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Cases Summary
Primary cases

	Case
	Details
	Props & resources
	

	Duncan Templar
	Born 1975, male, ex-rock climber, lower leg amputee
	On-campus: 

· Wheelchair, crutch

· Treatment space/carpark with table 
· Cafeteria: tables & chairs, stuff on shelves to access
	Off-campus: Shopping centre
· Disabled parking space

· Large crowded store

· Food court

	Frank Collins
	Born 1940, male, geriatric in-patient, recent fall
	On-campus: 

· Ward bedroom: transfer in & out of bed & adjustable height chair, 4 wheel walking frame, pick-up stick

· Kitchen: make a sandwich & hot drink, kettle & fridge & supplies, 2-wheel walking frame with seat

· Ward bathroom: transfer in & out of shower & on/off toilet, adjustable height shower seat with arms, towel
	Off-campus: House

· Bedroom: single bed, bucket, low arm chair, in-room furniture to impede mobility, rugs & power cords on floor as trip hazards, shoes & socks for floor

· Kitchen: table & chairs, cluttered kitchen bench, bags of “stuff” on floor

· Bathroom: over-bath shower, towels on rack, toiletries cupboard, mats, power cord, rubbish bin, slippers

	Jade King
	Born 1981, female, relapsing-remitting Multiple Sclerosis, fatigue, caring for toddler
	On-campus: 

· Treatment space/carpark 

· Folding pram, walking stick

· Kitchen: shelves, groceries, nappies, formula, baby food

· Bedroom: simulated baby, grow suit, disposable nappies, singlet, bed
	Off-campus: Large busy supermarket

· Disabled parking space

· Baby change facility

	Rosa De Luca
	Born 1950, female, recent hip replacement surgery, pain & stiffness 
	On-campus: 

· Ward bedroom: bed, adjustable height chair, 2 wheel walking frame, long-handled shoehorn 

· Kitchen: make a sandwich & hot drink, kettle & fridge & supplies, 2-wheel walking frame with seat

· Ward bathroom: transfer in & out of shower & on/off toilet, adjustable height shower seat with arms, towel
	Off-campus: House

· Bedroom: double/queen bed, decorative pillows & stuffed animal, arm chair with cushion, dressing table, washing basket

· Kitchen: table & chairs, kitchen bench, tea-making supplies, crockery & cups in cupboard

· Bathroom: small, towels on rack, toiletries cupboard, mat, garden chair in shower recess

	SF/CS Notes:


	
	

	
	
	
	


Secondary cases

	Case
	Problem
	OT focus
	SF/CS notes

	Sharon Glassman
	Rheumatoid arthritis
	Mobility & independence, adjustments to home
	

	Nancy Thompson
	ABI resulting in cognitive deficits 
	Devices to safeguard leaving gas on, wandering away from home
	

	Russell Morrow
	Chronic pain & isolation
	Join woodwork groups & increase social interaction
	

	Bo Zeng
	Back pain
	Engage with local community gardening groups
	

	Delores Romeros
	Bilateral carpal tunnel syndrome
	Hand strengthening options
	

	Lola Minx
	Multiple Sclerosis
	Continue gardening without having to kneel
	

	John Wolfenstock
	Fracture from a fall
	Falls & balance information & assessment
	

	Samantha Jolley
	Limited ability to look after self after fall & fracture
	Alternatives for meals at home
	

	Vladimir Smirnoff
	Stroke 
	Driving assessment
	

	Christian Blainey
	Stroke impacting use of arm
	Adaptions to continue cooking  with one arm
	

	Max Howcroft
	Knee replacement surgery
	Ability to use toilet and put on stocking before discharge from hospital
	


	SF/CS Notes:


	
	

	
	
	
	

	
	
	
	

	
	
	
	


Primary Physical Case: Duncan Templar

Duncan Templar

Contents

	Document
	Purpose
	Adjustments needed
	SF/CS notes

	Health history
	Background for all players except students
	Suburb & postcode
	

	Briefing:
Simulated patient 
	Notes for simulated patient for in-person interview & observation
	
	

	Briefing:
Ward doctor 
	Notes for doctor to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Prosthetist 
	Notes for specialist to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Mother 
	Notes for mother to be interviewed by phone
	Contact number

Appointment times
	

	Activities & Props
	Description of on- and off-campus activities and props required 
	
	

	Referral form
	For distribution to students
	Address & date
	


SF/CS Notes:

	

	

	

	

	

	

	

	


Duncan Templar: Health history

Case Authors: 
[insert case author, insert case author email address/ contact number]
Client Details
	Name
	TEMPLAR, Duncan

	Date of Birth
	1 May 1975

	Address
	12 Springvalley Court

Suburb, Postcode

	Health Insurance
	None

	Work Injury 

Claim Number:
	Not applicable


Medical / Surgical History
	Presenting Condition /

Current Presentation


	· Left below knee amputation ~ 2 months ago

Current Symptoms:

· Intermittent stabbing phantom pain in area of where left foot was. 

· Pain at end of stump

· Decreased endurance

	History of 

Presenting Condition


	· Serious fall whilst rock climbing, shattered lower leg and ankle that could not be saved and resultant left below knee amputation.

· Splenectomy due to abdominal injury following fall. Recovery complicated by development of hernia at incision site.

· Stayed in acute hospital for 41 days.

· Currently has been 15 days in a subacute rehabilitation ward where he has 

· Physiotherapy daily

· Prosthetics

· Social work for counselling and support

· Nursing for stump wound management (when required)

· Occupational Therapy for PADLs, kitchen activities, has had a home assessment and equipment prescription/ home modifications 

	Past Medical / Surgical History
	· Previously well.
· Suffers from hay fever in spring. 

	Allergies
	None (other than hay fever)

	Medications
	Phantom Pain

· Pregabalin 150mg oral bd 

Splenectomy 
· Amoxycillin 250mg daily for 2 years post op 

· Vaccinations – yearly influenza and 5 yearly pneumococcal vaccine

· Medi-alert bracelet 

Hay fever

· Zyertec when required

	Tobacco
	Non smoker

	Alcohol
	Beer socially  

	Illicit Drug Use
	Occasional “medicinal” marijuana use


Family
	Living Arrangements
	· Lives alone in modern ground floor apartment, which he has purchased but has a significant mortgage.

· Very small rear garden (paved, few pots and clothes line) and small porch at front.

· Front access: one step onto porch (now with small removable ramp). Has balustrade to hold onto.

· Rear access: one step down into rear garden (now with small removable ramp).

· Has toilet in large bathroom (rail installed on one side) and separate step-less shower recess (shower chair, rail and hand held shower).

	Relationship Status
	Divorced

Been in a relationship with Sarah (26 years old) for about 5 months

	Children
	One son (Simon 12 years old) from his marriage who lives with his mother. Sees him every second weekend.

	Mother
	Barbara 67 years old, frail  

	Father
	Trevor 70 years old, well now but had heart attack 3 years ago

	Siblings
	One older brother Malcolm who lives in the same city. They see each other irregularly. Not much in common.

	Responsibilities
	· Employed full time

· Used to ride his bicycle to work 

· Has a cleaner every second week

· Did grocery shopping on weekend usually using public transport


Psycho-Social
	Affect
	· Angry about this happening to him.

· Concerned this may affect his relationship with Sarah and whether she will still find him attractive.

· Keen to not let his amputation hinder his activities in any way, wants to be “normal”,  pushes the boundaries.

	Activity
	· Member of local community garden and chicken co-op.

· Member of the Australian Greens political party.

· Was very active: frequently bushwalking and rock climbing.

· Keen traveller and has volunteered a number of times in Chad assisting orphaned children.

· Owns an automatic car which he seldom used, preferred public transport or bicycle.

	Relationships
	· Sees his parents every couple of weeks, usually visiting them at their home

· Large group of friends 


Employment
	Occupation
	Academic/Lecturer

	Employer
	Local University

Faculty of Environmental Science

Office on 4th floor

	Work duties
	Needs to walk around campus to various lecture and tutorial rooms.

Tasks include significant computer work, frequent phone calls, preparation of material and resources and general administrative activities.

Was standing for up to an hour delivering lectures.


Orders / Plan

Inpatient therapy program 

· Physiotherapy - daily for mobility training

· Prosthetics -  stump review and manufacture/review of prosthesis

· Occupational Therapy - ADLs, home assessment and equipment /home modifications

· Social work - advice re financial matters and has offered counselling, has applied and gained a disabled parking permit for Duncan

Duncan Templar: Simulated Patient Briefing
Summary

· Duncan had his left leg amputated due to severe injuries following a fall whilst rock climbing. He was an inpatient in the Orthopaedic/Vascular Unit in the acute campus of Health Enhance for 41 days before being transferred to the rehabilitation ward. 

· He has been on this rehabilitation ward for a couple of weeks. 

Context/Presenting condition

· Serious fall whilst rock climbing, shattered lower leg and ankle that could not be saved and as a result had a left below knee amputation.

· Removal of his spleen following the fall due to an abdominal injury he sustained following the fall. Recovery complicated by development of hernia at incision site.

· Phantom pain in area of where his left foot would be. The pain comes and goes and feels like a stabbing feeling. Also has pain in stump

· His stump broke down and a wound developed (this was due to not following prosthetic wearing instructions).  This wound has  now healed.

Medical history

· Previously well, has hay fever in spring time

· Hearing: No problems

· Vision: No problems

· Medication: Duncan is taking medication to assist with his phantom pain and antibiotics to prevent infection due to the splenectomy

· Allergies: None

· Alcohol: Beer socially  

· Tobacco: Non smoker

· Illicit drug use: Occasional “medicinal” marijuana use
· Rarely visited his GP

Current Symptoms/Function

· Mobility. 

Walking with prosthesis and crutch but only for short distances indoors. For longer distances he is using a manual wheelchair independently.

Transfers independently 

· Pain

Pain in stump of left leg especially when wearing prosthesis and standing and moving. Has phantom pain in his amputated left foot.

He has been assessed by the multidisciplinary team on the ward specifically the physiotherapist, prosthetist, social worker and occupational therapist.

Presentation: Appearance, Clothing and Props.

· Casual loose long trousers, T-shirt and sneakers

· Well groomed, may have 2 day stubble

· Has below knee prosthesis on, but it can’t be seen under his pants

· 1 crutch which he uses on the opposite side to his amputation e.g. right

· Sitting in manual wheelchair

Social history 

In a short term relationship with Sarah (26 years old) but they do not live together. Met at a rock climbing event.

Was married previously, now divorced
· Mother: Barbara, 67 years old, frail  

· Father: Trevor, 70 years old, well now but had heart attack 3 years ago

· Siblings: One older brother Malcolm who lives in the same city. They see each other irregularly; they do not have much in common.

· Children: One child, Simon (12 years old), who stays with him every second weekend

Activities of daily living including leisure and work

Previous

Activities of Daily Living: Independent in all activities. Had a cleaner who came every second week. Did his grocery shopping on weekends usually using public transport

Leisure/interests: Rock climbing and bush walking, assisting in the local community garden.

Employment

Academic/Lecturer at a local University

Faculty of Environmental Sciences, office is on the fourth floor

On unpaid leave from work as he has used up all his sick leave

Transport

Has an automatic car, but he does not use it often preferring public transport or his bicycle

Current

Self-care
Independent in dressing and grooming, showering on a shower seat

Domestic chores

Meals: Has practiced making his lunch and breakfast in the OT Kitchen

Home

Lives alone in ground floor, modern apartment which he owns but has a significant mortgage

Very small rear garden (paved, few pots and clothes line) and small porch at front.

Front access: one step onto porch (now with small removable ramp). Has balustrade to hold onto which he uses instead of a rail, used when walking.

Rear access: one step down into rear garden (now with small removable ramp). One rail beside door.

Has toilet in large bathroom (rail installed on one side) and separate step-less shower recess (shower chair, rail and hand held shower).

Behaviour, affect and mannerisms

· Speaks quickly and seems impatient 

· Taps his right foot and leg, appears agitated

· Keen to get things going

· Highly motivated to participate in therapy 

General Ideas

· Prior to accident was very happy with his life, “all coming together” – new relationship, job he enjoyed, things settled down with his ex-wife

· Does not like having rails and ramps installed in his home as it makes it look like an invalid lives there. Agreed to them as they were a necessity to getting home

· Does not want this amputation to alter his life style

· Would like to fast track this stage of therapy so that he can get on with life again

· Has good relationship with his mother and father and he visits them every couple of weeks, thinks his brother is very conservative

· Wants to be environmentally responsible

· Very social and has a large group of friends particularly from his involvement in local conservation projects, politics (Australian Greens) and rock climbing

· Has been quite self-conscious of his amputation and not keen to wear shorts that would show off his prosthesis

Concerns

· Duncan is concerned that some of his leisure pursuits which he loved will be now impossible e.g. rock climbing. This may also be a hindrance to his relationship with Sarah, as this was a shared passion

· Worried that as an amputee he will no longer be physically attractive to Sarah 

· Worried about finances as he has run out of sick leave and he has mortgage payments to make

· The pain in his left leg  both phantom pain and pain in stump is hindering his function eg limits walking distance, painful when walking with his prosthesis

· Gets really annoyed that when his stump breaks down as he has to go back to no walking or prosthetic use.

Expectations and goals

· Return to work as soon as possible

· To get out into the community again e.g. community garden, shopping etc. 

· Hopes to get back to bush walking soon

Duncan Templar: Ward Doctor Briefing 
1. Title

Name:  

Dr. Stephen Istalli

Position:
Rehabilitation Consultant



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the Rehabilitation Consultant on the Rehabilitation Ward at Health Enhance and have been in this role for the past 3 years.

You are being interviewed today by second-year Occupational Therapy students who are developing a rehabilitation plan for one of your patients Duncan Templar.  Duncan is 40 years old who is an inpatient on the Rehabilitation ward of Health Enhance following a traumatic Left below knee amputation. He has been on the ward for the past 15 days.

The nature of the interview today is to gain your perspective on how Duncan is progressing medically and any concerns you have re his discharge home and community integration.

3. Learning objectives 

· Establish rapport with the doctor during the interview

· Conduct an effective telephone interview with the doctor.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining an update Duncan Templar’s  medical condition and any concerns he may have

5. Setting

· In your office in the hospital

Specifically for the simulated doctor

6. Affect/behaviours

· You are very busy

· Wants the students to get straight to the point

· Frequently ask them “is there anything else?”

7. Opening lines/questions/prompts

“This is Dr. Istalli speaking, how can I assist you?”

8. Doctor’s ideas, concerns and expectations of the interaction

Ideas
· Duncan can be very assertive re his care

· Sees no problems with Duncan driving as he has an automatic car and it is his left leg that has been amputated

Concerns
· Does not think it would be wise for Duncan to travel to Africa for the foreseeable future given that his spleen has been removed which compromises his immune system

· Duncan has run out of sick leave

· Duncan has been experiencing phantom pain which you are prescribing medication for 

· Duncan is experiencing pain at end of his stump that makes standing and weight bearing unpleasant

· Needs to wear stump socks to control swelling and help shape his stump

· Very concerned that Duncan is not following the advice of the hospital in regards to looking after his stump and wearing regime of his prosthesis. 

· That Duncan will not slow down even though his endurance is low

Expectations
· Duncan should be able to be discharged in about 2 more weeks with regular community rehabilitation visits for physio and prosthetic management

· Will follow up Duncan on these visits

· That it is likely that Duncan’s stump may break down again (if he does not change his attitude) and he will have to use a wheelchair during these healing periods

9. Patient’s history of the problem

Duncan had a rock climbing accident about 2 months ago. He sustained serious injuries and his left leg was so badly damaged that it had to be amputated below the knee. He also had his spleen removed due to abdominal injuries. Duncan was a patient in the acute wards of Health Enhance for over 5 weeks and then was transferred to the inpatient rehabilitation ward where he has been for 2 weeks. He has experienced phantom pain in his left leg.  His stump has broken down (wound developed) due to him not following advice and using his prosthesis too much. During this healing period he had to go back to being in a manual wheelchair and was not walking.

10. Patient’s past medical history

· Was very well prior to this accident

· Was visiting Africa on charity work and has needed to be vaccinated against tropical diseases. Does not think this is viable for next couple of years due to spleen removal and potentially compromised immunity.

11. Patient’s family history

· Separated or divorced from his wife, can’t recall which

· Has one child who does not live with him

· Does not think he sees much of his other family

· Is aware his father has had a heart attack in recent years 

12. Patient’s social information (work, lifestyle, habits)

· Works full time at a local University in the Environment faculty

· Works long hours

· Is very committed to environmental issues and sustainability

· Was very involved in very active sports especially rock climbing which he did regularly

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Duncan Templar: Prosthetist Briefing Notes 

1. Title

Name:  

Errol Malkovich

Position:
Prosthetist



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are one of the prosthetists at Health Enhance. You have been working in this position for 2 years.

You are being interviewed today by second-year Occupational Therapy students who are developing a rehabilitation/discharge plan for one of your patients Duncan Templar. 

The nature of the interview today is to gain your perspective as Duncan’s prosthetist as to how Duncan has been progressing particularly with his walking and use of his prosthesis and any concerns you may have.

3. Learning objectives 

· Establish rapport with the prosthetist

· Conduct an effective telephone interview with the prosthetist

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of understanding Duncan’s condition specifically in the areas of mobility and use of prosthesis.  This is to assist with community integration.

5. Setting

· Prosthetic lab which is open plan and a noisy environment

Specifically for the simulated prosthetist

6. Affect/behaviours

· Sounds relaxed, casual and friendly

· Needs information repeated due to background noise

· Part way through conversation enquires how long it will take as he has a patient due to arrive any minute for his appointment

7. Opening lines/questions/prompts

· “Howdy, what do you want to know re Duncan?”
8. Prosthetists ideas, concerns and expectations of the interaction

Ideas
· Duncan can be very pigheaded and directive about his own therapy

· He comes across as angry but Errol thinks he is still grieving for his lost leg

· Is aware that Duncan’s pain makes mobilising difficult 

· Duncan has good upper limb strength which is beneficial 

· Has discussed with ward OT that Duncan could practise kitchen tasks using crutch and kitchen trolley (if required)

Concerns
· Duncan is not listening to him re wearing regime of his leg, often using it too much and for too long

· Duncan has already had a preventable stump breakdown because of this

· Wants Duncan to walk with a single crutch on his left side but Duncan tries to walk without and can be unsteady

· Duncan’s high level balance still not back to premorbid levels and public transport in the short term may be a bit tricky

· Has recommended that he will need to drive his car in the short term and is aware that the ward SW has obtained a disabled parking permit for Duncan

Expectations
· Duncan should be able to walk in the future without a stick and should be able to return to bushwalking, maybe using walking poles

· Will need follow up in the community therapy program

9. Patient’s history of the problem

Duncan had a rock climbing accident about 2 months ago. He sustained serious injuries and his left leg was so badly damaged that it had to be amputated below the knee. He also had his spleen removed due to abdominal injuries. Duncan was a patient in the acute wards of Health Enhance for over 5 weeks and then was transferred to the inpatient rehabilitation ward where he has been for 2 weeks. He has experienced phantom pain in his left leg.  His stump has broken down (wound developed) due to him not following advice and using his prosthesis too much. During this healing period he had to go back to being in a manual wheelchair and was not walking

10. Patient’s past medical history

· Nothing of relevance

11. Patient’s family history

· Single

· Has mentioned that he has a girlfriend but does not think they live together

· Duncan has spoken fondly of his son

· Does not think there is anyone else of relevance on the scene

12. Patient’s social information (work, lifestyle, habits)

· Worked at a university as a lecturer

· Knows he is a bit of a “greenie”, keen on public transport and riding his bike

· Duncan has mentioned travelling in the past overseas

· He goes on the weekends to some kind of community space that has vegetable gardens, chickens

· Was passionate about rock climbing and bushwalking

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Duncan Templar: Mother Briefing Notes  

1. Title

Name:  

Megan Templar
Position:
Mother
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the mother of Duncan Templar

You are being interviewed today by second-year Occupational Therapy students who are developing a rehabilitation plan for your son Duncan. Duncan is 40 years old. 

The nature of the interview today is to gain your perspective of the situation as Duncan’s mother as to how you believe Duncan is managing both physically and psychologically. This information is to assist in his rehabilitation/discharge plan.

3. Learning objectives 

· Establish rapport with Duncan’s mother during the interview

· Conduct an effective telephone interview with the mother
4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about Duncan’s life prior to his accident and reflections on how that has changed 

· Identify any barriers/considerations there are for his discharge home. 

5. Setting

· You are located at home as you somewhat frail
Specifically for the simulated friend

6. Affect/behaviours

· Jovial and a little flippant at first

· After the initial few minutes you become more serious and seem quite concerned about your son
· Freely offer information

7. Opening lines/questions/prompts

· “He is a tough nut to crack isn’t he?”
8. Mother’s ideas, concerns and expectations of the interaction

Ideas
· Thinks it would be challenging being one of the hospital/medical staff working with Duncan as he can be very determined and stubborn

· Knows that Duncan does not like to ask for help as he is very proud and independent

Concerns
· Noticed that Duncan is not really listening to advice and he seems angry which is not in keeping with his personality before the accident 

· Duncan will not discuss how he is feeling with her
· In a conversation with the prosthetist, Errol mentioned that the reason that Duncan’s stump broke down was that he overdid things and was pushing the limits. Megan is concerned that this will keep occurring.

· Realises that Duncan does not have much physical family support because mother somewhat frail, though they are in regular contact 

· Duncan regularly visited his mother at her home, she wonders whether this will change 

· Wonders what might happen with his relationship with Sarah

Expectations
· That Duncan will do everything possible to get back to as much of his previous lifestyle as he can 

9. Patient’s history of the problem

Duncan had a rock climbing accident about 2 months ago. He sustained serious injuries and his left leg was so badly damaged that it had to be amputated below the knee. He also had his spleen removed due to abdominal injuries. Duncan was a patient in the acute wards of Health Enhance for over 5 weeks and then was transferred to the inpatient rehabilitation ward where he has been for 2 weeks. He has experienced phantom pain in his left leg.  His stump has broken down (wound developed) due to him not following advice and using his prosthesis too much. During this healing period he had to go back to being in a manual wheelchair and was not walking.

10. Patient’s past medical history

· Has always been the picture of health

· Never known him to be sick, except for when he carries on about pollen in spring time and his hay fever!

11. Patient’s family history

· Has one brother who he thinks is a mega “right-wing” and he doesn’t see him much

· Has good relationship with his mum and dad but they are getting on but they cannot provide much practical help

12. Patient’s social information (work, lifestyle, habits)

· Has meet Sarah (Duncan’s girlfriend) on a number of occasions and (laughingly) can’t understand how he scored such a gorgeous girl!

· Knows that Duncan was very keen on rock climbing and bushwalking and if he cannot get back to this it will be a huge loss

· Duncan worked long hours in his position at the University

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A
Duncan Templar: OT Activities & Props
Sub groups

	
	Observed tasks in an OT department/university facility

With patient 


	Activities in a shopping centre

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Activity: Parking and wheelchair handling.

· Folding and unfolding manual wheelchair

· Lifting it up onto table to simulate car boot height or actual car boot
	Disabled Parking space 

Consider

· Conventional parking space vs disabled parking space



	Group B
	Activity: Mobilising (in wheelchair) in tight and crowded spaces and selecting items off shelves

· Manoeuvring in wheelchair tight spaces and lifting items off shelves
	Navigating in crowded store e.g. sports store to purchase hand weights or buying protein powder in Chemist Warehouse/Bulk Buy store

Consider

· Crowded space

· Other shoppers 

	Group C
	Activity: Obtaining meal in community.

Purchasing food at university café in manual wheelchair and transporting food back to table
	Food court

Consider

· Getting table, seated in wheelchair

· Carrying items on wheelchair


Group A

	On campus requirements

Treatment space or car park

· Manual wheelchair 

· Crutch x 1

· Table


	Off campus requirements

Shopping centre

Disabled parking space




Group B

	On campus requirements

Manoeuvring around space that requires negotiating around tables, chairs etc. Needs to be able to lift items off shelves (low and high)

· Manual wheelchair 

· Crutch x 1
	Off campus requirements

Large preferably busy, crowded store 




Group C

	On campus requirements

University cafe

· Manual wheelchair 

· Crutch x 1
	Off campus requirements

Food court at shopping centre
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Occupational Therapy 

Referral Form
	Surname:      TEMPLAR                  

Given Name:    DUNCAN          DOB:    1/05/75
Sex: MALE
Address: 12 Springvalley Court

Suburb, Postcode
Case Number: PHY001


	Referred from
	 OT in Acute Orthopaedic/Vascular unit
	Referred to
	/Inpatient Rehab ward OT

	Interpreter Required:  Yes   ☐          No  ☒           Language:  English

	  Diagnosis: Left below knee amputation  and removal of spleen following trauma. Phantom pain and pain in stump



	[image: image26]Social Situation: Lives by himself in own apartment. Divorced, one child. In a relationship

	 Works as academic at a local University. Keen participant of active sports 

	Home Assessment Completed: Yes  ☒        No   ☐           Required   ☐     

	Equipment Provided: manual wheelchair, crutch,  shower chair, rail in shower recess and hand held shower, 

	rail beside toilet and back step installed, removable ramps at front and back access

	Current Occupational Performance

	PADLS: Independent dressing, meals and grooming

	Seated in shower

	

	DADLS: light meal prep session in OT kitchen independent using crutch. Some difficulties with carrying items

	

	Mobility/Transfers (Including Aid): Walking  short distances with prosthesis and crutch x 1

	Uses manual wheelchair for longer distances and outdoors

	Independent transfers

	Referral Goals:  1. Community Access/ADLS especially shopping. Drives automatic car. Please assess wheelchair use 

	2. Functional mobility assessment . Please assess performance of IADL tasks such as accessing café, shopping in the community

	  3.  ? stress management

	Therapist: 

W. Balrock 
	Date:

Insert date

	Consent Obtained: Yes ☒ No  ☐          
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Primary Physical Case: Frank Collins

Frank Collins

Contents
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	SF/CS notes

	Health history
	Background for all players except students
	Suburb & postcode
	

	Briefing:
Simulated patient 
	Notes for simulated patient for in-person interview & observation
	
	

	Briefing:
Ward doctor 
	Notes for doctor to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Social worker
	Notes for specialist to be interviewed by phone
	Contact number

Appointment times
	

	Briefing:

Sister 
	Notes for sister to be interviewed by phone
	Contact number

Appointment times
	

	Activities & Props
	Description of on- and off-campus activities and props required 
	
	

	Referral form
	For distribution to students
	Address & date
	


SF/CS Notes:

	

	

	

	

	

	

	

	


Frank Collins: Health history
Case Authors: 
[insert case author, insert case author email address/ contact number]
Client Details
	Name
	COLLINS, Frank

	Date of Birth
	16 November 1940

	Address
	9 Brewster Street

Suburb, Postcode

	Health Insurance
	none

	Work Injury 

Claim Number:
	Not applicable


Medical / Surgical History
	Presenting Condition / 

Current Presentation


	Currently an inpatient in a Geriatric Evaluation and Management (GEM) ward following a fall 16 days ago. 
Current Symptoms:

· Badly bruised face (resolving) and torso, especially his left hip.

· Grazed hands

· Pain 6/10 when walking, 2/10 on rest

· Walking with 4 wheel frame as pain allows (previously walked with single point stick outside of the home)

· Dynamic balance decreased

	History of 

Presenting Condition


	Fell at home on his front path about 2 weeks ago

Has had 3 other falls in last 2 years but this is the first admission to hospital. The previous falls have occurred within his home, on the steps at this house and in the community.

	Past Medical History
	· COPD

· Rheumatoid arthritis in finger joints (worse when weather is cold)

· Conjunctivitis

· Scarlet fever when he was a lad

· TURP for prostatic hypertrophy 18 months ago

· Occasional urinary incontinence

· Low body weight

	Allergies
	Nil

	Medications
	COPD

· Tiotropium Inhaler (Spiriva) 18mcg, 1 puff daily

· Salbutamol nebulizer 5mg q4h prn (as needed) when short of breath

TURP 

· Tamsulosin 1 tablet daily 

Arthritis

· Panadol Osteo 2 tablets qid (4 times a day)  prn

	Tobacco
	Smokes a couple of cigarettes a day. Used to smoke 2 packets a day but has tried to cut down due to his breathing problems and because it is expensive.

	Alcohol
	A few stubbies of beer when watching the football on TV

	Illicit Drug Use
	Never


Family
	Living Arrangements
	Lives alone in own home

Garden has been overgrown at times

Has steps at access points to house

	Relationship Status
	Used to live with his mum until she died. Never married and has no children.

	Children
	None

	Mother
	Mother died 15 years ago from complications of dementia. She spent her final 3 years in a nearby nursing home and he visited her daily. 

	Father
	Left when he and his sister were young does not know what happened to him.  

	Siblings
	One younger sister Eileen who lives in a country town. She comes to visit him a few times a year but it is difficult as she does not drive. Eileen has 2 children and Stan has left them all his money in his will even though he does not see them much as they are “family”.

	Responsibilities
	· Helps, when he can, his neighbour Doris by running a few errands for her and bringing in her rubbish bins each week.

· Does all of his own cleaning and household chores but is not keen on these tasks.

· Eats most meals at home that he prepares himself, basic cooking e.g. heating up a pie, sausages and potato.

· Has no services or formal supports.


Psycho-Social
	Affect
	Quiet, seems a bit vague

Needs repetition of information,   

	Activity
	Quite isolated. Says he is a bit lonely but “used to it now”.

Follows the local football team and places an odd bet on the greyhounds at the TAB usually on a Saturday

	Relationships
	A couple of mates who live around the area that he sees occasionally when he has a pint at the local hotel.


Employment
	Occupation
	Taxi driver

	Employer
	Retired about 10 years ago

	Work duties
	Not relevant


Orders / Plan

· Discharge home

· Has had an OT shower and dressing assessment 

Has been identified that an OT home assessment should occur to identify falls hazards and need for advice/recommendations.
Frank Collins: Simulated Patient Briefing 
Summary

· Frank is an inpatient in Geriatric Evaluation and Management (GEM) ward following a fall just over two weeks (16 days) ago and subsequent injuries. He lives alone.

· He has been on the ward for 2 weeks

Context/Presenting condition

· Frank had a fall at home on his front path and his neighbour found him there and called an ambulance. He was admitted to the short stay unit at the acute campus of Health Enhance and 2 days later was then transferred to the GEM ward. 

· He has had 3 other falls in the last 2 years but this is his first fall related admission to hospital. The previous falls have occurred inside his home, on the steps at home and in the community. On all these occasions he was able to get himself up off the ground.

Medical history

· Chronic Obstructive Pulmonary Disease (COPD) which leads to shortness of breath

· Rheumatoid arthritis in finger joints of both hands (joints ache and are painful especially when the weather is cold)

· Conjunctivitis (eye infection which he has occasionally)

· Scarlet fever when he was a lad

· Transurethral resection of the prostate (TURP) 18 months ago. This is a type of prostate surgery done to relieve moderate to severe urinary symptoms caused by an enlarged prostate. 

· Occasional urinary incontinence which means he has to rush to the toilet at times 

· Low body weight, lost weight in past year, poor appetite

· Hearing: Mild deafness in left ear

· Vision: Wears glasses at all times

· Medication: Frank is taking medication to assist with his breathing, his arthritis and his prostate problem 

· Allergies: none

· Alcohol: A few stubbies of beer when watching the football on TV
· Tobacco: Smokes a couple of cigarettes a day. Used to smoke 2 packets a day but has tried to cut down due to his breathing problems and because it is expensive

· Visits his GP only when he feels it is really important such as being really sick or if he needs a new prescription for his tablets

Current Symptoms/Function:

· Mobility.

· Walking with 4 wheel frame as pain in left hip allows (previously walked with single point stick in his right hand, outside of the home). He walks with a bit of a limp trying to keep some weight off his left hip. Balance when walking is decreased mildly

· Pain

 6/10 when walking (left hip area), 2/10 on rest

· Grazed hands

· Badly bruised face (resolving) and torso (trunk), especially his left hip.

He has been assessed by the multidisciplinary team on the ward including doctors, nurses, physiotherapist, social worker, dietitian and occupational therapist.

Frank has been having physiotherapy most week days which involves walking on the ward and some balance exercises. The dietitian has ordered Sustagen to “fatten him up”.

He has had an assessment by the occupational therapist in the shower on the ward and they watched him get dressed. 

Presentation: Appearance, Clothing and Props.

· Bruising on face especially around nose and under eyes (that is fading)

· Wearing own trousers (too big) held up with belt, oversized, worn shirt and slippers, fingerless gloves

· Rubs the knuckles on his hands occasionally as they are a bit painful

· Has a 4 wheel walking frame

· Unshaven, hair a little messy

· Wears glasses 

· A little hard of hearing, may ask for conversations to be repeated

Social history 

Used to live with his mum in their own home until she died. Never married.

· Mother: Died 15 years ago from complications of dementia. She spent her final 3 years in a nearby nursing home and he visited her daily. 

· Father: Left when he and his sister were young, he does not know what happened to him.  

· Siblings: One younger sister Eileen who lives in a country town. She comes to visit him a few times a year but it is difficult as she does not drive. They talk on the phone every couple of weeks. Eileen has 2 children and Frank has left them all his money in his will even though he does not see them much as they are “family”.

· Children: Has no children

Frank is on an aged pension.

Activities of daily living including leisure and work

Previous

Self-care: Able to care for himself. Usually only has a shower once a week and has a sponge wash the other days. Bit wobbly in the shower

Has a bucket beside his bed to use in the night instead of going to the toilet

Meals: Eats most meals at home that he prepares himself, basic cooking eg heating up a pie, sausages and spuds.

Domestic chores: Does all of his own cleaning and household chores but is not keen on these tasks. 

Frank has no services or formal supports.

Helps, when he can, his neighbour Doris by running a few errands for her and bringing in her rubbish bins each week. If he sees her in her front yard they have a chat

Walks to the local shops and buys a few things regularly

Previously walked around his house without a walking aid but if needs he would steady himself with his hand on the wall or furniture. Used a stick (which he bought at the local opportunity shop) when going outside or down the street.

Leisure/interests

Follows the Western Bulldogs football team and places an odd bet on the greyhounds at the TAB usually on a Saturday. He has a couple of mates who live around the area that he sees occasionally when he has a pint at the local pub.

Employment

Was a taxi driver, retired about 10 years ago.

Transport

Does not drive anymore but does have his car in the garage “just in case”! Usually gets around by walking, will take public transport if he has to go into “town” but avoids this. Takes a taxi to his doctors.

Home

· Lives alone in his own house. 

· In the past the garden has at times been overgrown and full of rubbish and has needed to be cleaned up.

· There are access issues with steps at the front and back of the house.

· The bathroom and toilet …..(needs to be completed based on home used in activities)
· There are trip hazards such as power cords across the floor, bedspread hanging onto bedroom floor, plastic bags filled with unknown items on the floor and rugs/mats in most rooms

Behaviour, affect and mannerisms

· Quiet, proud, self-reliant man

· Private, does not like to disclose that he is finding it a little difficult managing at home

· Does not initiate conversation but tries to answer questions honestly without giving too much away

· Tends to breathe in through his nose and out through his mouth (through pursed lips) consistent with breathing habits of people with COPD

· Tends to look at his lap unless being spoken to 

· Appears shy and a bit vague

· Can be found to ask the same question or repeat himself (maybe due to being forgetful)

· Quite isolated, says he is a bit lonely but “used to it now”. Still misses his mum.

General Ideas

· Concerned about new things, does not like change

· Realizes he has lost weight as his clothes are big on him but he is not often hungry and does not like cooking

· Knows he should probably stop smoking due to his breathing problems but has tried before and it was too difficult

· Have not had any visitors since being in hospital. Thought Eileen’s children might pop in. 

· Frank has enjoyed the general company of the others in the ward. Tries to help the “old dears” by getting them a magazine or ringing the nurse call bell for them. Likes a chat with the nurses.

Concerns

· Does not want to live in a nursing home like his mum did

· Wants to die at home

· Does not want the hospital staff to visit his house as they may not think it suitable for him to return home to. But if he does not agree to the visit they may send him to a nursing home anyway.

· Wants to manage by himself, not keen on any services like meals on wheels

· Doesn’t like it when people want to come and tidy up things like they did in his garden a while back

· He thinks the staff at the hospital believe he is getting dementia just like his mum because he forgets things

· Feels shaken up by the recent fall, nervous he will fall again but does not want to tell this to any of the hospital staff

· Staff want him to have a personal alarm 

Expectations and goals

· Go home as soon as possible

· Does not want to have anyone coming to give him meals or clean his house

· Wants to walk again just with his stick

Frank Collins: Ward Doctor Briefing
1. Title

Name:  

Dr. Rosie McClasky

Position:
Geriatrician:  GEM ward 



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the treating doctor on the GEM ward (Aged Care) at Health Enhance, you have worked on this ward for 2 years

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for one of your patients Frank Collins.  Frank is 74 years old and has been admitted to the ward following a fall.  He has been on the ward for 2 weeks.

The nature of the interview today is to gain your perspective on how Frank is progressing medically and any concerns you have re his discharge home

3. Learning objectives 

· Establish rapport with the doctor during the interview

· Conduct an effective telephone interview with the doctor.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining an update on Frank Collins medical condition

5. Setting

· The ward clerk has put this phone call through to your office on the ward

· You were about to leave the ward to go to lunch which is already overdue 

Specifically for the simulated doctor

6. Affect/behaviours

· Aware that students need to learn but keen to not lose her lunch break

· Sounds kind and caring 

· Rattles off medical terms without being aware that they may not be understood

7. Opening lines/questions/prompts

· “Ah yes Frank, he is a worry”

8. Doctor’s ideas, concerns and expectations of the interaction

Ideas
· Wants to give Frank dignity of choice but feels that going home is probably not in his best interest

· Thinks his medications should be reviewed

· Does not think that Frank is disclosing how he is coping at home, maybe hiding difficulties such as how many falls he has had

· Noted he has urge incontinence which would put him at risk of falling as he would have to rush to the toilet

· Noted that difficulties breathing may contribute to fatigue and in turn self-neglect

Concerns
· Worried that Frank is socially isolated

· This is Frank’s third fall (that she knows about) and it is not likely to be his last.

· Concerned about Frank’s low weight and apparent lack of appetite

· Wondering about whether Frank’s vagueness and diminished recall are the early stages of dementia

· Wonders if he actually makes himself meals

Expectations
· Frank will be readmitted again in the near future probably following another fall

· Frank may need to continue to use the walking frame now rather than a stick

9. Patient’s history of the problem

Frank had a fall at home in his front yard about 16 days ago. He was found by his neighbour and taken to the acute hospital and then transferred to the aged care ward at Health Enhance. Frank badly bruised his face (which is resolving), hurt his left hip and severely grazed his hands. His walking was affected and his balance diminished. He has been in this ward for 2 weeks and has been seen by the physiotherapist, social worker, dietitian and occupational therapist

10. Patient’s past medical history

· TURP

· COPD

· RA in hands

· Falls

· Still smoking

11. Patient’s family history

· Is not sure of any family that can provide practical assistance

· Noted that Frank’s mother had Alzheimer’s Disease

12. Patient’s social information (work, lifestyle, habits)

· Has been told by the charge nurse that he has not had any visitors whilst on the ward

· Noted in the medical record that Frank used to be a taxi driver

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Frank Collins: Social Worker Briefing Notes
1. Title

Name:  

Bronwyn Galata

Position:
Social Worker



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the Social Worker on the Geriatric Evaluation and Management (GEM) Ward of Health Enhance. You have been a Social Worker for 22 years

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for one of your patients Frank Collins.  Frank is 74 years old who was admitted to the ward 2 weeks ago following a fall at home.

The nature of the interview today is to gain your perspective as Frank’s Social Worker as to any concerns you may have for his upcoming discharge home alone

3. Learning objectives 

· Establish rapport with the Social Worker during the interview

· Conduct an effective telephone interview with the Social Worker.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of understanding more about Frank’s social situation and services that may be able to be utilised to support his discharge home alone

5. Setting

· You are seated by yourself in your own office in the hospital

Specifically for the simulated Social Worker

6. Affect/behaviours

· Welcoming

· Chatty and a little tangential

· Sounds very knowledgeable about aged care 

7. Opening lines/questions/prompts

· “Yes it is good that we discuss Frank as I have concerns about him and how he is going to manage”

8. Social Worker’s ideas, concerns and expectations of the interaction

Ideas
· Seen lots of patients like Frank in her years as a Social Worker

· Thinks that Frank would be happier living in residential care as he would have supports and company

· At the minimum would like Frank to accept services, maybe attend a planned activity group or Meals on Wheels

· Would like the Occupational Therapist to complete a home assessment and functional cognitive assessment

Concerns
· Worried that Frank is not managing at home

· Based on what the Dietitian has said about his low body weight thinks that Frank is probably not eating properly or looking after his own health

· Wonders about the state of Frank’s house based on his reluctance to have any services such as Meals on Wheels or Home Help. Thinks he may be hiding a house that is in serious disrepair

· Believes that Frank is likely to be readmitted due to self-neglect issues or another fall

· Has noticed that Frank does not seem to recall her and wonders if his memory is failing

Expectations
· Does not expect Frank to accept any assistance/services despite having tried on a number of occasions to suggest different options and to point out the affordability of them

9. Patient’s history of the problem

Frank had a fall at home in his front yard about 2 weeks ago. He was found by his neighbour and taken to the acute hospital and then transferred to the aged care ward at Health Enhance. Frank badly bruised his face (which is resolving), hurt his left hip and severely grazed his hands. His walking was affected and his balance diminished. He has been in this ward for a week and has been seen by the physiotherapist, social worker, dietitian and occupational therapist

10. Patient’s past medical history

· Has noted in the medical record that Frank has many comorbidities (lots of medical conditions)

11. Patient’s family history

· Believes Frank was close to his mother and senses that her death was a big loss to him

· Has a sister who lives in country town. Frank seems fond of her but does not see her often

12. Patient’s social information (work, lifestyle, habits)

· Difficult to get Frank to divulge much information about this area of his life

· Knows he has had no visitors whilst in the ward 
· Frank has mentioned that he follows the AFL especially the Bulldogs

· Used to go to the shops regularly, walking with his stick. Thinks he might use public transport sometimes

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Frank Collins:  Sister Briefing Notes
1. Title

Name:  

Eileen Putnam

Position:
Sister

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the younger sister and only sibling of Frank.

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for your brother Frank Collins. Frank is 74 years old and is in hospital following a fall at his house. 

The nature of the interview today is to gain your perspective on how Frank has been managing at home and any concerns you have re his returning to live by himself. 

3. Learning objectives 

· Establish rapport with Frank’s sister during the interview

· Conduct an effective telephone interview with the sister.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about Frank’s life and how he was managing prior to his admission to hospital

·  Identify any barriers/considerations there are for his discharge home. 

5. Setting

· You are at home 

Specifically for the simulated sister

6. Affect/behaviours

· Concerned about disclosing Frank’s personal informal as he is a private person

· Takes a while to understand that the phone call is in Frank’s best interest

· Seems a little awkward and shy

· Apologetic that she does not know all the answers to the questions as she does not see Frank regularly

· Sad that Frank is having to cope with things himself and wishes she was of more help, feels a little neglectful 

7. Opening lines/questions/prompts

· “What are you planning to do with this information; does Frank know you are talking to me?” 
8. Sister’s ideas, concerns and expectations of the interaction

Ideas
· Wishes Frank had married and had some children so he would not be so alone now

· Believes Frank can be very stubborn and not willing to change

· States that Frank is a very private person 

· Frank has mentioned many times to her that he does not want to end up in a nursing home like their mum and hopes to die peacefully in his favourite arm chair

· Frank is very frugal with his money

Concerns
· Is worried that Frank’s memory might be going like their mothers did. He seems forgetful on the phone and she has to repeat stories

· Has noticed that Frank has lost quite a bit of weight in the last year

· Last time she visited Frank the house seemed to be even more full of things than normal and was looking quite rundown. Has heard he had someone in to clean it up recently

· Frank seems to be having a lot of falls, she has suggested him get rid of some stuff to make it safer

Expectations
· Would like the hospital staff to encourage Frank to get assistance especially with his meals 

· Wonders if the social worker could take Frank to have a look at alternative places to live

· Knows that Frank will go home even though he would enjoy more company

9. Patient’s history of the problem

Frank had a fall at home in his front yard about 2 weeks ago. He was found by his neighbour and taken to the acute hospital and then transferred to the aged care ward at Health Enhance. Frank badly bruised his face (which is resolving), hurt his left hip and severely grazed his hands. His walking was affected and his balance diminished. He has been in this ward for a week and has been seen by the physiotherapist, social worker, dietitian and occupational therapist

10. Patient’s past medical history

· Frank has a bad chest due to smoking too much

· He had a “men’s procedure” a while back related to his “water works”

· Frank sometimes complains that his joints hurt especially when the weather is cold

11. Patient’s family history

· Frank and Eileen grew up in the house that Frank still lives in

· After Eileen’s marriage she moved to a country town. When Frank was younger he would visit her but he does not drive anymore and as Eileen does not drive either they only see each other a few times a year. Eileen rings Frank every fortnight usually on a Sunday night after the evening news

· Eileen was not as involved in caring for their mother due to living so far away. Frank was very close to their mum and she knows that Frank misses her greatly

12. Patient’s social information (work, lifestyle, habits)

· Knows Frank’s neighbour Doris as she has lived in the street for many years. Eileen has asked Doris to keep an eye out for Frank and to give her a ring is she is particularly concerned

· Frank used to find working as a taxi driver very stressful and she is glad he does not do this any more

13. Considerations in playing this role including wardrobe, makeup and challenges:

· Coughs often through telephone conversation, states this is due to her horrible habit of smoking
Frank Collins: OT Activities & Props
Sub groups

	
	Observed tasks in a ward setting

With patient 


	Activities in a home environment

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Ward bedroom

- transferring in and out of a hospital bed

- transferring in and out of bedside chair

- mobilizing around room
	Patient’s home

-  bedroom

- lounge room

	Group B
	OT kitchen

- preparing  cheese sandwich

- making a hot beverage

- mobilizing around kitchen
	Patient’s home

- kitchen

	Group C
	Ward bathroom

-  transferring in shower

-  transferring on/off toilet
	Patient’s home

- bathroom

- toilet


Group A

	On campus requirements

Ward bedroom

· Hospital bed

· Over bed table 

· Long handled pick up stick on over bed table (with OT sticker on it)

· Beside cupboard

· Adjustable height bedside chair with arms

· 4 wheel walking frame with seat


	Off campus requirements

House - Bedroom

· Single bed

· Bucket beside bed

· Arm chair (low) no arms

· Preferably dressing table, washing basket (to hinder circulation space) 

· Power cords, extension cords running over floor

· Number of rugs on floor

· A few pair of shoes near bed and a sock on floor


Group B

	On campus requirements

OT department kitchen

· Kettle electric

· Adjustable height bedside chair

· 2 wheel walking frame with seat

· Fridge with cheese, margarine, milk 

· Kitchen table and adjustable height chair with arms

· Coffee, tea and sugar on bench
	Off campus requirements

House - Kitchen

· Table with low chairs with no arms

· Cluttered kitchen bench

· Plastic bags filled with “stuff” on floor, hindering circulation space




Group C

	On campus requirements

Ward bathroom

· Shower recess

· Toilet

· Towels

· Adjustable height shower seat with arms


	Off campus requirements

House - Bathroom

· Preferably shower over bath, cake of soap in base of bath

· Towels on rack

· Toiletries in lower shelf in bathroom cupboard

· A number of  bathroom mats

· Electrical cord running over doorway into bathroom

· Plastic rubbish bin

· Pair of slippers on floor

· Cluttered bench tops
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Referral Form
	Surname:      COLLINS
Given Name: FRANK          DOB: 16/11/40                           Sex: MALE
Address: 9 Brewster Street

Suburb, Postcode



	Referred from
	 Short stay unit
	Referred to
	Geriatric Evaluation & Management (GEM) ward

	Interpreter Required:  Yes   ☐          No  ☒           Language: English

	[image: image29.jpg](S

NEWCASTLE



Diagnosis: Fall resulting in bruised face and torso, decreased balance/confidence. Past medical history: TURP 18 months ago, COPD, RA in hands, falls in past, occasional urinary incontinence, low body weight

	Social Situation: Single, no children, lives alone. Has 1 sister

	 On aged pension, no services

	Home Assessment Completed: Yes  ☐        No   ☒           Required   ☒      

	Equipment Provided: Walking frame by PT

	

	Current Occupational Performance

	PADLS: Independent in meals and grooming. Needs assistance with showering

	

	

	DADLS: not assessed. Previously was getting no assistance with this

	

	Mobility/Transfers (Including Aid): Decreased balance. Walking with frame now.

	Decreased endurance, pain when walking esp. L hip

	

	Referral Goals:  1. Home Assessment with focus on falls prevention

	2. Functional mobility and transfer assessment 

	  3. Personal and domestic ADL assessment and retraining

	4. Cognitive assessment, seems forgetful

	Therapist: 

T. Walker
	Date:

	Consent Obtained:     Yes   ☒        No   ☐          


Primary Physical Case: Jade King

Jade King
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Jade King: Health history
Case Authors: 
[insert case author, insert case author email address/ contact number]
Client Details
	Name
	Jade King

	Date of Birth
	11/07/ 1981

	Address
	97 Hillside Drive 

Suburb, Postcode

	Health Insurance
	Medibank Private

	Work Injury 

Claim Number:
	Not relevant


Medical / Surgical History
	Presenting Condition / 

Current Presentation


	Relapsing- Remitting Multiple Sclerosis. She was diagnosed with this 3 years ago

Current Symptoms:

· Intermittent blurred vision

· Fatigue

· Decreased concentration/recall especially when tired

· Decreased sensation/numbness of hands

· Mildly ataxic gait

	History of 

Presenting Condition


	Initial symptoms:

· Light headed 
· Tiredness particularly in the afternoons
· Muscle spasm in her legs
· Slight blurring of vision which would resolve

	Past Medical / Surgical History
	Tonsillectomy when 6 years old

	Allergies
	Horse and cat fur

	Medications
	Disease modifying agent

· Glatiramer acetate (Copaxone®) 20mg subcut once daily

Additional

· Vitamin D 1000 international units (1 tablet) daily

	Tobacco
	Non-smoker. 

	Alcohol
	Used to have the occasional glass of white wine but since diagnosis does not drink

	Illicit Drug Use
	Nil


Family
	Living Arrangements
	Lives in a two storey house in a new housing estate located about 30 km from city centre.

Have lived in Australia for past 4 years.

	Relationship Status
	Has been married to Philip for 7 years.

	Children
	Son Lewis 6 months old.

	Mother
	Deceased: died of breast cancer 9 years ago 

	Father
	Father healthy and remarried and living in New Zealand

	Siblings
	2 younger sisters (Pearl and Skye) who live in New Zealand

	Responsibilities
	Home duties


Psycho-Social
	Affect
	Sad and worried

Lonely and feels socially isolated

	Activity
	Limited by her MS and having a 6 month old baby

	Relationships
	· All of her family live in New Zealand 

· Moved to Australia 4 years ago as her husband got a work transfer 

· Philip’s mother lives on the other side of the city and tries to assist as much as possible but she works part time

· Has made friends with a few local women in a mothers group

· Enjoys the company provided by their 3 year old dog Esky an Australian Shepherd

· Occasionally sees previous work colleagues


Employment
	Occupation
	Previously worked as a primary school teacher 

	Employer
	No longer working

	Work duties
	N/A


Orders / Plan

· Daily physiotherapy and occupational therapy 

· Occasional social work sessions

Jade King: Simulated Patient Briefing
Summary

· Jade has had Multiple Sclerosis (MS) for the past three years.

· Following an acute exacerbation she has been admitted to hospital.

Context/Presenting condition

· Jade is a patient in the rehabilitation ward at Health Enhance. She was admitted to the emergency department following an acute exacerbation of her Relapsing- Remitting Multiple Sclerosis. 

· She was transferred two days later for a bout of therapy specifically to improve her walking/balance and her ability to look after her baby. 

Medical history

· Had her tonsils out when she was 6 years old

· Hearing: No problems

· Vision: At times has blurred vision

· Medication: Jade is taking medication for her MS and takes Vitamin D

· Allergies: Horse and cat hair

· Alcohol: Used to drink the occasional glass of wine, but does not drink since she diagnosed with MS
· Tobacco: Nil

· Illicit drug use: Nil

· Regularly sees her local GP and every few months her Neurologist

Current Symptoms/Function:

Mobility/Balance/Endurance

· Ataxic (swaying) gait

· Walks with a single point stick

· Her balance is decreased 

· Feels weak and tired/fatigued especially as the day progresses 

Upper limb

· Has decreased sensation/feeling in her hands

· Has difficulty with fine manipulation

She has been assessed by the multidisciplinary team on the ward specifically the physiotherapist, social worker and occupational therapist

Presentation: Appearance, Clothing and Props.

· Wearing skirt, long sleeved top and cardigan, flat practical shoes

· No makeup

· Single point stick

Social history 

· Married for 7 years to Philip. Moved to Australia 4 years ago

· Mother: Alison who died of breast cancer 9 years ago

· Father: William who is remarried to Regina. They live in Wellington, New Zealand.

· Siblings: Two sisters Pearl (36 years old) and Skye (31 years old), both living in New Zealand

· Children: Baby son Lewis, who is 6 months old

Activities of daily living including leisure and work

Current

Activities of daily living

· Personal ADLs

Independent in all activities but has difficulty with tasks that require fine manipulation eg applying mascara, plucking her eyebrows.

Feels a little wobbly in the shower.

Sits down to put on her lower limb garments such as socks as she is concerned she might fall over. 

Independent in eating her meals but has at times has some difficulty cutting her meat.

· Domestic ADLs

Able to do most tasks with difficulty. Finds bending down difficult e.g. using dustpan and brush due to her decreased balance

Overdoes the chores and is often exhausted

Uses a food processor to reduce cutting and grating when cooking

· Childcare

Having difficulty with tasks that require fine manipulation e.g. putting plastic teat on formula bottles and adhesive tabs on disposable nappies. Finds bathing Lewis difficult.

· Community ADLs

Goes to the supermarket with Philip and her baby on the weekends as she finds it difficult to carry the groceries and look after Lewis. 

Leisure/interests

· Previously played the flute but has had little time to do this since having a baby

· Loved cooking especially vegetarian food and biscuits

· Likes to garden

· Follows a New Zealand rugby team

· Skypes to keep in contact with her family especially her 2 sisters in New Zealand

Employment

Used to be a primary school teacher

Transport 

Jade drives their automatic car to the local shops and GP. She finds it difficult to fold the pram and get it in and out of the boot. Jade has noticed her concentration is not as good in the afternoon and she can be a bit distractible when tired.

Home

Lives in a two storey house in a new housing estate located about 30 km from city centre.

It has split system heating/cooling in the bedrooms and main living area.

There is one small bedroom/study downstairs and the others are upstairs.

The backyard is medium sized and is now getting a bit overgrown

Behaviour, affect and mannerisms

· Quietly spoken with New Zealand accent

· Seems on the edge of tears, sad

· A little reserved

General Ideas

· Wishes her family were nearby to provide assistance and support

· Is a bit lonely, glad for the company of their dog

· Feels that she and Philip communicate well together and has found him very supportive and loving. Philip is relishing his role as a father. 

Concerns

· Feels she is having to ask too much of Philip who is tired when he comes home from work and then has to assist with childcare and domestic chores

· Concerned that summer is approaching and Jade finds the heat really knocks her about

· Worried that Philip’s sleep is interrupted by him getting up in the night to give Lewis his bottle  and to settle him

· Feels very sad, this is not the life she had hoped for. She is very pleased to have had Lewis who was planned, but is concerned that if her MS progresses rapidly she will not be able to mother him as she would like

· Would like to have had 2-3 children but feels that now she probably will only have one

· Thinks that their home may become unsuitable for her if her mobility becomes worse in the future

Expectations 

· To be able to safely and more easily care for Lewis

·  To go to the local shopping centre with him

· To continue to drive at a minimum in her local area

· To be able to cope with the household chores

Jade King: Ward Doctor Briefing
1. Title

Name:  

Dr. Joan Wilmott

Position:
Rehab. Consultant (Neurology)



Inpatient Rehabilitation Ward

                        
Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are one of the doctors on the Rehabilitation Ward.  You work on a sessional basis and have held this position for the past 7 years

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for one of your patients Jade King.  Jade is 34 years old who has Multiple Sclerosis.

The nature of the interview today is to gain your perspective on how Jade is progressing medically and any concerns you have re her discharge home and community integration. 

3. Learning objectives 

· Establish rapport with the doctor during the interview

· Conduct an effective telephone interview with the doctor.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining an update on Jade King’s medical condition

5. Setting

· You have just finished in case conference on the ward and are about to leave to attend the neurological outpatient clinic

Specifically for the simulated doctor

6. Affect/behaviours

· Efficient and professional sounding

· Clear communicator

· Discusses Jade’s case with authority

7. Opening lines/questions/prompts

· “I am fine to talk to you as long as you make it snappy, I am late for clinic”

8. Doctor’s ideas, concerns and expectations of the interaction

Ideas
· Thinks it unlikely that Jade will return to her previous occupation of teacher

· Jade’s MS is progressing and her function gradually deteriorating, with each exacerbation leaving her a little worse off

· Thinks that whilst Jade is on the ward they should do a complete review of her medication management

· Needs to liaise with Jade’s neurologist prior to discharge re follow up care in the community 

Concerns
· Jade seems exceptionally fatigued and is overdoing things at home

· Wonders about the viability of Jade continuing driving

· Unsure how to advise Jade re the option of having more children

· Jade seems to be a little forgetful, is this related to her feeling anxious or part of her disease?

Expectations
· Jade may not be able to drive within a couple of years, if not sooner. The disabled parking permit recently obtained will help with access in the community.

· Knows from experience that Jade’s condition will deteriorate over time

· Jade should be able to go home in about 2 week’s time, with community therapy follow up

9. Patient’s history of the problem

Jade has had relapsing- remitting multiple sclerosis for the past 3 years. Her first symptoms were tiredness and blurred vision which resolved over a number of weeks. She now experiences fatigue that worsens over the day and with hot temperatures. Jade has been admitted to the rehabilitation ward following an exacerbation of her MS which has left her with a mildly ataxic (swaying) gait, decreased sensation/numbness in her hands and very mild problems with recalling information.

10. Patient’s past medical history

· Largely unremarkable until she was diagnosed with having Multiple Sclerosis

· Jade was previously not walking with an aid but now requires a stick

11. Patient’s family history

· Is aware that Jade’s mother died of breast cancer

· No history of MS in her family

12. Patient’s social information (work, lifestyle, habits)

· Lives with her husband and 6 month old baby Lewis

· Seems well supported by her husband

· Does not have much time for anything other than caring for her baby

· Prior to childbirth she worked as a primary school teacher

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Jade King: Physiotherapist Briefing Notes
1. Title

Name:  

Bettina Young

Position:
Neuro. Physiotherapist

Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You have been working as a neuro. physiotherapist on the Rehabilitation ward for the past 18 months.

You are being interviewed today by second-year Occupational Therapy students who are developing a rehabilitation/discharge plan for one of your patients Jade King.  Jade is 34 years old and is a first time mum. She also has Multiple Sclerosis.

The nature of the interview today is to gain your perspective as Jade’s physiotherapist as to how Jade has been progressing particularly with her walking and physical functioning and any concerns you may have for her impending discharge home

3. Learning objectives 

· Establish rapport with Jade’s physiotherapist during the interview.

· Conduct an effective telephone interview with the physiotherapist.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of understanding Jade’s condition specifically in the areas of mobility, endurance and upper limb function following her recent exacerbation of MS. This is to assist with planning for her discharge home.

5. Setting

· You are located in a large communal physiotherapy office in the hospital. This office has a window into the physiotherapy gym, so you can see your patients doing their physiotherapy program

Specifically for the physiotherapist 

6. Affect/behaviours

· Seems very concerned for Jade

· Speaks slowly, open to questions

7. Opening lines/questions/prompts

· “Hello, what specifically would you like to know about Jade?”
8. Physiotherapist’s ideas, concerns and expectations of the interaction

Ideas

· Jade’s mobility and balance are deteriorating and she now needs to use a stick

· Her balance is affected and she is having difficulty going up and down stairs and reaching down to low levels or up to high levels

· The sensation in Jade’s hands is altered and she has stated they feel numb and lack coordination

· Jade’s physiotherapy sessions are scheduled in the morning when she is less tired

· Jade commonly mentions her baby Lewis and how much she is missing him and looks forwards to his visit each day 


Concerns
· Jade appears very fatigued  and generally weakened 

· Realises that being a mother is tiring as Bettina herself has a young child

· Jade may be a falls risk especially when tired or carrying items

· Noted she sometimes has to repeat information/instructions to Jade and now writes them down for her

Expectations

· Would benefit from home based community therapy when she is discharged

· May need to use a walking frame in the near future

9. Patient’s history of the problem

Jade has had relapsing- remitting multiple sclerosis for the past 3 years. Her first symptoms were tiredness and blurred vision which resolved over a number of weeks. She now experiences fatigue that worsens over the day and with hot temperatures. Jade has been admitted to the rehabilitation ward following an exacerbation of her MS which has left her with a mildly ataxic (swaying) gait, decreased sensation/numbness in her hands and very mild problems with recalling information.
10. Patient’s past medical history

· Noted that her condition has gradually deteriorated over the past few years

11. Patient’s family history

· Jade lives with her husband Philip 

· He seems very supportive and receptive to information and suggestions

· Has been told that all of Jade’s family is in New Zealand

12. Patient’s social information (work, lifestyle, habits)

· Was previously a primary school teacher 

· Jade has mentioned she used to love cooking

· From discussion gets the impression that Jade is poor at pacing and has high standards for herself

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Jade King: Husband Briefing Notes
1. Title

Name:  

Philip King

Position:
Husband

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the husband of Jade King and have been married to Jade for 7 years

You are being interviewed today by second-year Occupational Therapy students who are developing a rehabilitation plan for Jade. Jade is 34 years old and is a stay at home mum with your 6 month old baby son.

The nature of the interview today is to gain your perspective as Jade’s husband Philip and to explore with you the challenges that are faced by Jade and yourself in relation to her MS and childcare activities

3. Learning objectives 

· Establish rapport with Jade’s husband during the interview.

· Conduct an effective telephone interview with the husband.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about how they are managing at home with Jade’s MS and now with a baby

· Ascertain what assistance Philip is able to provide 

5. Setting

· You are in your office at work

Specifically for the simulated husband

6. Affect/behaviours

· Sounds weary and a little despondent

· Willing to discuss his and Jade’s home life if it will help Jade

· Seems a little on edge as he is expecting an important work call shortly

7. Opening lines/questions/prompts

· “I really want to support Jade and if there is anything you can suggest to help us would be great”.

8. Husband’s ideas, concerns and expectations of the interaction

Ideas
· Despite loving being a new dad, wonders if they did the right thing having a baby as it is very tiring on both of them

· Feels that he and Jade have a strong and caring relationship and wants to protect and support her

Concerns
· Unsure of what the future holds for them, will Jade be able to keep up with Lewis when he is running around? 

· The everyday activities of looking after Lewis are difficult  and tiring for Jade

· Worries that Jade seems to be withdrawn and sad and she is really missing Lewis

· Gets frustrated at times with Jade when she overdoes things such as the house cleaning. He knows that she wants to be useful and not a burden on him but this is not helpful as she is then exhausted.

· Has noticed that Jade has difficulty using her hands due to numbness. Examples of this are the little press studs on Lewis’ clothes, opening the baby formula containers and the adhesive tabs on the disposable nappies

· Her walking gets worse as the day goes on. This makes it difficult for her to carry things.

· Does not want Jade to be housebound and wants her to be able to go out with Lewis

· Some days he needs to help Jade with things such as doing up her bra, opening containers and carrying the laundry down the back steps

Expectations
· Hopes that Jade may be able to get some practical advice  
· Would like the doctors to review her medications

9. Patient’s history of the problem

Jade has had relapsing- remitting multiple sclerosis for the past 3 years. Her first symptoms were tiredness and blurred vision which resolved over a number of weeks. She now experiences fatigue that worsens over the day and with hot temperatures. Jade has been admitted to the rehabilitation ward following an exacerbation of her MS which has left her with a mildly ataxic (swaying) gait, decreased sensation/numbness in her hands and very mild problems with recalling information.

10. Patient’s past medical history

· Jade has Multiple Sclerosis and has periods when she is worse 

· Prior to being diagnosed with MS she was completely well

· Jade needs to take medication to keep the MS under control

11. Patient’s family history

· All of Jade’s family live in New Zealand

· Her mother died before they meet of breast cancer. From conversations with Jade it seems they were very close.

· She does not have a lot of contact with her dad

· Jade skypes her sisters regularly, especially Pearl, who also has a baby

12. Patient’s social information (work, lifestyle, habits)

· Jade used to work as primary school teacher which he believes she was very good at

· Jade does not have many friends but she does talk about the women she has met in the local new mothers group. Philip hopes this might develop into a support network for her.

· Jade was a keen cook and enjoyed playing the flute but does not do either much these days

· Jade likes the house to be neat and tidy and was the one who initiated the chores, he does not mind a messy house

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Jade King: OT Activities & Props
Sub groups

	
	Observed tasks in an OT department

With patient 


	Activities in a large shopping centre

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Activity: Parking and pram handling

Treatment space or carpark (with car)

· Folding and unfolding baby pram

· Lifting it into boot (or simulation onto table top)
	Disabled parking space at large shopping  centre

· Consider conventional parking space vs disabled parking space

	Group B
	Activity: Mobilizing (walking with pram or stick) in tight and crowded spaces and selecting items off shelves

OT kitchen

· Reaching and lifting items off shelves at variable heights especially low and high

· Carrying items
	Supermarket: Shopping for baby items eg nappies, baby food, baby powder

Consider

· Crowded space

· Other shoppers 



	Group C
	Activity: Preparing baby’s bottle; pouring warm water into bottle; opening formula tin; scooping formula out of tin to correct measure; putting into bottle; putting on lid and shaking until mixed; replacing lid with teat and testing the temperature
	Shopping centre parents’ room or cafe


Group A
	On campus requirements

Treatment space or in car park with car

· Folding pram

· Walking stick
	Off campus requirements

Shopping centre parents’ room or cafe
Consider

· Location

· Layout 
· Suitability of facilities




Group B
	On campus requirements

Kitchen or other room with shelves

· Grocery items to lift on and off shelves of variable size and weight e.g. packet of disposable nappies, big tin of baby formula, baby food jars, baby powder etc.
	Off campus requirements

· Large preferably busy supermarket




Group C
	On campus requirements

Ward bedroom

· Formula with scoop

· Baby’s bottle with lid and teat 


	Off campus requirements

Shopping centre parents’ room or cafe 
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Occupational Therapy 

Referral Form 
	Surname:  KING                                

Given Name:  JADE          DOB: 11/07/81
Sex: FEMALE
Address: 97 Hillside Drive 
Insert Address


	Referred from
	 OT in emergency department
	Referred to
	Inpatient Rehab ward OT

	Interpreter Required:  Yes   ☐          No  ☒           Language:  English
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   Diagnosis: Exacerbation of relapsing- remitting Multiple Sclerosis. She was diagnosed 3 years ago. 

Currently having difficulties with balance/mobility and upper limb functioning. This affects childcare



	Social Situation: Lives with Husband in own home.  6 month old baby.   Home duties. No services

	 On maternity leave from teaching 

	Home Assessment Completed: Yes  ☐        No   ☒           Required   ☒     2 storey house 

	Equipment Provided: single point stick

	

	Current Occupational Performance

	PADLS: Independent in most tasks with difficulty

	Seated in shower

	

	DADLS: Not assessed yet

	

	Mobility/Transfers (Including Aid): Walking with single point stick and mildly ataxic gait 

	Independent transfers, falls risk

	

	Referral Goals:  1. Community access especially shopping. Drives automatic car

	2. Functional mobility assessment 

	3. Childcare activities particularly dressing/undressing  and changing baby nappies

	4.? cognitive changes – need for assessment

	Therapist: A. Tham
	Therapist: A. Tham
	Therapist: A. Tham
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Primary Physical Case: Rosa De Luca

Rosa De Luca
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Rosa De Luca: Health history
Case Authors: 
[insert case author, insert case author email address/ contact number]
Client Details
	Name
	DE LUCA, Rosa

	Date of Birth
	11.06.1950 

	Address
	13 Moore Street

Suburb, Postcode

	Health Insurance
	nib

	Work Injury 

Claim Number:
	Not relevant


Medical / Surgical History
	Presenting Condition / 

Current Presentation


	· Elective R. hip replacement 2 weeks ago

· Current precautions: no flexing hip greater than 90 degrees, no crossing legs, no twisting. Needs to sleep on back 

Current Function:

Physical

· Mobility: Walking with 2 wheel frame unsupervised, short distances inside the hospital.  Able to fully weight-bear but reluctant to do so. Walks with a limp. 

· Transfers: Independent, car transfers not assessed 

· Steps: Can manage two steps requiring at least one rail

· Pain: around surgery site and radiates down lateral aspect of right leg. At rest 4/10, Standing and walking 7/10. Pain feels like a burning sensation that is very unpleasant, worse when changing position and sitting for long periods

Activities of Daily Living

· Dressing: Independent upper body, needing assistance with lower body dressing. Asks for help to put on slacks and to put underpants over feet

· Showering on a shower chair, assistance required to dry lower limbs, especially her feet

· Toileting using over toilet frame

· Independent in personal grooming

· Domestic ADLs eg cooking to be assessed

	History of 

Presenting Condition


	· Progressive pain and stiffness in right hip over last 4 years, with severe levels for past year. 

· Prior to surgery Rosa only walked within her home using 4 wheel frame and needed assistance with activities of daily living (ADLs) including lower body dressing, washing and  drying lower body following showering. She did not participating in DADLs except light tasks such as folding washing, preparing food seated at kitchen table.

· Rosa voluntarily ceased driving 7 months before her surgery as it was too painful.

· Had elective surgery performed under general anaesthetic at Health Enhance and was in the Orthopaedic acute ward for 4 days.

· Started mobilizing with physiotherapist 48 hours post-surgery using 2 wheel frame.

· Transferred to subacute inpatient rehabilitation ward where she has been for past 5 days


	Past Medical / Surgical History


	· Osteoarthritis in left hip and lower back; has constant low grade pain. 

· Appendectomy when she was 26 years old

· Mild eczema on hands

· Fractured right wrist when a child

· High Cholesterol levels

	Allergies
	Nil

	Medications
	Analgesia
· Panadol  Osteo 2 tablets tds 

· Targin 10mg/5mg (1 tablet) bd  

· Endone 5mg q4h prn 

Antibiotics
· Augmentin duoforte 875/125mg (1 tablet) bd 

Cholesterol

· Atorvastatin 40mg nocte

	Tobacco
	Never smoked

	Alcohol
	Occasional glass of red wine with dinner

	Illicit Drug Use
	Nil


Family
	Living Arrangements
	· Lives with husband and cat “Smooky” in single story brick veneer home purchased when first arrived from Sicily in the 1970s 

· Large yard with vegetable garden and many fruit trees

· Has 3 steps at front with a rail on both sides and 2 steps at back

· Toilet inside bathroom. Separate shower recess

	Relationship Status
	Married to Dominic for 46 years.

Dominic is retired from his job at the meat packing factory. He spends a lot of time in the garden and goes to the Italian Social Club two afternoons a week. He is in good health apart from being a bit deaf. He has never assisted with the household chores but helped with home maintenance, the garden and servicing their car. 

	Children
	3 children: 1 daughter Sylvia who lives locally, 2 sons Sammy who lives in interstate and Johnny who lives in rural area.

5 grandchildren ages range between 2 years and 10 years

	Mother
	Deceased: heart disease 

	Father
	Deceased: work related accident when he was in his late 30s

	Siblings
	Had 5 siblings, 4 older and 1 younger. 2 deceased. Younger sister Angela lives locally, the others still live in Italy

	Responsibilities
	Worked in a factory making hosiery for a couple of years before she had children, has not engaged in paid employment since then. 


Psycho-Social
	Affect
	Reports feeling very scared that her hip may “pop out”

Her neighbour “down the road” had her hip done last year and it became infected and Rosa is worried that this may happen to her.

Sleeping poorly at night due to pain in her hip. This makes her weary during the day and she wants to have a rest on her bed in the ward every afternoon.

	Activity
	Was minding two of her preschool age grandchildren at her house (ages 2 years and 4 ½ years old) 2 days per week whilst her daughter was at work. Most of their care was provided by her (not Domenic).

Rarely left the house after she stopped driving

Previously enjoyed walking with her sister and dancing (Latin American)

Took up exercise in water classes last year in attempt to lose weight 

	Relationships
	Close family with daughter and her sister visiting her home regularly. Willing to accept assistance from them and husband. 


Orders / Plan

· To wear compression stockings for 5 more weeks to prevent deep vein thrombosis, day time only

· Can resume driving 6 weeks post-surgery

· Needs to sleep on back for 1 month post-surgery (if possible) or on unoperated side with pillow between legs

· Sexual activity can recommence once home, needs to take a “passive role” laying on back for 2 months post-surgery

Hip precautions to be adhered to for 3 months post-surgery.
Rosa De Luca: Simulated Patient Briefing
Summary

· Rosa is in hospital following an elective total hip replacement

· She has been on the rehabilitation ward for 5 days

Context/Presenting condition

· Rosa is an inpatient in a Rehabilitation Ward in Health Enhance. 

· She has been in this ward for 5 days following an elective Right total hip replacement performed under general anaesthetic. She was in the Orthopaedic acute ward for 4 days prior to this. 

· She started mobilizing with the physiotherapist 48 hours post-surgery using a 2 wheel frame (which she thought was probably too early and maybe a bit risky!).

Post-surgery instructions:

· She cannot bend down or touch her feet, cross her legs or twist until it is 3 months after her surgery. Rosa needs to also wear compression stockings for 5 more weeks to prevent deep vein thrombosis

· She needs to sleep on her back for 1 month after surgery

· She is allowed to resume driving 6 weeks after surgery once she has been reviewed by the Orthopaedic surgeon

Medical history 

· Has Osteoarthritis in her other hip and in her lower back which is painful but not nearly as bad as the pain that was in her right hip

· She has mild eczema on her hands and always washes the dishes with rubber gloves on. It can be a little itchy

· She had her appendix out when she was 26 years old and broke her right wrist when she was a child

· Hearing: No problems

· Vision: Wears glasses for reading only

· Medication: For pain relief, high cholesterol and antibiotics

· Allergies: None

· Alcohol: Occasional glass of red wine with dinner
· Tobacco: Never smoked

· Visits her GP regularly. Keen to get any problems checked out quickly. Very concerned about her health.

Current Symptoms/Function

· Mobility

Walking with 2 wheel frame unsupervised. She has been told she can walk “normally and put all her weight on her right leg” but she is reluctant to do this as she thinks her hip may not be strong enough. So she limps to minimize weight bearing on her right leg

Transfers: asks for assistance to get in and out of hospital bed. Says she cannot lift her “sore leg”. Using an over toilet frame and shower chair in hospital

· Pain

Located over the surgery scar and travels down the outside of her right leg. Pain levels at rest 4/10, standing and walking 7/10. Rosa feels her pain is like a burning sensation that is very unpleasant, and it gets worse when she changes position or has been sitting for long periods.  When she is sitting she is often moving a little to try to relieve the pain. Occasionally she will stand up and then sit down again.

Rosa has been assessed by the multidisciplinary team on the ward including doctors, nurses, physiotherapist, social worker and occupational therapist. Rosa goes to the physiotherapy gym every day except weekends. They get her to do exercises on a hard bed and lots of walking. They are now starting to practice steps.

The OT girl came and watched her have a shower on the ward and get dressed. She suggested different ways to do these activities to stop her hip “popping out” and left her with a long shoe horn and a thing to help put on socks. She also has been given a brochure about what she can and can’t do.

Presentation: Appearance, Clothing and Props.

· Tracksuit pants (bought by her daughter for the surgery and rehab – does not normally wear them and does not like them), T-shirt and cardigan. Runners with laces 

· Has a 4 wheel walking frame

· Well groomed, red lipstick

· Wears glasses for reading, would have them with her in case she needs to read something

· Speaks very good English with an Italian accent

· Always has a pen handy to take notes, so she can tell her husband and daughter what has been happening

Social history 

Rosa lives with her husband of 46 years, Dominic. He is retired from his job at the meat packing factory. Domenic spends a lot of time in the garden and goes to the Italian Social Club two afternoons a week. He is well but a bit deaf. Rosa thinks he sometimes pretends he can’t hear her. He has never helped out with the household chores but is good with home maintenance, the garden and servicing their car. 

· Mother: Deceased, heart disease about 10 years ago

· Father: Deceased, work related accident when he was in his late 30s

· Siblings: Had 5 siblings, 4 older and 1 younger. 2 have now passed away. Her youngest sister Angela lives locally, the others still live in Italy

· Children: Three children: 1 daughter Sylvia who lives in the next suburb and 2 sons Sammy who lives in interstate and Johnny who lives in rural area. She wishes her boys lived closer. Rosa’s 5 grandchildren are aged between 2 years and 10 years. Rosa minds her daughter Sylvia’s two children (2 years and 4 ½ years old) twice a week while Sylvia works in a casual position at the local supermarket.

Activities of daily living including leisure and work (prior to admission)

Previous

Activities of Daily Living

Needed assistance in the shower to dry her feet and legs.  She was using a garden chair in the shower recess. Needed help with dressing and undressing especially her lower limb garments and shoes

Was cooking simpler meals and her sister was bringing food around for her to just heat up (Domenic is hopeless at cooking!)

She needed Domenic and her daughter to help with the household chores such as vacuuming, cleaning bath, toilet etc.

Leisure interests

Rosa lives to cook, go walking with her sister Angela and used to dance Latin-American style (long time ago). She had many friends in the street. She goes to church each Sunday. Due to her pain she had not been going out recently.

Employment

Rosa worked in a factory making stockings before she had children. She still keeps in touch with a couple of the ladies from those days.  She has been too busy with the children and now grandchildren to ever work again.

Transport
Rosa had stopped driving 7 months ago because it was too painful. Domenic and her daughter drove her when she needed to go places

She and Domenic own their home and manage comfortably with the aged pension.

Current

Activities of daily living (ADLs) 

Dressing

Able to put on her t-shirt, bra and cardigan. Rosa asks for help to put on her underpants and track suit pants. She is not wearing socks and only slip on Crocs. The OT girl has shown her how to use a gadget to put on her socks but she thinks it will be easier for Domenic to help her until she can do it herself. The long shoe horn seems that it might be useful!

Rosa uses a shower chair on the ward and washes herself except her feet (which she hopes will be fine with the soapy water running over them). She has been shown another long gadget to dry between her toes but it does not do a very good job and would rather someone dry her lower legs and feet

Uses an over toilet frame on the ward and a high arm chair that can have its height altered

Rosa is independent in personal grooming such as cleaning her teeth, brushing her hair

Domestic tasks such as cooking, making a hot drink have not yet been tried

Home

Lives with husband and their cat (Smooky) in their own home.

Their home is a single storey. There are steps at the front and back entrances.

Behaviour, affect and mannerisms

· Talkative, loves to chat about her family and her medical condition

· She is scared her hip that has had the surgery will “pop out” 

· She is worried her hip will become infected like her neighbours did, when she had a hip replacement last year

· Asks quite a lot of questions and wants reassurance “do you think I am recovering well?”, “compared to other patients how am I going?”

· Maintains good, perhaps at times, intense eye contact

· If she is close enough will pat staff’s hand or arm to show affection

· Wants to write down important information

· She is quite tired as she is not sleeping very well due to the pain in her hip. Rosa would like to have a sleep on her hospital bed each afternoon but the staff are not keen on this and wants her to go to therapy. She finds this a little annoying but knows she should do her exercises.

General Ideas

· Thinks she is overweight and would like to do something about it but generally doesn’t as she loves to cook and to eat

· She thinks she is lucky to have a happy marriage and thanks God for this

· Was proud that she attempted water aerobics last year in an attempt to lose some weight but secretly knows that going to morning tea with the ladies afterwards probably did not help the cause

· Thinks it is a woman’s job to look after things inside the home and is worried that Domenic has had to help. He also does not do a very good job!

· Is concerned that Dominic may forget to feed Smooky

· Loves her grandchildren very much and is hoping for more 

· Feels sorry for her sister Angela who only has 1 grandchild

· She gets a bit embarrassed when the OT was asking her about sex and giving her suggestions as to how to do it safely!

Concerns

· That her hip will become infected 

· That her hip will pop out and she would then have to have more surgery on the same hip

· That in the future she will need to have a total hip replacement on her other hip

· If she does not recover fully she will not be able to “properly” look after her grandchildren and then what would Sylvia do?

Expectations and goals

· To go home to Domenic

· Would like to go back to driving the family car when her hip is all better. It is lucky that it is an automatic car.

· Wants to go back to doing all her household tasks inside

· Maybe one day she and Domenic could go back to Italy to visit relatives 

· Wants to walk without any aid

· She is not sure she will be able to dance again

· To attend church each Sunday

Rosa De Luca: Ward Doctor Briefing 
1. Title

Name:  

Dr. Pravan Singal

Position:
Resident Doctor



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the treating doctor on the Rehabilitation Ward at Health Enhance and have been in this role for the past 3 months.

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for one of your patients, Rosa De Luca.  Rosa is 65 years old and has been admitted to the ward following an elective right total hip replacement.  She has been on the ward for 5 days

The nature of the interview today is to gain your perspective on how Rosa is progressing medically and any concerns you have regarding her discharge home

3. Learning objectives 

· Establish rapport with the doctor during the interview

· Conduct an effective telephone interview with the doctor.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of obtaining an update on Rosa De Luca’s medical condition

5. Setting

· You have answered your pager and are now standing in a very noisy, busy nurses’ station

· You were in the middle of a ward round and have left this to take the phone call 

Specifically for the simulated doctor

6. Affect/behaviours

· Answers in short, clipped manner

· Seems a little distracted

· Does not elaborate and only answers what has been asked

7. Opening lines/questions/prompts

· “Sorry only have about a minute as I am on ward round”
8. Doctor’s ideas, concerns and expectations of the interaction

Ideas
· Appears to be an uncomplicated post-surgery admission

· Rosa complains of pain constantly and more than would be expected

· Rosa will probably need her other hip replaced in the next year or so

· Thinks Rosa would benefit from losing 15kgs in weight to help with pain reduction

Concerns
· The hospital admission may be longer than expected/required due to Rosa’s anxiety and hesitancy to progress herself

· Needs considerable assistance from the nurses 

Expectations

· OTs to look at her daily activities and complete an access home assessment in preparation for discharge

· Rosa to be discharged home as soon as possible 

· Rosa to be reviewed by the Orthopaedic surgeon 6 weeks post-surgery at the acute hospital outpatient clinic

· Have follow up physiotherapy at the community therapy service

9. Patient’s history of the problem

Rosa has had osteoarthritis (OA) in both hips and lower back for a number of years. She has just had a right elective total hip replacement 2 weeks ago. The first 4 days post operatively were in an acute orthopaedic ward and then she was transferred to the inpatient rehabilitation ward. Rosa needs to wear compression stockings on her lower legs for 5 more weeks to prevent deep vein thrombosis. Rosa is allowed to fully weight-bear on her right leg but does need to adhere to precautions of not bending her hip more than 90 degrees and no twisting or crossing her legs for the next 2 months. 

10. Patient’s past medical history

· Has OA in other hip and long standing back pain

· Not on many medications – pain relief, antibiotics and cholesterol 

11. Patient’s family history

· Is aware Rosa is married and has some children

12. Patient’s social information (work, lifestyle, habits)

· Rosa is a housewife

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A 

Rosa De Luca: Physiotherapist Briefing Notes
1. Title

Name:  

Bryce Pickett

Position:
Physiotherapist



Health Enhance
Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the physiotherapist on the inpatient rehabilitation ward who is treating Rosa.

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for one of your patients Rosa De Luca. Rosa is 65 years old and was admitted to the rehabilitation ward 5 days ago following an elective right total hip replacement.  

The nature of the interview today is to gain your perspective as Rosa’s physiotherapist as to how Rosa has been progressing particularly with her walking and any concerns you may have for her impending discharge home

3. Learning objectives 

· Establish rapport with the physiotherapist

· Conduct an effective telephone interview with the physiotherapist

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of understanding Rosa’s condition specifically in the areas of mobility, endurance and what precautions are required following her hip replacement. This is to assist with planning for her discharge home.

5. Setting

· You are located in a large communal physiotherapy office in the hospital. This office has a window into the physiotherapy gym, so you can see your patients waiting for you.

Specifically for the physiotherapist

6. Affect/behaviours

· Pushed for time as you have patients waiting for you in the physiotherapy gym

· During the telephone conversation with the students you ask if they can hold on so that you can give instructions to the physiotherapy assistant 

· Appear a little impatient and would like the students to get to the point

· You would like to assist by answering the questions put to you but to save time you may not volunteer information

7. Opening lines/questions/prompts

· “Hi, happy to help but I have a gym full of patients”

8. Physiotherapist’s ideas, concerns and expectations of the interaction

Ideas
· Thinks that Rosa should be able to go home soon

· Would be good for OT to reinforce Rosa doing as much as possible

· It would be beneficial for Rosa to lose some weight, to relieve stress on her hips and back

· Will practice steps with Rosa before she goes home

Concerns
· You are concerned that when Rosa goes home she will not follow her home exercise program due to her being fearful

· You feel that Rosa should have progressed further/faster but she has limited this herself by her fear and her hesitancy to engage in physiotherapy in case she will cause harm to her operated hip

Expectations
· That Rosa will regularly attend community therapy to continue her physiotherapy program

· Rosa should be able to progress to walking with just a single point stick prior to discharge

9. Patient’s history of the problem

Rosa has had osteoarthritis (OA) in both hips and lower back for a number of years. She has just had a right elective total hip replacement 2 weeks ago. The first 4 days post operatively were in an acute orthopaedic ward and then she was transferred to the inpatient rehabilitation ward. Rosa needs to wear compression stockings on her lower legs for 5 more weeks to prevent deep vein thrombosis. Rosa is allowed to fully weight-bear on her right leg but does need to adhere to precautions of not bending her hip more than 90 degrees and no twisting or crossing her legs for the next 2 months. 

10. Patient’s past medical history

· Osteoarthritis also in her left hip and in her lower back causing pain
· Obesity
11. Patient’s family history

· Lives with her husband who is in good health

· Has a number of children but it is her daughter who is mostly of assistance

12. Patient’s social information (work, lifestyle, habits)

· Rosa was a housewife whose primary responsibility was home duties and looking after her grandchildren

· Rosa is very family oriented

· Was not receiving any services prior to surgery e.g. home help.

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Rosa De Luca: Daughter Briefing Notes
1. Title

Name:  

Sylvia Masoni

Position:
Daughter

Contact:
[Contact number]

Appointments:



[Insert date] [Insert time]

[Insert date] [Insert time]

2. Summary/Overview

You are the only daughter of Rosa De Luca.

You are being interviewed today by second-year Occupational Therapy students who are developing a discharge plan for your mother Rosa De Luca. Rosa is 65 years old and is in hospital as she has had her hip joint replaced. 

The nature of the interview today is to gain your perspective on how Rosa was managing before her surgery and what supports you think she will need on her discharge home. 

3. Learning objectives 

· Establish rapport with Rosa’s daughter during the interview

· Conduct an effective telephone interview with the daughter.

4. Student (clinician) task (including briefing for trainee)

· Conduct a telephone interview with the purpose of finding out more about how Rosa was managing prior to her surgery and any barriers/considerations there are for her discharge home. 

· Ascertain what assistance Sylvia is able to provide 

5. Setting

· You have been rung on your home phone

· Your two young daughters (preschool age) are playing elsewhere in the house

Specifically for the daughter

6. Affect/behaviours

· Very talkative, does not allow the listener to have much opportunity to be part of the conversation.

· Worried that her mother is not “doing well and is in a lot of pain”

· Asks questions but often does not leave time for answers

· Appears concerned and very caring

7. Opening lines/questions/prompts

· “I am so glad that you have rung, I have so many questions and concerns that you might be able to help me with”.

8. Daughter’s ideas, concerns and expectations of the interaction

Ideas
· Thinks her mother is miserable in hospital

· Thinks the hospital may discharge her before her mother is ready to come home

Concerns
· Does not think her mother asks enough questions of the staff at the hospital or tells them about her pain

· Is tired herself as she has been having to look after her father and her own husband and children whilst her mother is in hospital

· She wonders if Rosa will be able to mind her grandchildren again so that Sylvia can go back to work. But she is also worried that this is selfish of her to want her mother to do this now she has had surgery

· Wonders whether the garden chair is the best thing to use in the shower

· Not sure that her mother will accept council help with the house work but thinks she should as her father is not that useful

Expectations
· Would like the OT to follow up her concerns with the rest of the treating team

· Wants the OT to tell her mother to work harder at therapy and to lose weight

9. Patient’s history of the problem

Rosa has had osteoarthritis in both hips and lower back for a number of years. She has just had a right elective total hip replacement 2 weeks ago. The first 4 days post operatively were in an acute orthopaedic ward and then she was transferred to the inpatient rehabilitation ward. Rosa needs to wear compression stockings on her lower legs for 5 more weeks to prevent deep vein thrombosis. Rosa is allowed to fully weight-bear on her right leg but does need to adhere to precautions of not bending her hip more than 90 degrees and no twisting or crossing her legs for the next 2 months. 

10. Patient’s past medical history

· Her mother has had two bad hips for a long time and also back pain

· Her mother has high cholesterol but it is managed by tablets

· Does not know a lot about Rosa’s medical history when she was young

11. Patient’s family history

· Very close and involved family

· Sylvia regularly talks to her two brothers on the phone about their parents and wishes they lived closer to assist

· Has been visiting her mother every day in hospital and laundering  her hospital clothes 

12. Patient’s social information (work, lifestyle, habits)

· Rosa has lots of friends in her street, likes to chat

· Dotes on her grandchildren

· Active member of the local Roman Catholic Church and her faith is very important to her

· Enjoys cooking traditional Sicilian food especially cakes/desserts for her family

· Her mother prides herself on a very neat and tidy home. Prior to her pain becoming bad she was always cleaning, even when there was nothing to clean!

13. Considerations in playing this role including wardrobe, makeup and challenges:

· N/A

Rosa De Luca: OT Activities & Props
Sub groups

	
	Observed tasks in a ward setting

With patient 
	Activities in a home environment

Without patient
(Note: students can complete multiple activities if time permits)

	Group A
	Ward bedroom

· transferring in and out of a hospital bed

· transferring in and out of bedside chair

· mobilizing around room
	Patients simulated home

· bedroom

· lounge room

	Group B
	OT kitchen

· preparing sandwich

· making a hot beverage

· mobilizing around kitchen
	Patients simulated home

· kitchen

	Group C
	Ward bathroom

· transferring in shower 

· transferring on/off toilet
	Patients simulated home

· bathroom

· separate shower recess

· toilet


Group A

	On campus requirements

Ward bedroom

· Hospital bed

· Over bed table with long handled shoe horn on it (with OT sticker on shoe horn)

· Beside cupboard

· Adjustable height chair with arms

· 2 wheel walking frame with seat
	Off campus requirements

House - Bedroom

· Double or queen size bed, made with 6 + decorative pillows and stuffed animal 

· Arm chair (low) no arms, with cushion on it

· Preferably a dressing table and washing basket (to hinder circulation space) 


Group B

	On campus requirements

OT department kitchen

· Kettle electric

· 2 wheel walking frame with seat

· Fridge with cheese, margarine, milk 

· Kitchen table and adjustable height chair with arms
	Off campus requirements

House - Kitchen

· Table with low chairs with no arms

· Number of decorative items on benches

· Tidy

· Coffee, tea and sugar on bench

· Crockery and cups in low cupboard


Group C

	On campus requirements

Ward bathroom

· Shower recess

· Toilet

· Towels

· Adjustable height shower seat with arms
	Off campus requirements

House - Bathroom

· Shower recess, smallish

· Garden chair with no arms in shower recess

· Towels on rack

· Toiletries in lower shelf in bathroom cupboard

· 1 bathroom mat
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Referral Form
	Surname:      De LUCA                                 

Given Name:  ROSA     DOB:    11/06/50
Sex: FEMALE
Address: 13 Moore Street
Insert Address


	Referred from
	 Acute Orthopaedic ward

	Referred to
	[image: image33.jpg]AUSTRALIAN CATHOLIC UNIVERSITY



Inpatient Rehab ward

	Interpreter Required:  Yes   ☐          No  ☒           Language:  Primary language Italian, functional English

	Diagnosis: R. THR (Elective), OA in L. hip and low back. Anxious ++

	Social Situation: Lives with Husband in own home.  3 children. Home duties. No services

	 

	Home Assessment Completed: Yes  ☐        No   ☒           Required   ☒      

	Equipment Provided: 2 wheel Walking frame by PT, Long handled shoe horn and pick up stick

	Using over toilet frame and shower seat on ward

	Current Occupational Performance

	PADLS: Independent in meals and grooming. Needs assistance with showering and dressing

	

	DADLS: Not assessed. Previously was being assisted by husband and daughter due to pain. 

	

	Mobility/Transfers (Including Aid): Walking short distances with frame (unsupervised). 

	Reluctant to weight bear on right leg C/O pain on rest and activity

	

	Referral Goals:  1. Home Assessment

	2. Functional mobility and transfer assessment 

	3. Personal ADL and domestic ADL assessment (light meal)

	4. ? relaxation

	Therapist: G. Lowey
	Date:  Insert date

	Consent Obtained:     Yes   ☒        No   ☐          


Secondary physical case 1: Sharon Glassman


PHYSICAL REHABILITATION

Name: 

Sharon Glassman

DOB: 

22/02/1959

Address: 
220 Selby Street, Albertville
Case Number: 
PHY001

Sharon Glassman has been admitted to hospital following a severe flare up of her rheumatoid arthritis. This has affected her mobility particularly her functional transfers. In your occupational therapy assessment the following problems were identified. 

a. She has difficulty getting in and out of the passenger seat of their family car.

b. The arm chair that she uses regularly at home is too low and she cannot afford to buy an electric lift chair.

Sharon wants to remain as independent as possible and also wants to minimize the amount of physical assistance provided by her husband.

Please complete the following tasks:

• For each of these two problems (car transfers and arm chair transfers) find at least 2 suggestions or aids/equipment that will assist 

• Provide Sharon with information on this equipment including sources and prices, preferably with pictures 

• Post these documents in the case conference forum in the LMS or submit to your facilitator 

• Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	


Secondary physical case 2: Nancy Thompson
PHYSICAL REHABILITATION

Name: 

Nancy Thompson

DOB: 

8/06/1977

Address: 
5 Kirwan Street, Ordvale
Case Number:
 PHY002

Nancy Thompson sustained an acquired brain injury following a fall down a flight of steps when walking in a national park.  She was an inpatient in a neurological rehabilitation service for a few months and has been a client of a community therapy service (CTS) for the past 3 weeks. Prior to her accident she lived alone but is now residing with her mother. Nancy has no residual physical limitations but does have significant cognitive problems specifically in the area of memory and insight.

The CTS occupational therapist has been providing home based rehabilitation. Nancy’s mother Maureen has two specific concerns

a. Nancy is consistently leaving the gas stove on

b. Nancy wanders out of the house and has been lost a few times in the local area 

Maureen would like information on door alarms so that she is aware that Nancy has left the house and also options to have a master switch to turn off the stove.

Please complete the following tasks: 

( Investigate options/solutions for both of these problems

( Write a letter to Nancy and Maureen which includes details of equipment/aids, prices, and suppliers 

 ( Post these documents in the case conference forum in the LMS or submit to your facilitator
( Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	


Secondary physical case 3: Russell Morrow
PHYSICAL REHABILITATION

Name: 

Russell Morrow

DOB: 

30/03/1971

Address: 
168 Belmont Avenue, Trenton
Case Number: 
PHY003
Russell Morrow was referred to his local community therapy service (CTS) with 5 year history of chronic pain. He is on a disability pension and lives alone. As part of his program he has been attending the occupational therapy woodwork group twice weekly for 8 weeks. Russell is due to be discharged from CTS and he is keen to continue woodwork in the community. Russell’s goals are to “get out of the house and to socialise”. He would like to “be more confident being around people” and hopes that his physical endurance will build up over time and that he may be able to return to part time work. 

Please complete the following tasks: 

• Locate 3- 4 community based woodwork groups or men’s sheds (in your metropolitan area) that may be appropriate.

 • Write a summary of each listing the location, cost and contact details, summary of activities and a rationale for your choices that will be suitable to provide to the client 

• Post these documents in the case conference forum in the LMS or submit to your facilitator
• Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 4: Bo Zheng
PHYSICAL REHABILITATION

Name: 

Mr. Bo Zheng

DOB: 

15/09/1957

Address: 
20 Paulett Way, Trafield
Case number: 
PHY004
Mr. Bo Zheng has been attending the community therapy service (CTS) for the past 10 weeks. He was originally referred for assessment and advice regarding his long standing back pain. As part of his pain management program he has been an active participant in the weekly occupational therapy gardening program. On discharge from CTS he is very keen to continue gardening but he and his wife live in a block of flats that has no garden.

Mr. Zheng is Chinese and his primary language is Mandarin but he is able to speak and read basic English. His limited English has not caused any specific difficulties in the gardening group.

Please complete the following tasks:

• Investigate what community garden groups are available in your local area that Mr. Zheng could be referred to. (You will explain these to Mr. Zheng using the hospital interpreter).

• Please include in a letter to Mr. Zheng the details of these including location, costs and eligibility. His son is happy to read this information to his father if he needs it repeated.

 • Investigate the details of a telephone interpreter service that you could include in the referral to the community garden (if it is required)

• Post these documents in the case conference forum in the LMS or submit to your facilitator
 • Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	


Secondary physical case 5: Delores Romeros
PHYSICAL REHABILITATION

Name: 

Delores Romeros

DOB: 

23/08/1959

Address: 
630 Hay Street, Wheelahan
Case number: 
PHY005
Mrs. Dolores Romeros has been referred by her GP to the Community Therapy Service (CTS) for conservative treatment of her bilateral carpal tunnel syndrome.  During her occupational therapy assessment she reported symptoms of pain in both thumbs, weakness in both hands and intermittent pins and needles in her thumbs, index, middle and medial side of her ring fingers. Delores reported that she is very keen to make her hands stronger and has been exercising her hands by squeezing a stress ball throughout the day (a recommendation of a family member). 
Please complete the following tasks:

(  Locate 2-4 pieces of evidence to show the client that the use of a stress ball for carpal tunnel   syndrome is not supported by current evidence

 (  Summarize this evidence in writing to present to the client, in language that she will be able to easily understand and include some suggestions for management of carpal tunnel syndrome based on current evidence or fact sheets from trust worthy source.

 (  Post these documents in the case conference forum in the LMS or submit to your facilitator

 (  Report back to the case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 6: Lola Minx
PHYSICAL REHABILITATION

Name:

 Lola Minx

DOB: 

30/01/1976

Address: 
5 Maylands Caledonian Avenue, Mossley
Case number: 
PHY006

Lola has been admitted to an inpatient rehabilitation ward following an exacerbation of her Multiple Sclerosis. One of the symptoms that particularly concerns Lola is her “wobbly” gait and decreased balance. She now walks with a single point stick (at times unsteadily). Although these problems impact on her self-care activities, her particular goal is to be able to continue to garden, especially tending her vegetables.

Lola has particular problems with being able to get down to ground/soil level. It has been identified that long handled garden tools and a raised garden bed would allow Lola to safely continue in the garden. 

Please complete the following tasks:

 • Investigate 


-  Commercially available raised garden beds that are at least 500mm high


-  Long handled, light weight garden tools particularly a cultivator and garden fork

• Write a document to give to Lola with the details of these tools including suppliers and costs and preferably pictures

• Post these documents in the case conference forum in the LMS or submit to your facilitator

• Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 7: John Wolfenstock
PHYSICAL REHABILITATION

Name: 

John Wolfenstock

DOB: 

1/11/1943

Address: 
18 Warnes Street, Trentlake
Case number: 
PHY007
Mr. Wolfenstock has been attending the community therapy service (CTS) for therapy following a recent fall which resulted in a fractured left wrist. During your occupational therapy initial assessment Mr. Wolfenstock informs you that he has had a number of falls in the last year.  He lives with his wife and they are on the aged pension.

You believe that he would benefit from a full assessment from a falls and balance clinic/service.

Please complete the following tasks:

 ( Investigate suitable fall and balance services/clinics in your local area that Mr. Wolfenstock would be eligible to attend. Include this information in a letter to Mr. Wolfenstock

 ( Locate and print fact sheets on falls prevention strategies that you will give to your client so that he can refer to them whilst waiting for his clinic appointment

( Post these documents in the case conference forum in the LMS or submit to your facilitator
( Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 8: Samantha Jolley
PHYSICAL REHABILITATION

Name: 

Samantha Jolley

DOB:

 17/05/1952

Address: 
65 Drummond Street, Slater
Case number: 
PHY008
Mrs. Jolley has been an inpatient on an acute orthopaedic ward following a fall on her local bus. She fractured her right surgical neck of humerus (her dominant arm) and was badly bruised. She has to wear her right arm in a collar and cuff for the next 5 weeks and therefore is one handed. She lives alone and is due to be discharged home in a couple of days.

Mrs. Jolley is concerned about how she will prepare her meals at home especially lunch and dinner.

Please complete the following tasks: 

• Source at least 2 options for home delivered nutritious prepared meals e.g. not fast food

• Write an information sheet for Mrs. Jolley outlining these options including delivery details and price and any relevant handouts that are obtainable from the companies. Include considerations with regard to how she can manage other meals and snacks throughout the day. 

• Post these documents in the case conference forum in the LMS or submit to your facilitator
• Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 9: Vladimir Smirnoff
PHYSICAL REHABILITATION

Name: 

Vladimir Smirnoff

DOB: 

02/06/1957

Address: 
200 Lawrence Street, Fairlodge
Case number: 
PHY009
Mr. Smirnoff suffered a mild stroke 4 weeks ago leaving him with decreased fine motor control in his right (dominant) upper limb and fatigue. He previously drove a manual car and used this as his form of transport to work.

He has just been discharged home having completed a 3 week inpatient stay in a public hospital rehabilitation ward. The doctors on the ward stated that he should undergo an occupational therapy driving assessment to determine his safety to return to driving.

 Please complete the following tasks:

 ( Research the Return to Driving regulations in your state related to his medical condition

( Locate a local service that undertakes occupational therapy driving assessments 

( Communicate both pieces of information to Mr. Smirnoff in a letter/handout 

( Post these documents in the case conference forum in the LMS or submit to your facilitator

( Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 10: Christian Blainey
PHYSICAL REHABILITATION

Name: 

Christian Blainey

DOB:

 1/11/1984

Address: 
7 Harcourt Street, Tinto
Case Number: 
PHY010

Mr. Blainey is currently an inpatient on a rehabilitation ward following a stroke. As a result of this, he no longer has functional use of his dominant right upper limb. Christian’s main leisure pursuit prior to his stroke was cooking.

He has completed a domestic ADL session in the OT kitchen where he prepared spaghetti bolognaise. Christian found it particularly difficult with the use of only one hand to:

-  Chop items such as onions

-  Keep the saucepans from moving on the stove top when stirring

- Prevent dinner plates moving on the kitchen table top

Please complete the following tasks: 

( Investigate adaptive equipment for each of the 3 problems above

 ( Complete a document to give to Christian with the details, supplier and costs of the equipment 

( Post these documents in the case conference forum in the LMS or submit to your facilitator

 ( Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 11: Max Howcroft
PHYSICAL REHABILITATION

Name: 

Max Howcroft

DOB: 

30/01/1966

Address: 
235 Crawford Road, Sellars
Case number: 
PHY011
Mr. Howcroft has undergone a right total knee replacement. Following surgery he is walking with one elbow crutch and has a very painful knee. You are the occupational therapist on the acute orthopaedic ward. As part of planning for discharge home you identify that Max is having difficulty donning his Thromboembolic deterrent (TED) compression stockings and getting on and off a standard height toilet due to pain in his knee. 

As he lives by himself he will need to do both activities without assistance.

Please complete the following tasks: 

( Research an aid that will assist Max to don his TED stockings and an aid that he can use at home to increase the height of his toilet 

• Research the cost of purchasing an elbow crutch for use at home

( Complete a letter to Max including all product information, suppliers and price 

 ( Post these documents in the case conference forum in the LMS or submit to your facilitator
( Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	

	


Secondary physical case 12: Gloria Smithe

PHYSICAL REHABILITATION

Name: 

Gloria Smithe

DOB: 

1/10/1963

Address: 
30 Simper Street, Axeton
Case number: 
PHY012

Gloria is a patient on the Orthopaedic ward following a stumble on a step and a subsequent fractured navicular bone in her left foot. Gloria is 177cm tall and weighs 110kgs.

She is in a non-weight bearing cast for 6 weeks and is mobilizing by hopping with the help of a pick-up frame over short distances.

Gloria lives by herself and together you have identified the following problems that need to be addressed before discharge home:

• Gloria has an irregular corner shower recess with a triangular base. She previously stood to shower but this is not possible for the foreseeable future;

( Gloria is having difficulties lifting her legs into and out of bed independently.

Please complete the following tasks:

 • Source prices and a supplier for these two items

-  A shower stool that will accommodate the shower base shape and her weight

 
-   An aid that will assist Gloria to lift her legs into bed  

• Write a letter to Gloria detailing this information including price and supplier and preferably pictures

 • Post these documents in the case conference forum in the LMS or submit to your facilitator

 • Report back at case conference

SF/CS Notes:

	

	

	

	

	

	

	


Blank Health Enhance Physical Rehabilitation OT Forms 

· Referral 
· Initial Assessment

· Progress Notes

· Discharge 

· Client Data 

· Appointment Schedule

· Home Assessment
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Occupational Therapy

Referral Form
	Surname:                                         

Given Name:                                
DOB:                          Sex:

Address:




	Referred  from
	
	Referred to
	

	Interpreter Required:  Yes   ☐          No  ☐           Language:

	Diagnosis: 

	Social Situation:

	 

	Home Assessment Completed: Yes  ☐        No   ☐           Required   ☐      

	Equipment Provided:

	

	Current Occupational Performance

	PADLS

	

	

	DADLS

	

	

	Mobility/Transfers (Including Aid)

	

	

	Referral Goals

	

	

	Therapist:
	Date:

	Consent Obtained:     
Yes   ☐             

No   ☐          
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Occupational Therapy

Initial Assessment
	Surname:                                         

Given Name:                                
DOB:                          Sex:

Address:



	MEDICAL INFORMATION

Diagnosis: 

	

	


	

	Relevant Medical History:

	

	

	

	

	Vision:






Hearing:

	SOCIAL SITUATION:      Lives alone:  Yes     ☐          No☐             With whom:

	

	

	

	  

	 Services:    Personal Care Assistance    ☐      Home Help       ☐       MOW     ☐      Other   ☐

	 Social activities/Interests/Employment:

	

	

	

	

	

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☐        No ☐ 

  Own ☐    Rented  ☐  House   ☐  Flat/ Unit  ☐   Storey: Single  ☐  Double ☐

	Front Access:
	

	Back Access:
	

	Internal:
	

	Bathroom: 
	

	Toilet: 
	

	Bedroom:
	

	Seating:
	

	Other:
	

	Transport:    Drives   Yes   ☐    No   ☐   Manual   ☐      Auto       ☐    

Public Transport:    Tram    ☐   Train   ☐   Bus   ☐   Disabled Parking Permit   ☐   

Other:



	CURRENT LEVEL OF FUNCTION

	Ambulation     Weight bearing status:     FWB   ☐   PWB   ☐   NWB ☐
Independent     ☐   Supervision      ☐   Assistance  ☐
No Aid   ☐   Crutches   ☐   PUF  ☐  SPS  ☐   2/4 wheel frame  ☐
Independent wheelchair   ☐   Dependent wheelchair   ☐
Comments:

	UPPER LIMB FUNCTION

Dominance:    Right   ☐   Left  ☐       Precautions:  ☐
Impaired:     Yes   ☐       No  ☐    ROM  ☐    Sensation   ☐   Coordination  ☐

	PAIN  Yes   ☐    No   ☐   

	OCCUPATIONAL PERFERFORMANCE AREAS

Key:   I = Independent       A = Assistance required      S = Supervision/Prompts

	
	Previous Status

Comments (Aids used)
 Key                                                             
	Current Status

Comments (Aids used)                                      Key                                           

	Bed mobility
	
	
	
	

	Transfers
	
	
	
	

	Personal care ADL
	
	
	
	

	Eating
	
	
	
	

	Grooming
	
	
	
	

	Dressing
	
	
	
	

	Bathing
	
	
	
	

	Toileting
	
	
	
	

	Other
	
	
	
	

	Domestic ADL
	
	
	
	

	Meal Preparation
	
	
	
	

	Housework
	
	
	
	

	Laundry
	
	
	
	

	Garden/Home Maintenance
	
	
	
	

	Community ADL
	
	
	
	

	Shopping
	
	
	
	

	Other
	
	
	
	

	COGNITION    NAD   ☐          Impaired  ☐
Comments:



	PATIENT GOALS

	

	

	ISSUES IDENTIFIED
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Occupational Therapy

Progress Notes
	Surname:                                         

Given Name:                                 
DOB:                          Sex:

Address: 



	
	Legislation requires ALL entries to have name & signature.

	Date/Time
	Progress Notes
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Occupational Therapy

Discharge Summary & Plan
	Surname:                                         

Given Name:                                
DOB:                          Sex:

Address:




	Diagnosis: 



	Relevant medical history




	Social History including employment



	Client’s goals



	Current performance in relevant occupations



	Identified issues and proposed solutions/recommendations preferably in SMART goal format



	Therapist
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Client Data Sheet

	Client Name:
	

	Case Number:
	

	
	

	Date of Birth:
	

	Address:
	

	Contact:
	

	
	

	Employer:
	

	Employer Address:
	

	Employer Contact:
	

	
	

	GP:
	

	GP Address:
	

	GP Contact:
	

	
	

	Specialist 1
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Specialist 2
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Specialist 3
	

	Type: (psychologist, physio, social worker, dietitian, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 1:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 2:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
	

	
	

	Personal 3:
	

	Relationship (spouse, parent, employer, etc.)
	

	Address:
	

	Contact:
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Appointment schedule

_______________

Name

_______________

Address

____________, ___

Suburb,                  postcode

_ _ / ____ / _ _ _ _ 

D   D       Month      Y   Y   Y   Y

Dear ___________________, 
Case Number: ________
Your appointment with the Health Enhance Occupational Therapist is scheduled for:

____________ am / pm

____________,  _ _ / ____ / _ _ _ _

Day                                       D   D      Month          Y   Y   Y   Y

Address: [Insert Address]

If you cannot make this appointment or have any queries, please contact Health Enhance Occupational Therapy on {insert Number}
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Occupational Therapy

Home Assessment Report
	Surname:                                         

Given Name:                              
 DOB:                                                     Sex:

Address:




	Date:                                                      Occupational Therapist:

	Relevant Medical History:



	Mobility:




	Precautions:



	Vision:


	Hearing:

	SOCIAL SITUATION:      Lives alone:  Yes     ☐          No☐             With whom:


	Person(s) present at home visit:

	Contact Person:                                                                                     Phone/Mobile:

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☐        No ☐ 

  Own ☐    Rented  ☐  House   ☐  Flat/ Unit  ☐   Storey: Single  ☐  Double ☐

	Front Access:

Path:

Porch:

Step x:

Rail x:

Ramp:

Comments:


	Back Access:

Path:

Porch:

Step x: 

Rail x:

Ramp:

Comments:


	Internal Access:

Split level:

Step x

Rail x:

Ramp:

Comments:



	Bathroom:

☐ Shower   ☐ Shower over bath  ☐ Bath

☐ Height ____________mm
☐ Screen                      ☐ Rails

Exiting Aids / equipment:

	Bathroom transfer:

Comments:

	Toilet:

☐ In bathroom/ ensuite   ☐ Separate

☐ Door inwards/outwards

☐ Height  ____________mm                       ☐ Rails

Exiting Aids / equipment:

	Toilet transfer:

Comments:

	Bedroom:

☐ BED Height ____________mm
☐ S / D/ Q/ K

☐ Bedside Light

☐ Phone                       

Exiting Aids / equipment:

	Bedroom transfer:

Comments:

	 Seating:

☐ Lounge / Armchair  ____________mm
☐ Kitchen / Dining Chair __________mm

☐ Other _______________________mm


	Chair transfer:

Comments:

	Diagrams:    

Additional diagrams attached    ☐   




	Meals Preparation:

☐ Cooktop -Gas/electric            ☐Oven -Gas/electric              ☐Kettle -Gas/electric         ☐Microwave   
Comments:


	Household Management:

	☐Phone Use:            
☐Turn on heater:           
☐ Laundry
☐ Garden care

Comments:

	☐ Rubbish care

☐ Letter box

☐ Smoke alarm



	Services Required:



	Recommendations:


	Actions required:



	Summary:


Example completed client case file: Jane Cassidy 

The example completed client case file is used during Session 2 on Day 1 of the SCP program to demonstrate to students what a completed client case file looks like. The following pages contain various completed forms that can serve as a model for students as they complete their own forms for their primary client.
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Patient Admission form

	Patient name

	Title:    Mrs                          Surname:         Cassidy       Given Name: Jane Kay

	Case Number: SB000123

	

	Date of Admission: 7.1.2016

	Ward: Physical rehab 1E                        Bed No: 9

	

	Patient details

	Date of Birth: 04.09.1944
	                           

	Age: 71
	Sex: Female

	Home address:  1 King Street, Viewmont

	Phone:                 0455 889 132

	Medicare number: 3403 08563

	Health Insurance: Nil

	DVA number: NA

	

	Marital Status: Married

	Occupation: Retired

	Language spoken at home: English

	Interpreter required? No

	Religion: Christian

	

	Next of Kin:
	John Cassidy

	Relationship
	Husband

	Address:
	1 King Street, Viewmont

	Phone:
	0456 87 932

	
	

	GP:
	Dr. Anthony Smith

	GP Address:
	Viewmont Medical Centre

	GP Contact:
	1800 5689 8988
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Occupational Therapy

Referral Form
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                    Sex: F
Address: 1 King Street, VIEWMONT


	Referred  from
	Health Enhance Healthcare Acute Medial Ward


	Referred to
	Physical rehabilitation unit, Health Enhance Healthcare

	Interpreter Required:  Yes   ☐          No  ☒           Language:

	Diagnosis: Right Knee replacement on 3 Jan 2016, Rheumatoid arthitis

	Social Situation: Lives with husband in own home, no children

	 

	Home Assessment Completed: Yes  ☒        No   ☐           Required   ☐      Note: Preadmission home             

                                                                                                                              assessment completed

	Equipment Provided: Shower chair

	

	Current Occupational Performance

	PADLS – Independent in feeding, toileting; requires minimal assistance in showering and dressing.

	

	DADLS  - DADL and community mobility not assessed

	

	

	

	Mobility/Transfers (Including Aid)

	PWB x 6 weeks post-op

	Independent bed to chair transfer, assisted toilet and shower transfer. Supervised ambulation with four wheeled frame indoor.

	Referral Goals 

	1. Independence in ADL

	2. DADL. Please assess performance of DADL tasks especially meal preparation, shopping

	3. Community access, no driving  post-op

	Therapist: Ada Tham
	Date: 6 Jan 2016

	Consent Obtained:     Yes   ☒        No   ☐          
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	Date/Time
	Progress Notes

	7/1/ 2016
	Nursing: New patient admitted to Rehabilitation Unit Bed 9 at 1345hrs.  Mrs Cassidy

	1400
	4 post elective R)TKR on 3 Jan 2016, slow recovery with poorly controlled pain and

	
	persistent discharge from surgical wound.  History of RA  to knees and hands.  

	
	Nil known allergies.   Vital Signs: Haemodynamically stable.

	
	BP:114/92mmHg. HR: 65bpm, strong and regular.  RR: 20bpm.  

	
	Neuro: Mrs Cassidy appeared alert and oriented, but states that she is “very tired”.  

	
	Patient transported to Unit via wheelchair and transferred to bed with assistance of one  

	
	nurse.  Patient complain of surgical wound pain 3/10 at rest and 7/10 when moving

	
	from wheelchair to bed.  Patient also stated that she has generalised “arthritic pain”

	
	particularly in hands 4/10 which she states  “is about normal” for her.  Slight leg

	
	oedema noted to R) ankle.  CVS: Peripheries warm and dry.  No IV cannula.

	
	Respiratory: Respiratory assessment NAD.  Gastro: Nil nausea.  Patient states she is

	
	eating well and bowels have “been working well” the past two days after surgery.

	
	Genitourinary: Nil issues reported.  Musculoskeletal: Arthritic deformities to both

	
	hands and L) knee.  Integument: Surgical wound to R) knee intact.  Hydrocolloid

	
	dressing shows moderate collection of fluid under dressing but no leaks.  Nil

	
	evidence of pressure areas.  Pressure Area Risk Assesment updated.  Psychosocial:

	
	Lives with husband who is in good health.  Husband contacted and notified of his

	
	wife’s tranfer.  Equipment: TED stockings insitu.  Falls Risk Assessment conducted.

	
	For AH initial assessment------------------------------------------------WHall (Wendy Hall RN)

	8/1/2016
	Medical Admission – Dr A Chan - Registrar

	
	71 y.o. married woman from home admitted for IPR following elective R TKR.  

	
	Husband in good health.  No children.  Has rheumatoid arthritis.  Needs help from

	
	husband.

	
	Presenting Complaint (PC): R TKR on 3 January 2016.  Post-op complicated by wound ooze.

	
	and knee pain. Initially planned for D/C home, but slow to mobilise.  Pain in knee +++.

	
	HOPC (History of presenting complaint)

	
	RA for ~ 25 years.  Affected hands and knees.  Treated with gold, methotrexate and

	
	hydroxycholoroquine.  Steroid injections to knees.  For last ~ 10 years no active synovitis.

	
	Still on low dose of prednisolone. Painful knees R worse than L.  

	
	Pain limits walking distance.  Almost house-bound. Goes to shops with husband. He does 

	
	the driving.

	
	R elective TKR 3/1/16.  Wound slow to heal, persistent ooze - ? infected
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	Date/Time
	Progress Notes

	
	Slow to mobilise – pain in knee +++

	
	PMHx (Past medical history)

	
	Apart from RA nil else sig

	
	No children ? reason

	
	Managed in rheum clinic.  On low dose steroids.

	
	Medications

	
	prednisolone 3mg daily, given steroid boost peri-op

	
	paracetamol 1000 mg qid

	
	ibuprofen prn

	
	had vit-d and calcium in the past not taking now

	
	alendronate weekly

	
	Alcohol/Smoking/Drugs – social drinker, never smoked

	
	Allergies – nil known

	
	

	
	Examination

	
	Pale looking thin woman.  Has pain in R knee

	
	Cooperative.  Converses well.

	
	Moves all limbs equally

	
	Obs OK

	
	Chest clear

	
	HS dual

	
	Abdo Soft non tender

	
	Has z-deformity and swan neck deformity both hands, but no active synovitis.  Hand

	
	sensation OK

	
	L knee has valgus deformity – not swollen, tender or hot.  Clunks on movement

	
	R knee swollen, warm.  Wound not seen.  Some exudate on dressing

	
	Investigations

	
	Hb 94 WCC 12 Neut 8.6 Plts 506

	
	UEC, LFT OK

	
	

	
	Assessment

	
	• 71 year old woman slow to mobilise after elective R TKR.  Pain and wound ooze -

	
	•Long standing RA – burnt out?  Still on low dose steroids

	
	•? steroid suppressed – given steroid boost

	
	•Deconditioned by RIB and was not doing much pre-op

	
	• Raised WCC - ? infection (?of TKR) ? effect of steroids

	
	•? Vit-D deficient

	
	• ? malnourished
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	Date/Time
	Progress Notes

	
	• L knee pain – deformed from RA – no synovitis

	
	• Poor mobility ? mainly because of pain

	
	• Anaemia - ? chronic disease, ? iron def

	
	





	
	Plan:


	
	· wound swab

	
	· blood cultures when next take bloods

	
	· iron studies

	
	· continue steroid boost for another week or two

	
	· mobilise +++

	
	· notify rheumatology team that is in hospital

	
	· check resus status

	
	· aim for discharge home  

	
	Dr. A Chan

	
	

	7/1/2016
	[Physiotherapy] Referral received. Initial contact with Mrs cassidy, seen SOOB. 

	
	R) knee dressing insitu, redness + +, swelling ++ TED stocking insitu stated 

	15:15
	Pain: 4/10 to 7/10, worse when walking

	
	L) knee – pain  3/10, bil wrist pain 3/10, no swelling or redness

	
	Transfer: lying to sitting I            

	
	          Bed to chair I with arms       

	
	 Mobility:Walking with 4 WF – supervised, unsteady turning, poor endurance

	
	WBAT, for supervised ambulation with 4WF overnight

	
	Plan: complete initial Ax ------------------------------------------SRichards Sam Richard, PT

	7/1/2016
	Occupational Therapy] Referrral received.  Reviewed med notes from Ward IE. Ada, 

	
	Tham, OT(contact: ext 7899) Preadmission home assessment completed on 25 Nov

	16:15
	2015.Recommendations: installation of hand rails in toilet and shower, bannister 

	
	rail at the rear access. Use of shower stool recommended.  

	
	Please refer to Home Assesssment Report of 26 Nov 2015 received.

	
	Initial contact with Mrs Cassidy. Seen pt SOOB, alert, reported moderate R knee

	
	pain,bil wrist pain and weak hands. Introduced OT role. Falls risk assessment

	
	completed, falls prevention booklet provided. Chair and shower stool height 

	
	checked and adjusted.

	
	Plan: Complete OT initial assessment on 8/1/2016. 

	
	---------- Sarah Cowell, Sarah Cowell, OT
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	Date/Time
	Progress Notes

	8/1/2016
	Nursing: Mrs Cassidy stated that she slept well overnight.  Patient’s vital signs 

	1330
	stable this morning.  Alert and oriented.  Mrs Cassidy required some assistance to 

	
	SOOB and then only required minimal setup only for shower.  Assistance provided 

	
	to wash and dry extremities, and putting on shoes.  Pt C/O pain to R) knee 3/10 at 

	
	rest and 6/10 on ambulation.  Regular paracetamol administered as charted.  

	
	Panadeine Forte x2 given at 0830hrs prior to shower with good effect.  Dressing 

	
	remains intact.Tolerating food and fluid well.  Bowels open.  Voiding well.  TEDs 

	
	insitu.----------------------------------------------------------Terry R omero  T.Romero (RN)

	8/1/2016
	[Occupational Therapy] OT initial ax completed with patient consent. Alert and

	1400
	oriented to time, date, place.

	
	Mrs Cassidy stated that she wants to go home and to complete tasks she 

	
	used to be able to do like cooking and cleaning, may be also shopping and 

	
	gardening.Bil knee pain increased since 2 years ago, R) TKR on 3 Jan 2016 may 

	
	need L)TKR.Current physical status: R) knee reduced ROM, pain 5/10, complain of 

	
	mild pain of L)knee and both hands.  Has z-deformity and swan neck deformity 

	
	both hands Social: Lives with supportive husband, no children, no support services.

	
	Transfer: sit to stand I, toilet transfer I with handrails, shower transfer 

	
	ADL: Feeding I, dressing Min A with aids, showering  Min A.

	
	Mrs Cassidy reported difficulties with opening bottles and manipulating objects

	
	DADL: not attempted post-op. Further ax required. Please see OT Initial  

	
	Assessment report for details.

	
	Cognitive: No issues noted.

	
	Patient Goals:  1. Independent ADL in one week

	
	2. Independent in light meal preparation in two weeks

	
	3. Min A shopping in two weeks

	
	4. DC home in two weeks

	
	Plan: ADL training, Breakfast group daily, meal preparation ax, home

	
	modification, aids recommendation and referal to community services----------

	
	----------------------------------------------------------------------Sarah Cowell,Sarah Cowell, OT

	8/12016
	Physiotherapy: Initial Ax completed. Pt alert and cooperative.Please see 

	
	Physiotherapy initial assessment report. Plan: 1)Independent in transfers in 1 week

	
	2) Independent walking with 4WF WBAT in 2 weeks

	
	3) Supervised stars x 4 with rails in 2 weeks -----------  SRichards Sam Richard, PT

	9/1/2016
	Occupational therapy: Mrs Cassidy attended breakfast group today.  Prepared tea

	
	and toast with supervision. ---------------------Pam Lewis, AHA
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	Date/Time
	Progress Notes

	
	Progress notes from 9/1/2016 to 12/1/2106 not shown

	
	

	12/1/2016
	Occupational therapy: Mrs Cassidy agreed to PDAL assessment. Pain 3/10

	0930
	Cognitive: Pt alart and oriented, was SOOB, ready for a shower. 

	
	Pt able to gather all items required for Showering without prompting. 

	
	Needs to be reminded to lock 4WF during transfers once. 

	
	PDAL Ax – Preparation:  Pt able to use 4WF to transfer clothing and personal care 

	
	items to the bathroom. Adjust water temperature independently.

	
	Toilet and shower transfers: Independent with 4WF and rails. 

	
	Showering: Independent in sitting, uses longhandle aids to wash back and lower  

	
	limbs. Takes more time to complete tasks.

	
	Dressing: Independent with long handle aids. Pt requires  assistance in doning off / 

	
	on TEDs.  

	
	Mrs Cassidy stated that her husband can help her with the TEDs when she goes 

	
	home. She also stated that Mr. Cassidy had purchased the height adjustable 

	
	shower stool recommended by Ada Tham, OT.

	
	Plan: Meal preparation ax on 13/1/2016, DC planning 

	
	--------------------------------Sarah Cowell,Sarah Cowell, OT

	12/1/2016
	Nursing: Patient stable.  Minimal assistance for breakfast.  OT shower assessment 

	1415
	completed this morning.  Minimal pain.  Medications administered as orderd.  TEDs

	
	insitu.  Patient for discharge in the next day or so.------ ----------Jeff Jones (Jones RN)

	13/1/2016
	Physiotherapy:

	
	Transfer: independent with arms and rails

	
	Mobility: independent walking with 4WF indoor

	
	   Stairs x 2 with rails with supervision

	
	Plan: continue PT, refer to community PT for further mobility training,ready for dc

	
	------------------------------------------------------------------------ SRichards Sam Richard, PT

	13/1/2016
	Occupational Therapy:

	1400
	DADL ax: Mrs Cassidy completed light meal preparation task (making lamb chops 

	
	with roast vegetables) in OT department. Reported mild knee pain  3/10 and min 

	
	hand joints pain before meal preparation. 

	
	Mobility: I with 4 WF

	
	Mrs Cassidy was independent in getting things from mid shelves, cannot  bend to

	
	get objects from lowershelves. Uses 4 WF to carry food itemsand tensils to stove.

	
	She has difficulties cutting stone vegetables due to reduce hand strength, but 

	
	managed with modified techniques. She was independent in using oven and frying 
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Occupational Therapy

Progress Notes
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	
	Legislation requires ALL entries to have printed name & signature.

	
	lamb chops with frying pan.  Reduce endurance noted. She needed to rest every 10 

	
	minutes due to L) leg weakness and increased pain.

	
	She worried that she will not be able to manage household tasks upon discharge.

	
	Plan: Refer to council home help services and community OT for community access 

	
	and CADL ax. ----------------------------------- Sarah Cowell,Sarah Cowell, OT

	14/1/2016
	Physiotherapy Discharge: Community referral and discharge summary completed.

	
	Please refer to Physiotherapy Discharge report------------ SRichards Sam Richard, PT

	15/1/2016
	Nursing Discharge: Patient requiring independent with ADLs this

	1130
	morning.  Vital Signs: Haemodynamically stable.  Neuro: alert, oriented and 

	
	cooperative.  Transferring and ambulating indepentently.  C/O surgical pain to R)

	
	knee 4/10 on ambulation.  Mrs Cassidy reported that pain has much improved the  

	
	past two days.  Pain 1/10 at rest.  CVS: skin warm and dry.  Respiratory: NAD.

	
	Gastro: Excellent food and fluid intake.  Bowels opened this morning.  Voiding 

	
	freely.Integument: Surgical wound re-dressed this morning.  Wound borders well

	
	approximated with minimal redness.  Wound re-dressed with hydrocolloid

	
	(Duoderm thin).  Skin otherwise remains intact.  TEDs insitu.  Discharge 

	
	medications and medication education provided by Pharmacist.  Patient seen by 

	
	Allied Health Team.  Referrals provided.  Patient discharged at 1115hrs in care of 

	
	husband.- -------------------------------------------------------Fanny Chan (Chan EN)

	15/1/2016
	Occupational Therapy: Discharge assessment completed, please refer to 

	1215
	Occupational Therapy Discharge Report for details. Referrals to community service 

	
	and community OT sent. Ready for DC 

	
	--------------------- Sarah Cowell,Sarah Cowell, OT
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Occupational Therapy

Initial Assessment
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	MEDICAL INFORMATION

Diagnosis: 

	RA, both hands and both knees.

	


	

	Relevant Medical History:

	RA dx in 1992, on & off exacerbation mainly managed by medication.  Increased knee pain since 2 

	years ago, right more than left.  Mild to moderate wrist pain, reduced grip strength. Attended pre- 

	admission clinic, pre-op exercise given by PT, home visit completed by OT. Admitted to Health Enhance 

	Healthcare on 2 Jan 2016, TKR done on 3 Jan 2016. Post-op. N.A.D.

	Vision:
 glasses for reading




Hearing: mild hearing loss left side

	SOCIAL SITUATION:      Lives alone:  Yes     ☐          No☒             With whom: Spouse

	Lives with John, husband and a dog in a single storey home.  They have no children.  Janes’s mother 

	has dementia and is residing in a nursing home. Mrs Cassidy’s father passed away 4 years ago. 

	Mrs Cassidy used to take care of most housework. John, helps with mowing the lawn and 

	putting the rubbish bins out.  He does not cook. Jane has a sister and they see each other regularly.

	 Services:    Personal Care Assistance    ☐      Home Help       ☐       MOW     ☐      Other   ☐

	 Social activities/Interests/Employment:

	Mrs Cassidy retired 10 years ago.  She loves her dog, enjoys gardening and baking.  She attends the 

	Seniors group at the Uniting Church.

	

	

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☒        No ☐ 

  Own ☒    Rented  ☐  House   ☐  Flat/ Unit  ☐   Storey: Single  ☐  Double ☐

	Front Access: 
	1 step

	Back Access:
	4 steps to the garden

	Internal:
	Level access

	Bathroom: 
	Bath tub plus shower recess

	Toilet: 
	Separate toilet

	Bedroom:
	Queen size bed, 

	Seating:
	Lounge and dining chairs

	Other: OT from pre-admission clinic recommended installation of handrail in the shower and toilet, bannister rails in rear access.

	Transport:    Drives   Yes   ☒    No   ☐   Manual   ☐      Auto       ☒    

Public Transport:    Tram    ☐   Train   ☐   Bus   ☐   Disabled Parking Permit   ☐   

Other: Not able to drive for 12 weeks post-op




	CURRENT LEVEL OF FUNCTION

	Ambulation     Weight bearing status:     FWB   ☐   PWB   ☒   NWB ☐
Independent     ☒   Supervision      ☐   Assistance  ☐
No Aid   ☐   Crutches   ☐   PUF  ☐  SPS  ☐   2/4 wheel frame  ☒
Independent wheelchair   ☐   Dependent wheelchair   ☐
Comments:

	UPPER LIMB FUNCTION

Dominance:    Right   ☒   Left  ☐       Precautions:  ☐
Impaired:     Yes   ☒       No  ☐    ROM  ☐    Sensation   ☐   Coordination  ☐

	PAIN  Yes   ☒    No   ☐   

	OCCUPATIONAL PERFERFORMANCE AREAS

Key:   I = Independent       A = Assistance required      S = Supervision/Prompts

	
	Previous Status

Comments (Aids used)
 Key                                                             
	Current Status

Comments (Aids used)                                      Key                                           

	Bed mobility
	
	I
	Difficult, c/o pain
	I

	Transfers
	
	I
	4WF and rails
	S

	Personal care ADL
	
	
	
	

	Eating
	
	I
	
	I

	Grooming
	
	I
	
	I

	Dressing
	
	I
	
	A

	Bathing
	
	I
	
	A

	Toileting
	
	I
	
	S

	Other
	
	
	
	

	Domestic ADL
	
	
	
	

	Meal Preparation
	
	I
	
	A

	Housework
	
	I
	
	A

	Laundry
	
	I
	
	A

	Garden/Home Maintenance
	Husband completes
	A
	
	A

	Community ADL
	
	
	
	

	Shopping
	
	A
	
	A

	Other
	
	
	
	

	COGNITION    NAD   ☒          Impaired  ☐
Comments:

	PATIENT GOALS : Return Home

	1. Independent ADL in one week

	2.  Independent in light meal preparation in two weeks

	3. Min A shopping in two weeks

	ISSUES IDENTIFIED


	1. Reduce function mobility and increase pain in both knees and wrist affecting ADL performance

	2. Requires assistance in performing DADL and community tasks

	3. Access barriers at home requiring installation of handrails and use of aids / equipment

	Therapist Name: Sarah Cowell       Therapist Signature:
Sarah Cowell       Date: 8/1/2016
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Occupational Therapy

Home Assessment Report
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	Date:    25/11/2016                                                  Occupational Therapist: A. Tham

	Relevant Medical History:

RA x 14 years, bil. knee pain and bil. hands pain. Scheduled for R. TKR on 3 Jan 2016



	Mobility:

Independent bed, chair and toilet transfer.  
Independent ambulation on level ground with single point stick. Needs supervision to negotiate stairs with no rails support.


	Precautions:

Falls risk especially when showering.

	Vision:
 wears glasses for reading

	Hearing: mild hearing loss in left ear

	SOCIAL SITUATION:      Lives alone:  Yes     ☐          No☒             With whom: Husband

	Person(s) present at home visit: John, husband

	Contact Person:  John  Cassidy                                                           Phone/Mobile: 0456 87 932

	

	HOME ENVIRONMENT


Previous Home Visit:  Yes        ☐        No ☒ 

  Own ☒    Rented  ☐  House   ☐  Flat/ Unit  ☐   Storey: Single  ☒  Double ☐

	Front Access:

Path: level, good condition

Porch: one small step into house

Step x: 1 (height 120 mm)

Rail x: nil

Ramp: nil

Comments: can manage on step with single point stick
	Back Access:

Path: paved 

Porch: Nil

Step x: 4

Rail x: nil

Ramp: nil

Comments: short path to clothes line. Risk of fall negotiating steps noted.
	Internal Access:

Split level:

Step x 0

Rail x:

Ramp:

Comments: level access, standard doorways to all rooms



	Bathroom:

☒ Shower   ☐ Shower over bath  ☒ Bath

☐ Height ___100________mm
☐ Screen                      ☐ Rails

Exiting Aids / equipment: Nil


	Bathroom transfer: Independent with single point stick

Comments:

Mrs Cassidy  will need to use a 4 WF post TKR.  Her right knee pain is getting worse.  Recommend installation of hand rails and use of shower chair in bathroom to reduce risk of fall. ( please see diagram below)

	Toilet:

☐ In bathroom/ ensuite   ☐ Separate

☐ Door inwards/outwards

☒ Height  ___400_________mm                       ☐ Rails

Exiting Aids / equipment: Nil


	Toilet transfer: Independent

Comments:

Mrs Cassidy  has difficulties getting up from toilet and tends to hold onto the wall and push from toilet to get up. 

Recommend installation of hand rail in toilet to facilitate transfer



	Bedroom:

☒ BED Height  ___480_________mm
☐ S / D/ Q/ K
☒ Bedside Light

☐ Phone                       

Exiting Aids / equipment:


	Bedroom transfer: Independent

Comments:

	 Seating:

☒ Lounge / Armchair _440_mm
☒ Kitchen / Dining Chair _460_mm

☐ Other _______________________mm


	Chair transfer: Independent

Comments:

	Diagrams:    Installing hand rail at the rear access of the house, fix to wall left to the rear door.

Additional diagrams attached    ☒   

















	Meals Preparation:

☒ Cooktop -Gas/electric            ☒Oven -Gas/electric              ☒Kettle -Gas/electric         ☒Microwave   

Comments:

Jane needs help from John to get items in the lower drawers. She arranged most of the items she used regularly in accessible shelves and drawers.



	Household Management:

☒ Phone Use:            
☒ Turn on heater:           
☒ Laundry
☐ Garden care

☐ Rubbish care

☒ Letter box

☒ Smoke alarm

Comments:

John helps Jane to carry the laundry basket to the clothes line and set it on a stool for Jane to put clothes on the clothes line.



	Services Required:
To be reassessed post TKR operation



	Recommendations:

1. Install bannister rail at the rear access

2. Install 2 hand rails in bathroom

3. Install 1 hand rail in toilet

4. Recommend shower chair

5. Reassess service needs post operation


	Actions required:

1. OT to submit referral to Council maintenance service for installation of bannister rails and hand rails.

2. OT to provide recommendations and quotations of shower stools to Jane

3. Jane to purchase or hire shower stool

4. OT to refer Jane for further OT assessments

	Summary:

Home assessment completed on 25 Nov 2015.  Jane’s ability and safety in performing daily self-care tasks and household tasks are affected by her knee pain and reduced mobility.  She needs to use walking aids for ambulation and has reduced grip strength due to wrist pain of both hands. It is recommended that handrails are installed at the rear access, bathroom and toilet to enhance Jane’ functional mobility and safety.  I also recommend Jane to use a shower chair for safety.




Therapist Name: Ada Tham
   Therapist Signature:
 Ada Tham
   Date: 26 Nov 2015

	Additional Diagrams:    Installing hand rail in toilet and shower
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Occupational Therapy

Discharge Summary & Plan
	UR: SB000123           


Surname: Cassidy      Given Name:   Jane Kay       

DOB:     4.9.1944                     Sex: F
Address: 1 King Street, Viewmont  


	Diagnosis: 
RA, Right TKR



	Relevant medical history

Jane has RA for 14 years, well controlled with medication.  She has increased knee pain especially the right knee and was admitted on 2 Jan 2016 for R.TKR done on 3rd Jan 2016.  There was no complication post operation.  Jane was transferred to the physical rehabilitation unit on 7th Jan 2016.  Jane received treatment from Occupational Therapy and Physiotherapy. 

	Social History including employment

Jane lives with John, her husband and a dog in a single storey home.  They have no children. Jane’s mother has dementia and is residing in a nursing home. Jane’s father passed away 4 years ago. 

Jane used to take care of most housework. John helps with mowing the lawn and putting the rubbish bins out.  He does not cook. Jane has a sister and they see each one to two times a month.  

Before this admission, Jane has not used any support services.



	Client’s goals

Jane ‘s main goal is to return home and be able to perform tasks she used to perform

1. Independent ADL 

2. Independent in preparation 

3. Community access and shopping with minimal assistance

	Current performance in relevant occupations

Jane is independent in all ADL tasks with use of handrails and aids (long handle shoe horn, stocking aids, shower stools and long handle bath sponge).

Jane can prepare light meals independently using a 4 wheeled frame for ambulation indoors.

Jane needs assistance in shopping. John will drive her to the shops. Jane will need frequent rest breaks in outdoor activities.

	Identified issues and proposed solutions/recommendations preferably in SMART goal format

Home access issues and falls risks were identified in home assessment completed on 25 Nov 2015.  Home modification is completed to reduce falls risk at home. However, Jane still requires assistance in some household tasks such as vacuuming, housecleaning and laundry. Jane’s ability in performing gardening and driving needs further assessment.

Recommendations: 

Refer to local council for home help service to assist with household cleaning.

Refer to community occupational therapy to further assess IADL and driving.

	Therapist                 Sarah Cowell, OT 17th Jan 2016



END
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Material: Metal (chrome)


Bannister rail diameter: 100mm


Height: 900mm from floor


Length: 1600 mm

































































At least 300 mm





Material: Metal (chrome)


Horizontal hand rail: 


Height: 900mm from floor


Length: 600 mm








Material: Metal (chrome)


Vertical hand rail: 


Height: 750mm to 1250 from floor


Length: 500 mm
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