuming many of the
RPT's responsitilitfes. Again; this does not truly meet the needs of the
clients because the knowledge base and skills are different betweep the
two professionals. Another concern that surfaced at S¢. Fater was the
need for timely Urthop.edic evaluations. Accordingto _ RN,

has not been seen in 9 years for her sciglosis. When
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_LRPT rp tod on Orthopedic consuit, said that he did not
feel it wnm while it is true that her sciolosis may not be
progressing, unlcss there are some baseline x-rays with some periodic
follow-up films, that can not be accurately determined. Also, since she is
ambulatory it would be important to determine if her body alignment could
be improved and her gait pattern more normelized. . of
Feriboult wes finally seen in Aug. 1979 for & severe sciolosis, but is
reported that she had not been seen by an orthopedist in the 23 years
before that. - . of Wi//mer hes not been seen in 9 years for
8 severe sciolosis, and she is reported to heve heaith problems that may be
relatedtoit.

Ivisited ..-Qr—‘: at Sexton ﬂg,rp_e;.-}uqr_gtﬁ in Mankato end telked to
the staff working with him there. In discussing his programming.and any
problems he might be having, the, ng!f at Sexton mentioned that they were
Concerned that his ability to welk may be decreasing. A review of his
programming indicates thet he receives range af motion exercises at
bathing and bed time, participates in an exercise class at the house two
times per week for stretching and reaching, and ambulates with a walker
with , COTA twice a week. | asked why he was not
receiving the activities listed in his PT-0T-CT Orders of Dec. 11, 1985,
which are quite eppropriate for him, and was told that as of May 19, 1986

. , RPT had reduced his program with . to only
ambulation. It is my opinion that he should be receiving the additional
activities listed in Dec. 198S, and any other gross motor activities that
are available to him in his home and in the community, to increase his
gross motor skills and keep him as active as possible. | do not know if,
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and/or why, ,I!ig_yalking is decreasing, but | would suggest an orthopedic
evalustion to dWtermine the appropristeness of surgery for his hip and
knee flexion contractures, and to obtain & baseline for possible boney
chenges in the hips thet may, or potentially could, be causing him
problems in ambulation. If surgery would allow him to wealk more upright,
and would not be 8 thraat to his health or present skill level, | would
suggest that his interdisciplinary team strongly consider it. It is possible
that it would improve him physically, increase his gross motor skills,

and improve his appearance with a more normal gait pattern.

The clients at wi//mer are not raceiving therapeutic services for
habilitation. voes o0, RPT, therapist.at Willmer for.six and g half
years, said-that he "does not have a lot af.agressive developmantal type of
therapy.” He states that he “just wasn't trained that way” and that he is,
not 8 “developmentai-therapist..: . mentionad that he has never turned
anyone awey with 8 doctors raferral, but stated "I don't want to get out .
there and sey ‘here t-am.” . wWhend.asked him why he was. working at. .
willmar, he stated thet. whan he became disatisfied with his salary at Rice
Hospital he wonted to changs.jobs; but did not want to move out of the
area because of family concerns, and that wilimar was the only positon.
available in the ares that would meset his needs. _

He states that as far as positioning is concerned, he only looks at it in
terms of drainege:and preventative health, and that his job is to be 8
“preventor of over agressive pasitioning.” While he stated thet he has
"generalized positioning programs” for every multi-handicapped client, he
apparentl_g does not use positioning as & form of therapy, either passively
or actively, to decrease deformity and/or increase skili. The reason he
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gave for thlﬁ!}lcous. “these clients are over 30, their joints are tight
and have not hed stress and they aren't able to communicate.” He then gave
me an example of a ledy from Cambridge in her late 20's who had an
agressive P.T. 'program for hip flexion contractures which he felt did more
harm then good. From his explanation of the program he’s probably right,
becasuse the program appears to have been inappropriate.

He summed up his “philosophy” of treatment for these individuals with
the statement: “What are you going to gain from these people who are

older, were born with & neurological problem, are on the lower end of the
1.Q., and haven't done anything for years?"

ahet

7% He ended our conversatiop,
with, ") know |.am negative, but | dan't,want tq.appear that | am not,, -
wiling to learn . He then chellenged me ta show,him o difference and
prove that | knew what | was talking about. Apparently others had come
advocating a similer philosophy, but gﬂeg.e_ino,t,gp.lg 1o produce resuits to

satisfaction to convince him, thet active therapy and agprqpﬁo;e
positioning would bengfit this c_Ligpf population. Qe did go out onto the
units, and'in-working with ... and discussing various clients with him,
1L 13 apparent that he hes notqqg g\%gai’mpg or experience to work

appropriately with this popy] ation, nar hes he been introduced to, or . .
convinced of, the philosophy that change for the better can indeed take
place with these clients, regardiess of age, severity of disability,
neurological status, or degree of retardation.  However, he openly. ..
recognized and admitted that the clients needs were not being met and
that more could be done for them when | demonstrated and discussed.
#8rious therapy techniques, therapeutic positioning and therapeutic
equipment of several clients with him. It is quite possible that if
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were given }hmonunitg to work with 8 highly skilled therapist, who
processed the abave philosphy and was experienced in all therapeutic
aspects of working with the muiti-handicapped, that he could be trained
3s & competent therapist with this population.

A similar issue concerning orthopedics surfaced at Willmar, as it did at
St Peter. According to staff and the records, . . has not been
seen by an orthopedist for nine years. She is 8 quadraplegic with no
purposeful function, has 8 severe sciolosis, (which the residential staff
feels may be progressing), and scissoring of the lower extremities. Again,
| find it hard to believe that haseline x-rays and, follow-up films af her,
sciolosis, to ot least keep track of its progression, have not been taken in
aver nine yeecs,,,[his is-especially.true when we consider the.fact that
these are, ﬁsuollg the years whap 8 sciolosis progresses the fastest.
Additianally, some.of her fragile, medical.condition may be due tg the
severity of her. sciolgsis,and smsenuent.pefqrmities» the positian she is
ipassive range of mowgla L{,n%ggmmerqq octwe_,,{thgmpg)_, grug_gg;opng;te
posmomng gg&{herapeuu; puipmant. . s e

..... §-a client. that could benefit from good_qg___g_;hg_gng

{to decrease spas&gqu,;g,gngrgqy active range of motion, increase upper
extr&?ﬁitg_ skille, increase co-contraction, and increese proximal stability,
as foundations] to developing grass motor and functional skills). _
positioning (sidelying and prone, but not sitting because he is unable to do
50 approriately), and gporogriate therapeytic equipment (his present
equipment appears to be increasing his deformities). He appears to have
good pot.ential for semi-fine motor skills, but is not presently being
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programm From what the staff reports they have tried seversl

different priim that he would accomplish within the first session, but
would then bm bored and uncooperative after a couple of weeks and
refuse to do the program. From hearing this report and working with

, it appears that he has unrecognized skills and abilities that a good
interdisciplinery tesm should be developing into functional skills.

is another client that appears to have potential, but

needs appropriate therapy in order to increase his functional skills,
wheelchair mability and possibly standing transfers. | realize that he has
previously been seen by an orthopedist concermng his hip and knee flexton
-,ontractures and thot mterventlon wes not recommended but tms ISsue
'ahould be reconsidered as he dlsplegs the abmtg for transfers and his

cHGE T iy
SIB's remam under control He elso needs sc;me adaptmons to his
. ERESS NS 1 B e T ~Ey e TTTTVIT R carpe ]
. wheelchmr tg make lt‘appropnat,e o
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can walk mdependentlg but looks hke an ocmdent
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about to happen and consmenng her age i lt could be extremelg
detrimental if ;he feil. It ey | be rposs:ble to lmprove her galt bg |

Tavieayy yey 1@

strengthening and mcr_ggsmg her range of motwn in the nght leg,

Qaneni s it .
mcrnasmg :tablhtg of the hips, increasing total bodg strength tmprovmg
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will be 8 factor!_put fo_r_ hgelth re_asons opq ease of care it will be
extremely important that she continue to be 8s upright and mabile as long
as possible. - | |
walks independently with a walker. However, itis 8
very slow reciprocal gait with equinavarus of the foot and pelvic elevation
. on the r?ght side. InJune of 1984, | from Gillette Children"sm o
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Hospital recommended that she would benefit significantly from bilateral
heel cord lengthening. This was apparently discussed by the team at
willmer and it was decided that they would not go aheed with the
procedure, because it would not benefit her significantly compared to the
trauma and discomfort it would cause. This certainly is 8 judgement call
thet could go either way, but is also an issue that should seriously be
discussed and re-evaluated each year. This is especially true if she hes
continued community involvement and/or is considered for community

placement.

Additionally, | have great concern about the fact that P.T. has stated in

each of the records for moderately and severeiy invoived clients, thet the:
client “will not require another P.T..qvalystion until _of 1969 .Thet is e

duration.of three years between syaluations for twq clients Yyith Qgtential

, ., that should have ongoing and ever
changing therapy programs; and ane.client._. . ... ) withhesith
problems, thet.sre partially due.tq bar Jeformities and poor positioning,
thet should be canstantly monitored for changes and health stetus.
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C. POSITIORING PROGRAMS AND EQUIPHENT:

One of the most obvious deficiencies at all three facilities is the lack
of appropriate client positioning and habilitation activities throughout the
day. Besides the harmful effects on the cognitive, behavioral and social
functioning of the clients due to inactivity, many clients were placed in
positions which were causing their physical deformities to worsen. A
neurologically normal individual, if left confined in one position for an
extended period of time; will experience rhuscte tightness and joint:~ - -
stiffness: (Everyone experiences this sensation when stretching meiscles
they haven't stretched:in & while.” Normal people move enough;, however,
that the condition does not become permenent). If confined tong enough,
ven normel muscles will adapt’to the shortened position and can rio longer
be stretched:to the fulk'range the joint is-capable of. This condition is Cl
type of deformity called & comracture and requires surgery for correction
or remediation. Such-a conditien would occur in normat individuals during
8n extended period of confinement, such 8s being immobile in bed without
proper attention to slignment of-jeints. -This same debtlitating process is
happening ta many clients in the three facilities in Minnesota who are not
being positioned properly (which includes nearly all of the multi-
handicapped.cHents who cannot move normally for themselves). The
process is more rapid and sure for these clients because they are affected
neuroiogically. Brain damage predisposes them to maintain a certain
position but this predisposition can in most cases be overcome by
3ppropriste pesitioning. For example, | observed many clients like

of St. Peter who have plantar flexion contractures, that is, the



ankle mo'nmuf is limited so that his toes point down and the ankle joint
cannot be moved so that his toes point upward. Many of the clients that |
observed do not have shoes on to prevent such foot deformities from
occurring, and then there are no footrests on their wheelchairs to prevent
the existing pianter fiexion contracture from worsening. Brain demage
did not directly cause these contractures, but immobility did. Because
brain damege increases the likelihood of immobility or decreased mobility,
the chances of contractures among this population are greater. However,
this process can be interrupted with proper positioning techniquies and
treatmefit'brograme’ Unfortuately, th# HitAi-heridicapped clients that I
observed'in’ Milingsote are not receiVing thiése ‘services ‘This results'f o
great nurhber of clients with contractures and other deformities such as
those protessed by ~ " ¢ (whib H¥8' windswept deformity'i'Yégs in
knee flexion 8hd Hips rotdted to'oneside, Stidlosis < a curvature of 'the’
spine, and hypertension of the head)>e ¥ou =*% " witn g severd>
kypho-sciolosis - a rounded back with a curvature of the spine, and
multiple contractures of the hifé; KRés, eTbows, ahd left wrist):

** (who has Kip and'Knes TIuHoh EomtFactures and Tooks as if hie hes
sat too‘long)‘;'b'ﬁd LR i ha§ é’bEMt”obliqung and windswept
deformity). SR oo

During my tour | observed very few multiply-handicapped clients who

were positioned appropristely in their wheelchairs or other positioning

dJevices. The clients thet I observied fell into two categories: those who
are in in&ppropriate equipment and those in correct equipment who were
not posit;oned in it properly. The number of clients in the former category
far exceed those in the latter. It is & difficult task to find mass-produced,
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commercially svailable wheelchairs to fit developmentally disabled
Clients. Most wheelchairs are made for a larger and more normally aligned
and mobile client. The needs of the developmentally disabled, especially
the severely involved who have deformities and abnormal movement
patterns, are so individuel as to defy mass production. It simply is not &
lucrative customer population for wheelchair manufacturers. in order to
meet this need, however, other facilities have developed a service which
provides customized equipment to clients. Such & service would include
evaluation, design and fabrication of positioning devices on an individual
basis. The three facilities | sbserved inMinnesota, however: do Aot have
such & service and;‘although they have access to-a facility in the stete: '
that attempts te meet this need; it still falls Tar short of what - -
necessary for these cliests in order to prevent further deformitgiand -
promete skitl"development.: They have the beginning of this servies; but’
several components are-tacking thet:would make their service appropriate
and effective. The first compenent tacking is the knowledge base of the
- -clients therapist:' 1n order-foriaithérapist to effectively evaluate dand -

- treat a client he must first-be able to correctly evaluate the clients
neurological, musculer+skeletal, and deveiopmental status. He then -
completes an snalysis-of the cause and effect relationships of what he has
just observed and determines how end why they are affecting the client.
The appropriate intervention/ treatment to inhibit, decrease, &/or reverse
the clients status is determined and o program is initiated. It is from
this freme work that the therapist determines the therapeutic objectives
for the client and applys the basic principles of seating and positioning,
to determine the Lype of equipment necessary to meet those objectives

-




and promote eppropriste positioning. The other components necessary for
an appropriate therspeutic equipment service is: ,

* A philosophy that is consistent with equipment being therapeutic, not
adaptive; that it is an interdisciplinary process; that it is only one
trestment modality and must be used in conjunction with 8 treatment
progrem, thereby never standing alone; and thet it is dynamic and ever
changing, requiring consistent monitoring and re-adaptations.

* Knowledge of the appropriate principles of seating and positioning

* A therapist who hes deen trained as s "therspeutic equipment-specialist”
to precisely 'evafdﬁte”endi apply the basic principles of seating and-°
positioiningto the spetitic meeds of:the client and based upon the geals
and objectives détermined by the ‘intérmscipainérg:teum,f determine what
properties need 'to be Prasenl withe'aquipment tg make it therapmstic; -
* A designer who has 8158 been trained in therapeutic equipmentamd. -
knows how td work 'cTo%I{With-the thérapists, being able to take the .
properties prescriied by the ™herapeuti¢ equipment speciatist™and draw
up @ design for 811 o7"thé components of thet equipmient to meet the
specific thérapeitit-nasagar thedrrent, . R

* A versatile fabricatign'feciiity that can meke the equipment according
to the design specifications of the designer.

* A system tﬁlt’thnsiétentlg monitors, re-evaluates and re-adapts the

equipment according to the needs of the client, as the client changes.

A few of the clients hed appropriately prescribed wheelchairs and were -
sitting in them well, such as Others had appropristely
prescribed wheelchairs, but they had either been positioned in them
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incorrectly or ! ﬂng needed some minor adeptations, such as

. who needs adjustable height desk srmrests and the seatbelt
positioned so that it will fit tigntly across his ASIS to keep him in a good
sitting postition. There are other clients who have nice wheelchairs, but
they are inapproprietelg prescribed and the client can not sit in them
correctly, such as ¢ ~ whose seat depth is too long and the
footrests and sestbelt are in the wrong position. Clients who are not too
deformed and/or are able to do more for themselves are easier to find
equipment for. There are cliemts who do have appropriately prescribed

wheelchairs, but many-of these clients are not positioned appropriately

. 3ince the steff hasnet been-trained in how. to:position ond stabilize &'

client’s pelvis imthe-seet. = . ..

There are many: whesdchairs: that have been “adapted” for the client and
have an assortment of-products:in them like sciciosis pads, adducter
wedges, chest straps; heed rests,-and even fuHl seating inserts such &s @

vac pac - -+ bucket seats:: oo 3itting support
" orthosis - 550+ +:nary wuwred o totaty melded seats

. These things; in androfithemselves, are not necessarily wrong,
but it depends on the philosophy and process by which they were
determined as to whether they are appropriate or not. Much of the
equipment appeared to have been "adepted” to the clients deformities and
disabilities instead of being developed as "therapeutic equipment,” which
is designed to be a modality of the therapy program and bring sbout o
decreese in deformity and an increase in skills. This difference in
philosophy is an important distinction to be made because it will
definitely affect the approach to the development of the equipment and the
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effectiveness of the equipment in the clients behalf.

Another very important componént that must be considered in making
equipment “therapeutic™ and more effective for the clients, is the set of
principles for seating and positioning that a therapist uses to determine
the properties and design of the equipment. If these principles are not
correct, or there are no principles by which the therapist determines the
properties of the equipment, the equipment will be ineffective at best, but
more likely detrimental to the clients muscular-skeletal status and skill
development. Most of the seating equipment-and positioning programs that
| observed in the three facilities in Minnesota were developed without
adhereance ta an-eppropriste set of seating and pasitioning principlies
(suchas -« = oand. oo wivo are in equipment that does
not allow them to utilize the potential they have and increase their
developmental/ functional skills and decrease the effects of their
deformities). Most of the clients that | observed who were placed in 8
“sitting™ position, were slideing down in their chairs and rotating their
pelvis posteriorly, causing excessive pressu;'e on the sacrum and coccyx,
which are common sites of skin'breakdown. |f the therapist had followed
appropriate principles of seating, the clients pelvis would have been
properly aligned (level and de-rotated) and stabilized in & normal slight
anterior tilt with equal weight bearing on the ischial tuberosities,
allowing the clients to better utilize and/or increase their abilities to
control their heads, trunks and upper extremities.

In addition to a need for customized wheeichairs, there is a need for
customized "pre-seating devices. These are positioning devices for

clients who can not yet achieve a sitting position (usuaily due to
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. derormitinfﬁ must increase alignment or range of motion before they
con be adeguately seated. These devices must always be individually
desxgned for a particular client. The facilities in Minnesota do not have
this type of service available for their clients. (Clients such as

4 =« < ie.-.. 8nd " might be able to benefit from
this type of equipment).

Not all pgsitioning programs require customized equipment to be
effective. What they do require is a good evaluation of the client, with
analysis of their needs based on appropriate principles of positioning and
developmental programming, and gqmgé}nﬁj}q commercisl positioning and
gross motor equipment, sych as firm sidelyers, bolsters, rolls, wedges,
mets,endetc.

SO Gome

. The facilities in mnnesote have somg of tms equupment end have

Yo
......

the ma;ontg of the posrtnomng LQQSQQS%S _ﬁgg qgt: cprrect..;(s'uqh‘gs
T
PO N A R ¢ chent hesn't recewed en appropriate

evaluation that has clearlg analyzed the cause and effect relauonsmps .
and the therapist doesn’t process the knowledge of appropriate principles
of positioning, the client will not recieve an eppropriate therapeutic
positioning program thet will inhibit and/or decrease his deformities and
increase his developmental/ functignel Skills.  Additionally, the mejority
of the equipment being used for pggj_,tj‘ggiigg,‘yvos too soft to hold the client
in appropriate alignment, thereby ;!]owing him to fail into his deformities
instead of benefiting from prdlonged s{retch and the force of gravity to

. decrease the deformities. At 8 minimum, each client should have at least
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thres siternetive therapeutic positions to be placed in, and all staff should
be trained specifically in those programs for that client. The positioning
program should be very specific snd include the following components:
which position the client is to be placed in; the reason for that specific
position and what it will accomplish; the appropriste alignment of each
body pert; what equipment is to be used and exactely where it is to placed;
specific problems or concerns that need to be considered in placing the
Client in that position; under what conditions the position would be
contra-indicated; the activities the client should be perticiapting in
while in the position; any medical concerns that. need to be congidered;
during whet programs and.the length of {ime he can remain in it; where to
look for pessible pressure boipts and skin breakdown; how to determine if
the client is uncomfortable or has not been placed in it approbriatelg; and
a monitoring system to determine.client change and the effectiveness, of
the position. .Clients shauld have positioning programs with the above
components written out and readily accessible ta all staff working with
him. These should be loceted sither on.the clients wheelchair and/ar on
his living and program units. ... Mast of the positioning programs.| found
were not well described and would not be appropri até for non%herapg
staff to use. They tend to be just listings of possible pasitions, with no
thought of whet their effects will be on the client, or any instructions on
how to do them carrectly (such as . IPP that lists 17
possible positions, some af which are totally incorrect due ta her .
sciolosis and neurologiéal status).

Since physical management and positioning is everyones responsibility,
311 staff members working with the clients should be trained in how to do
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it approprietelig In order to be truly effective it should be done
consistently thoujhout the clients day in all programs and activities. In
observing and interviewing the staff it is quite apparent that they are not
being trained to understand and carry out the programs thet have been
developed. When | asked several staff members why they were positioning
Clients in @ certain manner and what they expected the client to do while
in thet position, they stated that they ma not know.” In Faribauylt and St.
Peter, when asked what alternative positons they would place the clients
in as part of - their therapeutic programming programs, several staff
members mentioned the “client’s position of choice” as an aiternative
position to be used throughout the day. Considering the fact that clients
will get.intortheiripositionsof choice” as often aspossible, and that it is
probably the pesitiomthat brought about many of their contractures &/or
deformities, | hardly think that it should be considered aw “alternative™
position or‘that the cliemt'ngeds anyhelp in getting into it: ‘Bnce again |
have to question the philosophy and competency of the therapists. Since
there were no pesitions:suggested that promoté-developnment) == =
strengthening and decreasing defarmity; I'question rether or not the
therapists are rieognizing the potential of the clients to benefit from this
type of positianing, and/or their ability to use it s an effective
treatment modatity.
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0. SUMMARY AND RECOMMENDATIONS:

1. Hire physical therapy staff based on an assessment of specific client
needs irrespective of current resources.

&. Further training for the physical therapists in the following aress:

a.) appropriste and comprehensive evaluations, including the ability to
analyze client needs besed on cause and effect relationships, to
determine appropriate intervention to meet those needs.

b.) éxpectations and treatment for: the habilitation of the moderately..
and severely multi-hendicepped. ... .- .. e e i

C. principles of positioning, end the use of positioning as foundationa)..
for increesed development, .strength, heaith, programming, and ... .

inhibiting.and/on decreasing deformities.. .

d.) determing and stateing gosls and objectives in measuratle snd .. ..
_behavioral terms, so thet.the effectiveness of treatment and the
progress of the client can be determined and monitored.

3. A true interdisciplinery approach to programming

4. A standardized training progrem, with client specific orientation, for
all staff in physical management and positioning. .

S. Development of a "therepeutic”™ equipment service which includes a full
time therapist and designer trained as specialists in the field of
“therapeuic equipment,” and & fabrication facitity to produce the

individualized equipment. |

6) Develop & system where therapists can order wheelchairs and

client specific equipment directly from the vendor, so that it csn be

obtained in & timely manner and will be therapeutically correct for that




perticuler clieat at that particular time. It is reported by the
therapists that equipment is presentiy going through the “bid system.”
This is unsatisfactory because it often takes several yeers to obtain
the equipment and prescriptions are oftén’ changed by someone in the
fiscal office, who can get & "deal”, but who does not know the
therapeutic needs of the client. Appropriate equipment is prescn’bed '
for a client based upon his specific measurements and needs at that
time, and if it is not obtained in & timely manner or the prescription is
changed, the equipment is g longer approprigte, _ A

7)) Obtain sufficient gross motor and posttlomng eqmpment to meet the

~ therapeutic needs of the g:hents ‘

EERAE AR ET R CT e I N ¥ ] :»;5._““(}

8.) Develop therepeutrc dey programs f for each chent
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