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The MORE project was deve'oped to design, implement, and validate a pre-service
training program for occupational therapy students to be better prepared to serve in public
schools, particularly those in rural settings.

The MORE project is affiliated with the University of Kansas Medical Center, Occupational
Therapy Department, School of Allied Health, Kansas City, Kansas (Dunn, 1986). It was
developed under federal grant, GOO8730057, from the Office of Special Education and
Rehabilitation Services, the U.S. Department of Education. The project was carried out in
collaboration with seven public school systems, which served as rural fieldwork sites:

Area 7 Education agency, Cedar Falls, lowa
Supervisor: Carrie Carlson

Geary County Schools, USD #4735, Junction City, Kansas
Supervisor: Bobara Broce

Leavenworth County Special Education Cooperative, Leavenworth, Kansas
. Supervisors: Shawn Reeves/Becky Nicholsca

Ottawa Public Schools USD #290, Ottawa, Kansas
Supervisor: Paula Hughes

Reseaﬁch Medical Center, Kansas City, Missouri
Supervisor: Laurie Hess

Russell Child Development Center, Garden City, Kansas
Supervisor: Esther Nellans

St. Johns Hospital, Salina, Kansas
Superviscer: Sandy Ward

Occupational The: apy Education
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BASIC INFORMATION

Overview of the MORE Project

The MORE project was created to develop a pre-service training model for occupational
therapy students which would enable them to work more effectively in rural schools systems.
Such a model is needed because rural areas are lacking in related services personnel, and
professionals are not prepared to meet the unique needs of a rural school system at the pre-
service level.

Occupational therapy is mandated as a related service in Public Law 94-142 for those
students who require services to benefit from their educational experiences. For some students,
occupational therapists are a critical part of the interdisciplinary team that develops and
implements the individualized educational plan (IEP). Smaller and more rural school districts
currently face several disadvantages in attempting to secure the services of cccupational
therapists as related service personnel in their schools. First, the areas to be served are often
. geographically distant from metropolitan areas, which have a larger variety of business, social

and educational opportunities; this makes it difficult to recruit experienced professionals to
relocate to the area. Secondly, there are smaller numbers of special education studeits
requiring service due to a smaller population in general which means that perhaps only one
occupational therapist is required to serve the designated area. Lack of on-going professional
contact makes it difficult for the new graduate to take a job in a rural setting without specialized
pre-service experiences which address not only the knowledge and skills to work in public
schools, but the additional expertise required to tailor these competencies to the unique needs
of a rural setting.

Goals and Objectives

The principal goals and objectives of the MORE project are:

GOAL 1: TO DEVELOP AND IMPLEMENT AMODEL FOR TRAINING PRESERVICE
OCCUPATIONAL THERAPY STUDENTS IN SPECIALIZED TECHNIQUES AND
PROCEDURES THAT ENABLE SUCCESSFUL SERVICE PROVISION IN RURAL

SCHOOL SETTINGS.
Occupational Therapy Education
Page 3 Report of Project Activities The University of Kansas Medical Center
Q Kansas City, Kansas 1990




MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Obijective 1.1: to identify necessary knowledge, skills, and attitudes required to successfully
provide occupational therapy as a related service in rural school settings.

Objective 1.2: to assess baseline performance in knowledge, skills and attitudes of the
preservice occupational therapy student.

Objective 1.3: to assess local demographic values, the need for occupational therapy service,
acceptance of alternate service orovision patterns and willingness to train students in rural
school programs in the midwest.

Objective 1.4: to develop competencies needed by occupational therapy students to successfully
provide services in rural school programs, using information from objectives 1.1 and 1.3.

Objective 1.5: toestablishinstructional procedures, including didactic, laboratory, independent
study and fieldwork experiences which will enable attainment of competencies established in

. Objective 1.4.

Objective 1.6: to provide the model training program components to preservice occupational
therapy students in the Occupational Therapy Curriculum at the University of Kansas.

Obijective 1.7: tc establish criteria for selecting preservice occupational therapy students for a
specialized three month fieldwork experience in a selected rural school program.

GOAL. 2: TO VALIDATE THE RURAL TRAINING MODEL BY COLLECTING AND
ANALYZING ONGOING DATA FROM PROJECT STAFF, STUDENTS, CLINICAL
AND FIELDWORK PERSONNEL.

Objective 2.1: to assess changes in the knowledge, skills and attitudes of the preservice
occupational therapy students throughout their professional education.

Objective 2.2: to determine attainment of competencies by occupational therapy students as
established in Objective 1.4.

. Objective 2.3: to evaluate satisfaction with outcomes of the project from both the rural

Occupational Therapy Education
The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

personnel and the preservice occupational therapy student’s perspeciives.
Objective 2.4: to assess the impact of the training project on the rural settings themselves.

GOAL 3: TO DEVELOP AND IMPLEMENT A PLAN TO DISSEMINATE AND
REPLICATE THE VALIDATED RURAL EDUCATION TRAINING MODEL FOR
OCCUPATIONAIL. THERAPISTS.

Qbjective 3.1: to prepare training materials for use at other universities whose occupational
therapy students are candidates for rural positions when they complete their professional
education.

Objective 3.2: to prepare materials for use by rural school personnel to maximize their
capabilities for providing appropriate occupational therapy students for their location.

. Objective 3.3: to disseminate the validated materials and information to appropriate regional
and national audiences.

Objective 3.4: to prepare for the continuation of the validated model as part of the OT
Curriculum at the University of Kansas and to replicate the model at other midwest universities.

GOAL 4: TO ADMINISTER THE PROPOSED OCCUPATIONAL THERAPY
PRESERVICE TRAINING PROJECT EFFECTIVELY.

Objective 4.1: to conduct effective fiscal management of the project.

Objective 4.2: to conduct effective personnel management of the project.

Objective 4.3: to conduct effective programmatic management of the project.

Occupational Therapy Education
. . The University of Kansas Medical Center
o  Page5 Report of Project Activities Kansas City, Kansas 1990




MANAGING OCCUPATIONAL THERAPY IN RURAL EDucATION

Purpose of Project

The purpose of the MORE project is to demonstrate a model to train pre-service
occupational therapy students towork effectivelyin the public schools, specifically those in rural
settings. this effort is directed at improving the knowledge, skills and attitudes of occupational
therapy studentsin regard to the unique social environmental and educational needs of the rural
setting so that th 2y will be more prepared and have a greater ability to pursue job opportunities
serving rural districts.

Program Description

The proposal for MORE was written and submitted in the late Summer of 1986. Funding
was granted and the project began on July 1, 1987. Notices were placed in state Occupational
Therapy, and educational news publications to solicit participation in pilot studies and initial
project setup. Practicing urban and rural school-based occupational .erapists volunteered to
. participate in the pilot project by responding to questionnaires (see Appendices for copies of
questionnaires). Rural therapists were also recruited to provide fieldwork sites for the MORE
project, and act as fieldwork supervisors. A fieldwork site was defined as rural when the school
district has less than 10,000 students (Helge 1981).

University of Kansas Occupational Therapy students were also asked to participate in
the project in the Fall of 1987. Students who were in their first, second, and last semester of
professional training were asked to respond to a set of questionnaires. Their responses have
been used as a baseline for comparison to later classes. Materials to assess and teach necessary
pediatric competencies were also being developed at this time, to further enhance the pediatric
pre-service curriculum.

In the Spring of 1988 questionnaires (see Appendices) were sent to parents, educators,
and administrators at the rural school systems which were chosen to serve as MORE fieldwork
sites, as a means of collecting demographic and baseline data. The initial data were also

presented at the American Council on Rural Education Services (ACRES) and American

Occupational Therapy Association (AOTA) National Confererces during this period.
The first consultants’ meeting took place in March 1988 This included the Director of

Kansas Crippled and Chronically Ill Children’s Program, an administrator of a Special
. Education cooperative, and a rural school-based therapist. University Occupational Therapy

Occupational Therapy Education
. o The University of Kansas Medical Center
QC Page 6 Report of Project Activiries Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

pediatric and fieldwork faculty were also present. Project staff reviewed the year’s activities
and solicited input for the direction the project should take for upcoming years.

In the fall of 1988 data collection continued, as well as the development of curriculum
materials. Activity Guide Sheets (see Section IT) were written, to further enhance the pediatric
course materials. These provide specific intervention techniques that may be used by a school-
based therapist. Update notices were placed in regional occupational therapy newsletters and
over the Special Net bulletin board. National information clearinghouses were contacted and
information relating to pediatric issues was solicited. This information was integrated into the
pre-service curriculum.

Project staff gave presentations on data results, intervention techniques, and service
provision in the Spring of 1989 at ACRES, AOTA, KOTA, and the International Symposium
on Special Education in Canada. Staffand consultants met to discuss progress and make future
plans for the grantin its final year. The first set of fieldwork students went to the rural settings,
which proved to be positive experiences.

Throughout the 1989-90 school year staff collected and tabulated data from those
. involved with the study. Ten students completed their MORE fieldworks, this manual was

produced (with a supplement targeted just for occupational therapists) and a June workshop
conducted for Creighton and the University of Missouri faculty as weli as selected rural school-
based therapists.

Philosophy

The need for competent related service personnel, particularly occupational therapists,
to serve in rural educational areas has been well documented. Two-thirds of all United States
schools are located in rural areas, and the majority of unserved and underserved handicapped
children are enrolled in these rural schools (Clark and White, 1985; Massey and Crosby, 1983).

A major problem in rural education is recruitment and retention of qualified staff
(Helge, 1984; Will, 1985; Latham and Burnham, 1985; Kirner, Lockwood, Mickler and
Sweeney, 1984; Marrs, 1984). A 40% to 50% attrition rate annually is typical (Will, 1985). A
survey conducted in 1983 by the National Rural Project reported that only 17% of the rural
districts and special education cooperatives indicated that they had an adequate number of
special education personnel. In a recent report filed by the Ad Hoc Commission on Occupational
‘ Therapy Manpower, the data collected annually by he U.S. Office of Special Education

Occupational Therapy Education
_ o The University of Kansas Medical Center
o  Page7 Report of Project Activitics Kansas City, Kansas 1990
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Programs, U.S. Dcpai'tment of Education, reports the needs for occupational therapists have
consistently outnumbered the supply. In 1983, state special education departments indicated
a need for 20.5 percent more occupational therapists than were currently employed under Part
B funding of P.L. 94-142 (Ad Hoc, 1985). Helge (1984) notes that itinerant posit‘ons such as
occupational therapists, are most often not filled. Inadequacies of preservice training which
consider rural needs contribute to the chronic vacancies of these positions.

Recognizing the need for preservice training of occupational therapists toserve inschool
systems, the Bureau of Education for the Hand capped in 1978 funded in American Occupational
Therapy Association to develop a model for training occupational therapists employed in
school systems (Gilfoyle and Hays, 1979). The Special Education Department at the University
of Kansas developed a special tract for occupational and physical therapists pursuing a masters
degree in Spe>ial Education. Their proiect, funded by OSERS in 1980, developed an implemented
a model to prepare therapists to serve as consultants to programs for students with severe
disabilities in public school settings.

In order for therapists to integrate their services into the rural school system they need
. to have an understanding of the system, its educational aims, and its philosophy (Regan, 1982).

Punwar and Wendt (1980) outlined the effort to mandate occupational therapists in Wisconsin
to be certified by the Department of Public Instruction for those therapists serving in public
schools. Identification of competencies and relevant curricuium content were established as the
cornerstones of certification standards.

State Educetional Agencies Representatives from lowa, Nebraska, Kansas and Missouri
recognized the need for preservice training and reported chronic vacancies in rural settings for
occupational therapists. Additionally, all reported that due to these lack of services, children
with special needs are either unserved, underserved, or most travel to the closest urban setting
for services.

All special education directors reported that of all related service personnel an occupational
therapist could best serve their programs’ needs. This preference was also supported by a
survey completed by Guess (1980) at the University of Kansas. Teachers of severely multiply
handicapped students ranked their perceptions of contributions from other professionals and
disciplines in the education and treatment of students in their classroom, using a five point scale.
The results indicated that teachers perceive occupational therapists as the most needed service.
Survey results are illustrated in Table A.

Additional concerns expressed by special education directors include (1) lack of preservice
. training for occupational therapy serves in school settings, (2) difficulty with currently employed

Occupational Therapy Education
. o The University of Kansas Medical Center
Page 8 Report of Project Activities Kansas City, Kansas 1990
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therapists continuing to rely solely onthe medical model and (3) inability of therapists to identify
and implement appropriate methods and amounts of service provision in rura! education
settings. The need tc alter and adapt types of service provision for occupational therapists in
rural settings is essential. Through preservice training, the necessary understanding of the roles
of a consultant and knowledge of different types of service provision can be taught.

This project was designed to adequately prepare occupational therapists toserve in rural
school districts. It is the beginning of a long-term effort to make significant contributions for
implementation of preservice training programs that are essential for rural special education
needs, especially the need for well prepared related service personnel.

Table A
Severely Multiply Handicapped Teachers' Perception Survey

Mean Point on

. Profession/Discipline 5-point Scale Overal! Ranking
Occupational Therapy 4.52 1
Physical Therapy 4.08 25
Speech Pathology 4.08 2.5
Medicine 3.20 4
Nursing 3.04 5
Social Work 2.76 6
Psychology 2.66 7

Summary of Project Goal Attainment

Goal 1: To develop and implement a model for training preservice occupaiional therapy
students in specialized techniques and procedures that enable successful service provision in
rural school settings.
Objective 1.1_To identify necessary knowledge, skills, and attitudes requirc.d to successfuily
provide occupational therapy as a related service in rural school settings.

Analysis o1 data gathered from initial surveys and questionnaires completed by occupational
. therapy personnel in both rural and urban settings were summarized by the project staff. This
analysis is included in the findings section of this document. The information gathered has been

Occupational Therapy Education
The University of Kansas Medical Center
O Page9 Report of Project Activities e Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

incorporated into the educational components of the training model.

Obijective 1.2 To assess baseline performance in knowledge, skills, and_attitudes of the

preservice occupational therapy students.
Baseline performance was assessed in two ways. First, students completing their

academic preparation at the beginning of the project were assessed as 2 project baseline (no
project components implemented). Secondly, each participating class was assessed as they
entered the curriculum as a baseline for themselves and as a pretest of project component
effectiveness. Data are reported in the findings section of this dissemination document.

Objective 1.3 To ass=ss loca demographic values, the necd fo ;upational therapy service,

accentance of alternative service provision patterns, and willingness to train student in rural
schooi programs in the midwest.

L.ata gathered from initial surveys and questionnaires was used to determine possible
sites for the M.O.R.E. project fieldworks. Project Staff contacted potential fieldwork supervisors
and set up contracts.

Objective 1.4 To develop competencies needed by the occupational therapy students to

. successfully provide servicesin rural school programs, usinginformation from gbjectives 1.1and
13

Competencies were developed by the project staff from initial data collected from
therapists. These competencies were approved by the Occupational Trerapy Curriculum
Committee and have become part of the departmental curriculum. Additionally, supportive
teaching materials were developed and incorporated into appropriate coursework. All materials
have been included in the M.O.R.E. dissemination products.

Obijective 1.5 To establish instructional procedures, including didactic, laboratory, independent
study and fieldwork experiences which will enable attainment of competencies established in

objective 1.4.

Instructional procedures were developed by the project staff and approved by the
Occupational Therapy Education faculty. (See Section I1 of this project manual for examples).
Materials were placed in the official resource files for the Occupational Therapy Curriculum
to be used in future courses.

Objective 1.6 To provide the mcdel training program components to preservice occupational

therapy students in the occupational therapy curriculum at the Lniversity of Kansas,
The model training components were incorporated into the appropriate courses in the

‘ Occupational Therapy Curriculum. Information is included to enable the students to develop
competencies appropriate to rural school service provision. The materials have become an

Occupational Therapy Education
The University of Kansas Medical Center
Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RUKAL EDUCATION

integral part of the curriculum and will be used beyond the project’s termination as part of the
curriculum resource files.

Obiective 1.7 To establish criteria for selecti reservice occupational therapy students for a

specializad three month ficldwork experience in a selected rural school program.
The fieldwork coordinator met with the students to discuss the rural fieldwork opportunities

and benetits. Financial aid through stipends and mileage reimbursement was explained
(addressed in-depth in Objective 4.1). Project staff selected scudents who expressed an inte: est
in the rura! fieidworl. model and agreed to participate in survey completion. A total of 0
students comple*ed M.O.R.E. Level II fieldworks.

Goal 2: To validate the rural training model by coilecting and analyzing orgoing data from
project staff, students, clinical and fieldwork personnel.

Objectives 2.1 To assess changes in knowledge, skills and attitudes of the preservice occupational

therapy students throughout their professional education.
Data collected from initial and follow-up responses to surveys and questionnaires were

compared and visually analyzed to determine the amount and type of changes in knowledge,
. skills and attitudes of the preservice occupational therapy students. Foiow-up data was
collected from students completing their academic coursework and fieldwork experiences
through Year Three. Information provided feedback for incorporation of the materials into the
appropriate coursework. Data analysis iz included in the findings section of this project manual.

Objective 2.2 T determine attainment of competencies by occupational therapy students as
established in Objective 1.4.

Successful completion of coursework and fieldwork as well as course anc fieldwork

performance evaluations provided measures of attainment of the established competencies.
Knowledge competencies were assessed in firstand fourthsemester OT students and then again
at the completion of fieldwork. Project staff and clinical supervisors reviewed, revised and
finalized teaching maierials from these measures, and they became part of the appropriate
courses. Data from these measures are analyzed and report=d in the findings section of this
project manual.

Objective 2.3 To evaluate satisfaction with outcomes of the project from both the rural

personnel and the preservice occupational therapy students’ perspective.
The level of satisfaction of the M.OR.E. project participants was an important component

for the project’s success. Rural fieldwork sites reported a high degree of satisfaction with
. fieldwork student performance. Students also reported satisfaction with their experiences.
Identification of strengths and po.sible weaknesses in the program provided information to

Occupational Therapy Education
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adapt the training model to encourage more students to participate in rural tieldwork both in
Year Three and in the future.
Objective 2.4 To assess the impact of the trairing project on the rural settings then.selves.
Toidentify attitudes in rural personnel, the Level II fieldwork supervisors were asked to
submit the names of one administrator, four parents, and four teachers who worked with
preservice occupational therapy students during their three month fieldwork experiences.
These team members were asked to complete the Classroom Integration Questionnaire,
Teacher Educaticnal Attitude Questionnaire, Sclected Children’s Background Questionnaire
(parents only), the Family questionnaire (parents only), and Rural Needs Survey. The daia was
analyzed throughout the project and adjustments were made to enhance student learning

experiences.

Goal 3: To develop and implement a plan to disse.ninate and replicate the validated rural
education training model for occupational therapists.

Objective 3.1 To prepare training materials for use at other universities whose occupational

therapy students are candidates for rural positions when they comnplete their professional

. education

Training materials were packaged in notebook form for ease of use by curriculums.
During Year Three, the Project Staff presented a training workshop for the Occupational
Therapy Curriculums at Creighton University and University of Missouri-Columbia; project
fieldwork supcrvisors were also included.

Obiective 3.2 To prepare materials for use by rural school personnel to_maximize their
capabilities for previding appropriate occupatignal therapy services for their location.

The project staff distributed materials to rural school personnel throughout the project.
These materials included resource materials emphasizing those aspects of school based service
provision that were critical for rurai locations. The project staff was available on request to
provide consultation and specialized therapeutic services to rural school districts. Materialsare
included in Section II of this project manual, Other disseminaticn activities are reported in the
Dissemination section of this manual.

Obijective 3.3 To disseminate the validated materials and information to appropriate regional
and national audiences.

News articles and announcements were submitted periodically to appropriate newsletters
targeting occupational therapists and educators locally, stat: vide and naticnally (American
. Occupational Therapy Association, Specia! Net National Rural Consortium). The project staff

| submitted proposals to relevant state (e.g., KU Council on Education, State OT Associations,

Occupational Therapy Education
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State Council on Education) and national conferences {c.g, AOTA National Conference,
ACRES Annual Conference). Interim reports were presented to ti se groups. Final reports
were submitted at the end of the project.

Final dissemination -locuments were prepared by the Project Staff and included data
gathered and analyze” through surveys and questionnaires throuyhout the project, training
modules and instructional materials, and a resource bibliography.

Objective 3.4_To prepare for the continuatiun of the validated model as part of the OT
Curriculum at the University of Kansas and to replicate the modelat other midwest universities.

Plans for replication of the training model in the Occupational Therapy Education
Departments at Creighton University in Omaha and University of Missouri-Columbia were
presented by the Project Staff at a workshop in June 1990.

Preperation for the contiruation of the model as part of the Occupational Therapy
Curriculum at the University of Kansas took place during Year Three. Project Staff finalized
all materials and placed them in the official resource files of the curriculum.

Goal 4; To administer the pmposed occupational therapy preservice training project effectively.
Objective 4.1 To conduct effective fiscal management of the project.

Changes in the budget reflected an increase in staff expenses for dissemination of
information to other occupational therapy curriculum. Stipend and mileage reizabursements
for students affiliating in rural sites were increased to encourage more student participation.
Students reporied in Year One that the stipend that was offered was insufficient for them to
secure housing and pay at least some of their operating and living expenses while on the rural
fieldwork. Only those students who had family or friends to stay with were able to take
advan.age of these rural experiences. Students were satisfied with the stipendincreases in Year
Two and Year Three. The project budget was administered according to federal and university

guidelines.
Objective 4.2 To conduct effeciive personnel management of the project.

Roles and responsibilities of the staff changed according to the needs of the project. All
tasks were completed according to original timelines.
Objective 4.3_To conduct effective programmatic management of the project.

In summary, all goals and objectives originally planned for the Managing Occupational
Therapy in Rural Education Project were addressed as originally described and within the
timeline appearing in the proposal document. Administration of the project addressed goals

and objectives as originally stated.
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Project Design

Farticipants

The MORE project involved a wide variety of voluntary participants in different
_capacities. Each group of participants are described in this section.

Fieldwork Supervisors. MORE fieldwork sites were chosen by the fieldwork coordinator and
project manager. To be considered a rural site the facility had to be in, or hold a contract with
a school district of less than 10,000 students. Some fieldwork sites were already being used by
University of Kansas students. Additional sites were solicited by placing notices in occupational
therapy newsletters and educationa} bulletin board scrvices. Eleven sites were identified as
acceptable rural fieldwo. k settings. The facilities which agreed to provide fieldwork training
entered into a contract with the University of Kansas (Appendix 1). There were a total of 7sites
utilized for fieldwork experience. Five were located in the Kansas cities of Junction City,
. Garden City, Ottawa, Leavenworth, and Salina. O:qe site was outside Kansas City, Missouriand
one in Cedar Falls, lowa. Four of these facilities were in an educational cooperative, tw) were
hospitals which provided occupational therapy to rural school districts via contract services, and
one site was based in a single school district.

The sites employed an occupational therapy staff of one tosix. The fieldwork supervisors
had from 5 to 21 years of experience. Individuals aged 0-19 years were served, with diagnoses
including juvenile rheumatoid arthritis, cerebral palsy, learning disabilities, mentai retardation,
hemiplegia, developmental disabilitées, degenerative neurological disorders, and motor disorders.
A wide range of intervention methiods are used in these settings.

Fieldwork Site Participants. Parents, educators, and administrators of children who received
occupational therapy services were asked to respond to sets of questionnaires. Nineteen
parents, twenty-one teachers and administrators returned survey materials.

The questionnaires completed by tne parents indicated that the majority were involved
in their children’s daily and school routines, were caucasian, and employed. Ninety percent of
the respondants reported that they were middle class, and that both parents were present in the
home. Al! spoke English in their homes.

. The educators responded toquestions about the unique needs of rural special education,

Occupnrinnai Therapy Education
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and the role of occupational therapy in the school system. Overall the educators in this study
indicated they had a basic knowledge of occupational therapy. Their responses will be discussed
further in the findings section of this document.

Persons considered as administiators included special education directors and principals.
Their responses will alc) be discussed in the findings section of this docyment.

Urban and Rural Registered Occupationsl Therapists. School-based pediatric occupational
therapy personnel who practiced in the states of Kansas, Iowa, Nebraska, and Missouri were
sent questionnaires and surveys. Both urban and rural based personnel were included. For
purposes of this study, criteria established by Helge (1984) were used to determine those
personnel serving in rural communities and those serving in urban communities.

Table B
Timeline of Professional Education
for Preservice Occupational Therapy Students at the University of Kansas

Q

08 monthn 7-12 monthe 13-18 months 19-24 monthe 25-30 monthe 31-38 months
Speing 1937 Junior Yeor Sanior Yeer Lovei i
Claus § COUPEE an o e it e o o s e e Cournes 177 ") QTR e —
Lavel | Fialcwork Lavel | Fisidwork Lavel | Flelgwork
Advanced Topics
Special Studies
Fall 1987 Sophomore Year Jurdor Year Senior Year Level 1 Floldwork —f = o e — o= am o
Clase 2 Courses CONBMg e — e e e e e e Courses
Lavet | Fisldwark Laval | Fiaidwork Level | Fisldwork Lavel | Flah.v,ork
Advanced Topics
Special Srudies
Fsh 1988 SCCRPLRICS int0 Sophomore Year Junior Y Senior Yewr
Class 3 OT curricuium Courses COUBIS — e e e e e e e Courses
Lovei | Fisiciwork Lavel | Flatdwork Level | Flgkawork Lavel | Figidwork
Acvanced Topics
Special Studies
Fall 1989 sccepiance into Sophomors Year Junior Year
Class 4 OT curicuium Courses Courses
Level | Fisidwork Larrel | Fieicwork
L -
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Forms were sent tc 95 therapists. The respondents had three and a half to twenty years of
experience as occupational therapists, and two to twelve years of experience practicing in a
schooi setting. The therapists served between 1 and 30 schools each, and had from 12-90
students on -heir caseloads. (A comparison of the demographic data collected can be foundin
the Findings section, under Pilot Information).

Occupational Therapy Students. Students enrolled in the occupational therapy curriculum at
the University of Kansas during the time period from Fall 1987 to Spring 1990 were asked to
participate in datu collection. Surveys were administered to students during their first and last
semesters of academic study. Studeats who chose a MORE fieldwork site as a practicum
experience also completed a set of surveys at the end of their nine months of fieldwork.
Semester 1 students have received the least academic exposure, semester 4 the most, with
fieldwork students having had an opportunity to apply their know! :dge. Table B depicts the
academic pattern of the stedent classes which participated.

. Data Collection Methods

'The evaluation activities include two main areas of focus: 1) to validate components of
the rural training medel, so interested parties will clearly understand use of the materials; and
2) to document specific changes in those persons and those environments participating in this
project.

Measures Used. A variety of measures were used to evaluate changes in knowledge, attitudes,
and value systems. Copies of these measures can be found in Appendices 2-13. Each measure
is briefly outlined below:

Classroom Integration Questionnaire (CIQ) Appendix 2 (Kaufman, Agard & Semmel, 1985).
The CIQ presents the reader with vignettes of 25 children who are described as having primarily

cognitive or behavioral problems. Vignettes describing children with physically handicapping
conditions were added after the first year of the grant. The respondents were asked to indicate
the appropriate classroom placement for each child. The five options are: 1) a regular
classroom, 2) a regular classroom all day with supplemental materials, 3) a regular classroom
. part of the day with supplemental materials and advice, 4) a special class all day, or 5) not for
public education.

Occupational Therapy Education
The University of Kansas Medical Center
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Family Questionpaire (FQ) Appendix 3 (Kaufman, Agard & Semmel, 1985). The family is
asked to respond to 33 questions pertaining to family background, lifestyle, and experiences.

Attitudes Toward School-Based Services (ATSBS) Appendix 4 (Gilfoyle, 1981). This survey
contains 36 statements regarding school-based services. Respondents indicate the expressed
level of agreement on a scale from -3 (“Idisagree very much”) to +3 (“Iagree very much”).

Occupational Therapy Needs Survey (OTNS) Appendix 5. This tool was developed by the
MORE projectstaff. The survey includes demographic information, questionsre garding roles,

preservice training needs, challenges of service provision in educational settings, inservice
topics, team members, resource and caseloads.

Pediatric Competencies (Comps 1 & 2) 4ppendix 6. These measurements were developed by
the MORE project staff to assess knowledge gained by the preservice curriculum students, as
they progressed through the program. Both tests are multiple choice and matching questions.
’ Comp 1 is aimed at basic information provided to students in the early stage of their pediatric
education. Comp 2 addresses more advanced knowledge acquired by the students.

SBS Inventory of Teacher Social Behavior Standards and Expectations Survey (SBS) Appendix
7 (Walker & Rankin, 1980). The SBS addresses both adaptive and maladaptive behaviors that

students exhibit, and asks for a judgment of the effects of these behaviors on their ability to
interact with the student.

Student Fieldwork Evaluation (SFWE) Appendix 8. Students complete this document upon
completion of the MORE fieldwork assignment. This form providesinformationtochange and/
or commend the fieldwork and academic programs. Students are encouraged to make concrete
comments. The American Occupational Therapy Association (AOTA) revised the SFWE in
1988. The first group of fieldwork students used the older version, while the second group used
the revised form. A copy of both versions is included in Appendix 8.

Fieldwork Performance Report (FWPR) Appendix 9. The fieldwork supervisors completed

this form at the conclusion of the students fieldwork experience. Students were rated on ascale

. of 1 (poor) to 5 (excellent), in the areas of performance, judgment, and attitude in relationship
to treatment, assessment, time management, and other areas of professional conduct.

Occupational Therapy Education
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Teacher Climate Control Questiopnaire (TCCQ) Appendix 10 (Kaufman, Agard & Semmel,
1985). The teacher is asked to respond to statements which identify the teacher’s preferences

of management in the classroom.

Teacher Educational Attitude Questionnaire (TEAQ) Appendix 11 (Kaufman, Agard &
Semmel, 1985). This identifies the teacher’s attitudes about school and classroom issues. A

corresponding questionnaire was sent to parents, the Parents Educational Attitude Questionnaire
(PEAQ).

The Selected Children’s Background Questionnaire (SCBQ) Appendix 12 (Kaufman, Agard

& Semmel, 1985). This 27 question form obtains information about the family’s socioeconomic
status and educational experiences.

The Rural Needs Survey (RNS) Appendix 13. This was designed by the MORE staff to gain
information about strengths, needs, recruitment, and demographic issues, from the rural and
. urban sites who participated in this project.

Occupational Therapist General Information Questionnaire Appendix 14. This questionnaire

provided demographic information from the practicing occupational therapists. An occupational
therapy student created this form as part of a senior research project (see Impact of Project
Findings).

Data Collection Process

All participants in the data collection process were given consent forms and an abstract
of the grant (Appendices 15 & 16). Datawas collected at the site at each participants’ locatior.
Specific recruitment techniques are discussed here.

The seven fieldwork site supervisors were each mailed a set of surveys to complete
before their fieldwork student arrived. A self-addressed stamped envelope was included for
return of the survey packet. The packet included the following set of surveys: Classroom

Integration Questionnaire (CIQ), Attitudes Toward School Based Services (ATSBS), Occupational
Therapy Needs Survey (OTNS), and Occupational Therapy General Information Questionnaire
‘ (Appendices 2,4,5,14).

Occupational Therapy Education
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Each fieldwork supervisor was asked to ident:y teachers, parents, and administraiors of
a student who was receiving occupational therapy services. In the initial data collection process,
the surveys were mailed directly to these individuals wiih 1« :lf-addressed stamped envelepe for
tl.eir convenience. In the final data collection, the on-site supervisor was asked to dispense and
retrieve the survey packets. This process was used to improve the return rate. The educators

were asked to complete the CIQ, Teacher Climate Control Questionnaire, Teacher Educational
Attitudes Questionnaire and the Rural Needs Survey (Appendices 2, 10, 11, 13).
The Teacher Educational Attitudes Questionnaire and the Rural Needs Survey

(Appendices 11 & 13) were sent to the administrators. The parents were asked to complete the
CIQ, Family Questionpaire, Parent Educational Attitude Questionnaire, and the Selected

Children’s Background Questionnaire (Appendices 2, 3, 11, 12).

In the sclicitation of background data, notices were placed in Occr:patios al Therapy
newsletters and over the Special Net Bulletin Board in the states of Missouri, Kansas, lowa, and
Mebraska, seeking therapists practicing in both urban and rural school districts. Names of

® Table C

Schedule of Class Participation in MORE Project

Spring Fall Spring Fall Spring Fall Spring Fall Spring
1988 1986 1987 1987 1988 1988 1989 1989 1990
grant begins grant ends
Class 1 Class 1 Class 1
Semester 1 Semester 4 completes
fioldwork

Class 2 Class 2 Class 2

Semester 1 Semaester 4 completes

fieldwork

Class 3 Class 3
Semester 1 Semester 4

Class 4 Class 4
Semester 1 | Semester 2

Baseline Baseline
Semester 1 Semester 4
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school based therapists were also obtained from state departments of education. A total of 95
survey packets were sent. This packet was the same as the one sent to the fieldwork supervisors,
many of whom participated in the initial data collection process.

Students enrolled in the Occupational Therapy curriculum at the University of Kansas
Medical Center in Kansas City, Kansas participated in the data collection by answering the
items on the CIQ and ATSBS as well as Pediatric Competency Exams I and Il and the Inventory
ot Teacher Social Behavior: Standards and Expectations, Part 1 and 2 (Appendices 2, 4, 6, 7).
The students responded to the surveys during homerooms, a class session or during a specifically
designated time. Table C depicts the classes involved in the project, and Table D depicts the
timeline for survey administration.

Table D
Timeline for Survey Administration

0- 6 months 7 - 12 months 13 - 18 months 19 - 24 months 25 - 30 months 31 - 36 months
Preservice SBS B8 SBS FWE
Occupational CcIQ caQ ClQ SFWE
Therapy ATSBS ATSBS ATSBS Ped Comps
Stedents Class 1 Ped Comps (aher runal fickdwork)
SBS SBS SBS FWE
CiQ cQ cl1Q SFWE
ATSBS ATSBS ATSBS  Fed Comps
Class 2 Ped Comps (after rural fickdwork)
$BS SBS
cQ ciQ
ATSBS ATSBS
Class 3 Ped Compe Ped Comps
ClQ
Ped Comps
Class 4
"Fliot Information OT Genetal Info. OT Gea. Iafo.  CIQ |OT GeaInfo.  CIQ
Runal/Urban OT Needs Survey OTNS OTNS
Occupstional Therapy ATSBS ATSBS ATSBS
Personnel C1Q (selected sites selected sites
“ural School ClQ ATSBS (v (6] ATSAS %lﬁ ATSES
Persoansl TCOQ TCOQ Rural Neads | TOCO  Rural Neods
lEAQ TEAQ TEAQ
ural Neads Survey (selected sites) selected sites
Tl TIa cia N R—
Families PEAQ PEAQ PEAQ
SCBQ SCBQ SCBQ
FQ (seiocted sites) (sedected sites)
SBS: 3BS Isveniory of Teachers Social Behavior Stasdards & TEAQ: Teacher Educationsl Attitude Questionsaire
Expectations Rural Needs: Rural Needs Survey
CIQ: Clamroom Integration Questionnaire SCBQ: Selected Children'’s Background Questionnaire
ATSBS: Attitudes Toward School Based Services FQ: Family Questionnaire
Ped Comps: Pedistric Competencies | & 2 PEAQ: Parent Educational Attitude Questionnsire
FWE: Fieldwork Education OT Neods Survey: Occupstionsl Therspy Needs Survey
SFWE: Siuden’ Fleldwork Education OT Gea. lafo: Occupations] Therapy Genenal Information

TCCQ: Teacher Climate Control Questiontaire
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Sequence of Activities

Timeline for Project Goals and Objectives. The Occupational Therapy Curriculum at the
University of Kansas has been preparing entry level occupational therapists since 1942. During
this time, KU has provided alarge portion of the occupational therapists who serve the midwest.
Since a majority of the school districts in these states are located in rural settings, it is necessary
for students who wish to work with children to have the skills necessary to provide effective
services in a rural location. The MORE project was designed to develop a model training
program to assist preservice occupational therapy students in developing these competencies
that prepare them to work within the unique parameters of the rural public school. The
implementation timeline is found in Table E.

Table E
Managing Occupational Therapy in Rural Education
haplementation Timeline

Months 1-6 7-12 13-18 19-24 25-30 31-36

Objective 1.1
12
13
14
15
16
17

Objective 2.1
2.2
23
24
2.5

Objective 3.1
32
33
3.4

Objective 4.1
4.2
43

Qccupational Therapy Education
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Goal 1: To develop and implement a model for training preservice occupational therapy
students in specialized techniques and procedures that enable successful service provision in
rural school settings.

Goal 2: To validatc the rural training model by collecting and analyzing ongoing data from
project staff, students, clinical, and fieldwork personnel.

Goal 3: To develop and implement a plan to disseminate and replicate the validated rural
education training model for occupational therapists.

Goal 4: To administer the proposed occupational therapy preservice training project effectively.

Professional Education Timeline for OT Students. Occupational Therapy Students apply to
the admissions committee for acceptance into the occupational therapy curriculum. They must
carry a 2.5 or above grade point average, have completed four semesters of general education
. undergraduate work, and have spent 16 hours observing an occupational therapist at work.
Clinical observations and involvement are stressed throughout the curriculum. These
experiences are called Level 1 and Level II Fieldwork. The four Level I fieldworks are done
concurrently with academic studies. The three Level Il Fieldworks are full-time experiences
after completion of academic coursework (see Appendix 17 for Fieldwork course descriptions).

Fieldwork Plans for OT Students. In the original project proposal, it was anticipated that
approximately 10% of each preservice class would choose designated rural fieldwork sites. Six
students or 11% of Class 1 completed MORE fieldwork. Sevenstudents or 11% of Class 2 were
chosen for rural fieldwork assignments, with four completing their assignments. Pregnancyand
fieldwork site cancellation account for this attrition.

A stipend of $100.00 per month was offered to the first year class, and a stipend of
$250.00 per month was offered to the second year class to entice students to participate (other
fieldworks with stipends were offering more money than the project was offering). Both classes
received a mileage allowance of 20.5 cents a mile. Checks were sent monthly.

Table F sliows sites chosen by the project staff as possible rural fieldwork placements.
These sites: 1) met the criteria to qualify as “rural”, serving school districts of 10,000 or less
. (Helge, 1984); 2) personnel showed an interest in supervising a student; and 3) the site agreed
to cooperate in completion of the surveys.

Occupational Therapv Education
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Table F
M.9O.R.E. Fieldwork Sites

*Geary County Public Schools *St. John’s Hospital
Junction City, Kansas Salina, Kansas

*Russell Center Garden City Public Schools
Garden City, Kansas Garden City, Kansas
*Leavenworth Public Schools *Ottawa Public Schools
Leavenworth, Kansas Ottawa, Kansas

*R-=search Medical Center *Area 7 Education Agency
Kansas City, Missouri Cedar Falls, lowa

Three Lakes Educational Cooperative Hutchinson Hospital
Lyndon, Kansas Hutchinson, Kansas

St. Louis County Special School District
St. Louis, Missouri

* jndicate sites where students were placed

Evaluation Plan Timelines. The evaluation activities included in this projectincluded two main
areasof focus: 1) tovalidate all components of the rural training model, so that thoseinterested
in replicating it could clearly understand the requirements for successful use of the model; and
2) to document specific changes in those persons and those environments which participated in
this project. Please refer to Table D for a pictorial representation of the process measures
timeline.
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FINDINGS

Pilot Information

The pilot information was solicited during the first year of the MORE project, in the fall
of 1987. This section is a summary of the data collected from registered occupational therapists,
as reported by Dunn and Gray (1988).

Of the 95 occupational therapy personnel surveyed, 29 (31%) responded at the end of
a two month pericd. Nineteen (65%) of the respondents were identified as urban-based
therapists, and 10 (14%) were identified as rurai-based personnei.

Demographic information about the occupational therapy personnel is presented in

Table G.
Table G
Occupational Therapy Personnel
Demographic Data
Rural Urban
Educational Background
Bachelor of Science 10 (100%) 19 (100%)
Master of Science 4 (40%) 10 (53%)
Years in OT 31/2-18 years 2-20 years
(Mean=10) (Mean=9.5)
Years in Pediatric OT 2-16 years 2-13 years
(Mcan=38) (Mcan=8)
Yeats in Public Schools 2-11 years 2-12 years
(Mean=6) (Mean=6)
Services Provided
Number of Schools Served 1-22 1-30
(Mean=11) (Mean=7)
Miles Traveled per week 0-325 0-125
(Mean=181) (Mean=38)
Numter of Children Served 23-90 12-60
(Mean=56) (Mean=41)
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As indicated in the table, the urban and rural personnel are relatively equal in educational
background, years of practice in occupational therapy, years in pediatrics, and years practicing
in public schools. However, differences were evident in the number of schools served, the
number of miles traveled each week, and ‘n the number of children served by each therapist.

All occupational therapy personnel returning their packets completed the OTNS. The
participants listed their top five concerns in preservice training and needs in occupational
therapy service provision in educational settings.

Table Hlists the preservice content areas listed by rural and urban occupational therapy
personnel.

Table H
Preservice Content Area Needs as Ranked by Occupational Therapists

Urban Rural
. Child development (37%) Evaluation/interptetation (50%)

Communication skilis (31%) Advance sciences (40%)
Treatment techniques (31%) Child development (40%)
Writing I[EP (26%) Program development (30%)
Advance sciences (26%) Service delivery (30%)
Consultation skills (26%) Communication (30%)
Evaluation/interpretation skills (26%) Educational philosophy/aims (30%)

The areas noted by both groups as most important include advanced sciences, child development,
communication skills, knowledge of educational philosophy and aims, evaluation and interpretation
skills, and writing individualized educational program.

The respondents also listed needs of occupational therapy service provision in educational
settings. Table I lists needs as stated by rural and urban personnel. As liste in the table, the
top 3 needs for both groups are issues of service provision in terms of caseload size, time, space,
and money; consultation skills; and continuing education resources. Many other areas of
overlap existed, although cach need had differing frequency from grcup to group.

The rural and the urban occupational therapy personnel compicted the ATSBS (Appendix
4). Although respondents had 6 categories of choices (-3, -2, -1, +1, +2, +3) respcnses were

. grouped into negative (-3 -2), neutral (-1 +1), or positive (+2 +3) categories. Data was coded
i
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so that negative responses reflected a more narrow, less inclusive view. Responses were
summarized by grouping items into five content areas (not all items were included in these
groupings). Figure 1 summarizes the results of five content areas used for summary and
analysis; students beginning the occupational therapy curriculum were compared to the rural
and urban therapists. Since this analysis was completed during the first year of the MORE
project, data for students farther along in their education was not yet available.

Table |
Needs in Occupational Therapy Service Delivery
in Educational Settings as Ranked by Occupational Therapists

Urban Rural

Consultation skills (42%) Caseload/space (100%)
Caseload/time/schedule (37%) Consultation (40%)
Money (37%) Continuing education resources (40%)
Continuing education resources (32%) Prioritizing/criteria (30%)
Differentiating educational/medical model (26%) Service Delivery (21%)

. Service delivery (20%) Differentiating medical/educational model (20%)
Treatment planning skills (16%) Function as team member (20%)
Establishing academically relevant goals (16%) Use of aides (paraprofessional/COTA) (20%)
Function as tcam members (16%) Efficient documentation (20%)
Use of aides (paraprofessional/COTA) (16%) Treatment planning (10%)
Educating about OT (16%) Establishing academically relevant goals (10%)
Efficient documentation (16%) Monitoring students (10%)
Early intervention (11%) Student preparation (10%)
Student preparation (11%) Support for singie OT (10%)

Assessment tools (5%)
Advocacy role (5%)

Percentage groupings were essentially the same across the groups. Three items had less than a
20% difference in response patterns across groups: 15 items showed a 20-30% difference: 7
items showed a 30-40% difference: 7 items showed a 40-50% difference: and 4 items showed
a 50% or more difference. Figure 2 presents the pattern of differences for the 4 items with more
than 50% difference. The most striking finding was the large negative response by studentsand
rural therapists on itern number ten. They reported that they felt occupational therapy does
have more to offer younger children, when this should not be the case. Perhaps the urban
therapists haa more experience dealing with older students and therefore recognized the
occupational therapy contribution that can be made.
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Figure 1
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

The CIQ (Appendix 2) has items describing children who have cognitive problems
(N=11) and children who have behavior problems (N=12). Two items described children with
both cognitive and behavior problems. Percent of responses to each level of classroom
placement were plotted for the 25 items. Visual inspection revealed that 22 items had very
similar patterns of choices across the therapist groups, most frequently choosing mainstreamed
with special classroom help, resources room and special class placemnent. The three items that
generated significantly different patterns of response were vignettes about children with
cognitive difficulties; they cculd not follow instructions and needed concrete directions and
materials.

Classroom Integration Questionnaire (CIQ) Results

On this questionnaire the students were asked to respond to vignettes describing
children with a behavioral cognitive, or physically handicapping condition. The students were
asked to indicate one of five classroom placement options for the cliild being described.

. A. In regular classroom
8. In regular classrooin all day with supplemental materials and advice

C. In regular classroom part of the day with supplemental materials and advice
D. In special class all day
E. Not for public education

The three categories on the CIQ, Physicai, Cognitive and Behavioral conditions, will be
discussed separately. As with other analyses, data are collapsed across like points in time (e.g.,
all semester 1 students’ data) to demonstrate potential trends across time.

Figure 3 presents data on the Physical category. Studentsin semester 1, 4 and fieldwork
are compared to OTR’s, parents and educators. It is encouraging to see that very few persons
in any category responded that the children represented in the vignettes should be isolated in
a segregated program (response D:10-15%) or outside of public education (response E:0-5%).
There was also a low number of persons who responded that these children should be placed
inself-contained special education classrooms (response C:10-17%), which has beenacommon
practice in the past. The majority of all respondents in each group said that children with
physical disabilities should be placed in regular education, with or without resource assistance.
This finding suggests that students, parents and professionals are willing to consider integrated
settings for children with physical disabilities.

The occupational therapists had a much stronger tendency to choose resource support
. over regular education placement without this support (65% compared to S% respectively).

Occupational Therapy Education

. \ s The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Perhaps this reflects their awareness that occupational therapists have a significant role in
making these placements successful; task and environmental adaptations can give a child with
physical disabilities access to age appropriate life and learning experiences.

Figure 3
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Figure 4 displays the data for the same groups in relation to the Cognitive category. In this
instance, students, parents and professionals :ended not to select the extreme choices. Almost
no one (0-3%) said tnese children could ot be placed in some public educaton program; few
persons (0-12%) said these children could function in a regular education program without
resource support either. Most considered that these children would require professional
support to function within the schools.

The fieldwork students and parents were in most agreement that children with cognitive
disabilities could function in a regular classroom with resource assistance (43% each). The
. occupational therapists were least willing to select this option.

Occupational Therapy Education
The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

The occupational therapists and educators were in most agreement that children with
cognitive disabilities should be placed in self-contained classrooms (52% and 45% respectively).
Perhaps they reparted this because this is the most common pattern of service provision for
children with cognitive disabilities in the public schools.

Figure 4
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Figure 5 presents the data for the same groups in relation to the Behavioral category.
Students in their academic preparation were the only groups (semester 1and 4) who had anyone
willing to segregate these children outside of public education (2-3%). Those students who
completed a rural school-based fieldwork, othe. professionals and parents did not select this
option. Only a few persons selected a segregated classroom (10-17%; the parents and the
semester 1 students were most likely to select this option.

Approximately one fifth of persons across the groups selected regular education for
children with behavioral disabilities. Students and educators were most likely to select this

. option.

Occupational Therapy Education
The University of Kensas Medical Center
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Most persons in all groups selected the resources or self-contained classroom option for
these children. Semester 4 students, the professionals and the parents were all most willing to
select regular education with resource assistance (46-55%), which is also a common option in
education presently. Fieldwork students were less willing to select this option. Their school-
based experiences introduced them to children of all types; a major issue for a student on a
pediatric fieldwork experience is learning to manage the children’s behaviors, whether they
have behavioral concerns or not. Perhaps this difference is related to their heightened
awareness of the magnitude of this issue, without the commensurate skill development to
manage the children as effectively as others.

Figure 5
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Attitudes Toward School Based Services (ATSBS) Responses

The ATSBS (Appendix 4) was completed by preservice occupational therapy students
and by registered occupational therapists. Some of the items on this questionnaire are worded
ina negative orrestrictive manner,so that a positive response would indicate a negative attitude.
In these instances, the data were transformed so that negative responses in the analyses
represent negative or restrictive attitudes. For data analysis, the items were divided into five
categories:

Figure 6a General Education for the Handicapped (questions 1, 4, 6, 13, 33)
Figure 6b Occupational Therapy’s Role (questions 10, 12, 18, 26, 32)

Figure 6c Interdisciplinary Team Work (questions 2, 5, 15, 21, 22, 34)

Figure 6d Training of Special Educators (questions 3, 7, 19, 24, 25, 28)

Figure 6e Related Service Issues (questions 8, 11, 14, 20, 23, 27, 29, 30, 35, 36)

Although the respondents had 6 response choices (-3, -2, -1, +1, +2, +3), for purposes of
. analysis responses were grouped into negative (-3, -2), neutral (-1, +1) or positive (+2, +3)
categories. More restrictive and less inclusive attitudes were coded as negative in all cases.

Percentage groupings between students at the beginning and end of their academic
training were essentially the same in all categories when comparing the negative, neutral, &
positive responses. Fieldwork students choose the neutral category most frequently in all
categories except “General Education for the Handicapped”. In this category the negative
response was chosen mostfrequently. The underclassmen followed this same pattern of choices
as the fieldwork students did with a similarity rate of 83-90%.

As students moved through their academic preparation, they slowly approached the
attitudes of the occupational therapists on the General Education for the Handicapped
category. Many of these items are worded so that more restricted attitudes would receive a
positive rating; during aralysis these item scores were adjusted so that positive ratings would
reflect more expansive attitudes. For example, item 4: “Because the law mandates occupational/
physical therapy services, school administrators have negative feelings towards therapists”, is
better answered with a negative response, indicating that persons believe that this is not true.
It is somewhat discouraging to see that occupational therapists reported more negative
attitudes in this category.

Occupational Theraypy Education
The University of Kansas Medical Center

Page 33 Report of Project Activities _
g port of Proj ‘ () Kansas City, Kansas 1940




MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

It appears that students continue to have more neutral attitudes about Occupational
Therapy’s Role throughout their educational experiences. The occupational therapists responded
with much fewer neutral responses than the students in this category, perhaps indicating that
their experiences have led them to more distinct feelings about their roles within educational
settings.The fieldwork students were also more negative than the occupational therapists about
their professional role, perhaps indicating their continuing apprehensiveness with their rolesin
the schools.

"The students continued to report more neutral and positive attitudes about Interdisciplinary
Teamwork throughout their schooling when compared to practicing occupational therapists.
This area has been emphasized very strongly throughout their educational experiences.
Occupational therapists who are practicing in the schools presently did not have this emphasis
when they were receiving their preservice education; their experiences emphasized a more
clinical, less interactive approach to service provision. Additionally, therapists working in rural
school settings have less opportunities to participate in team activities because of the distances
among schools. Perhaps these students will bring a new perspective to rural school service
provision, and will affect change in the system which supports service provision activities. One
. of the students who participated in the rural fieldwork has already been instrumental in affecting
change (toward more interdisciplinary and integrated services) in the school which employs her.

Although the students reported a similar amount of negative attitudes as the occupational
therapists on the Training of Special Education items, the occupational therapists had more
positive attitudes than the students. This difference might also be associated with the students’
lack of experiences with these professionals.

Inregard to the Related Service Issues items, the students became more clear and more
positive 1n their attitudes as they gained more knowledge and experiences. The pattern of
fieldwork students and occupational therapists is identical in this pilot sample. It is encouraging
to see that related service issnes are primarily viewed as positive by the occupational therapists,
and that the students are able to gain this profile as well.

We also compared semester 1 to semester 4 responses across the three classes who
participated in the MORE Project. Only Class 3 obtained the benefit of all the MORE
materials, since they were being created and revised throughout the project. No differences
were noted among the classes on General Education for the Handicapped, and Occupational
Therapy’s Role. The students in Class 3 changed to more neutral and positive responses by
semester 4 than other classes on Training of Special Education, Interdisciplinary Teamwork,
. and Related Service Issues.

Crecupational Therapy Education
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Figure 6b

ATSBS: OT Role

100%

%
i

90%

DA\

80%

DO
O

70%

60%

50%

. 40%

30%

20%

10%

prae brvpad e e b e Y r g by b kg pppealielliaag

0%

Semaester 1

Semester 2
Semaester 4

Fieldwork
OTR's

B Negative [] Neutral

Positive

Page 36 Report of Project Activities

-
..
b

Occupational Therapy Education
The University of Kansas Medical Center
Kansas City, Kansas 1990




MANAGING QCCUPATIONAL THERATY IN RURAL EDUCATON

Figure 6¢
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Figure 6d
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Figure 6e
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Competency Exams Responses

The Pediatric Competencies (Appendix 6) were developed by the pediatric faculty at
KU. These competencies were designed to assess the occupational therapy student’s general
knowledge about pediatric issues. The Competency I addresses basic information provided to
entry-level students in the curriculum such as developmental milestones, the sensory systems,
reflexes, and developmental theorists. Competency II reflects information taught in the last
semester of undergraduate classroom study. This questionnaire looks at issues about federal
regulations, individualized educational plans, assessment, treatment, diagnosis and service
provision.

Students demonstrated improvements in knowledge across their preservice educational
experiences on the Competency tests. Data across classes has been collapsed for these figures
in order to demonstrate trends; actual within class comparisons are limited due to the length ot
the grant. Within class comparisons are reported in the text when they were possible.

Approximately half of Ciass 1, nearly three quarters (73%) of Classes 2 and 3, and 100%
. of Class 4 completed Competency exams. All of the fieldwork students (n=10) completed the

exams after their fieldwork experiences.

Competency |

The Competency I (Appendix 6) consists of 25 multiple choice questions. The questions were
grouped into five similar areas of content for purposes of analysis. The content areas were
established by a group of six pediatric occupational therapists. Each therapist was givena copy
of the competencies, with instructions to assign each question to the one content group which
they felt best fit the question.

Content areas created were as follows: Motor Skills Acquired in Development (Acquired),
The Sensory Systems (Sensory), Developmental Theorists (Theorists), Physical Maturation
(Physical), Reflex Integration (Reflex), and Newborn. The Acquired content area includes
items which asked what ages specific speech, and motor skills develop. The Sensory content
area questions the student’s knowledge of the function of the visual, auditory and tactile sensory
systems. The originators of theories of genetic, cognitive and psychological development are
included in the Theorists category. The Physical category addresses growth and body changes,
. and the Reflex category asks about reflexes that are commonly assessed. There wasa 90-100%

Occupational Therapy F-jucation
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agreement on all but one question, on which there was 50% agreement (number 24). The
content areas that caused the split decision (newborn and physical) were combined into one
category (Physical) and the category of “newborn” was dropped at this point, due to a low
response rate by the pediatric occupational therapists. Competency I was also modified from
25 to 24 questions in the final analysis with the exclusion of question number 13 which read:

Hand dominance usually occurs around
a. 34 years
b. 4-5years
c. 5-6years

d. 7-8years
It was determined that this question was not an accurate reflection of the students’ knowledge,
as the average accuracy rate of responses of all was 23%. The five content areas consist of the
following questions:

Acquired (questions 1, 3, 16, 17, 19)
Sensory (questions 2,4, 5,6, 7, 12)
. Theorists (questions 8, 9, 10, 11)
Physical (questions 15, 18, 24, 25)
Reflex (questions 20, 21, 22, 23)

Figure 7 iliustrates the general trend of increased knowledge from the first semester
through fieldwork on the Competency I test. The Sensory, Physical and Reflex categories show
consistent grow thacross the preservice preparation. These topics are notonlytaughtinthe first
semester course on development, but are also reinforced in other courses throughout the

curriculum. Itis likely that students obtained informatior. about these categories, and thenwere
challenged to use the information in other contexts over their preservice educational experiences.
Those who had a rural school-based pediatric fieldwork experience also retained this information
after their fieldwork experiences.

The Acquired and Theorists categories contained contentspecificio the developmental
coursework. Inexamining the graphs, one can see that students gained knowledge iminediately
after the semester 1 course, but lost some of this knowledge after the fourth semester, Without
using this knowledge, they had a tendency to lose the specific details required on test questions.
It is interesting to note that students who had a rural school-based pediatric fieldwork

. experience increased their overall scores in these two categories.
Occupational Therapy Education
The University ot Kansas Medical Conter
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Figure 7
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There were some differences beiween classes. The Physical and Reflex pretest scores
may be somewhat inflated. Scores reported on the graphs are averages across appropriate class
groups (e.g., alisemester 1 classes) todemonstrate general trends. There were some differences
between particular classes in these data sets. For example, there were two classes in the
semester 1 group (fall 88and fall 89). Their pretest scores onthe Competency! test were similar
for the Acquired, Sensory and Theorists categoriec (within 5%). They were markedly different
on the Physical (37% difference) and Reflex (32% difference) categories. The class with higher
scores took the pretest after the semester had begun (in first three weeks) and these topics were
first on the course schedule. They may have gained some of this knowledge from early reading
and initial content. Therefore, actual pretest scores may have been lower. In the semester 4
group (also two classes: spring 89 and spring 90), the Physical and Reflex categories were
similar, while there were differences in the Acquired (18% difference), Sensory (12% difference)
. and Theorists (26% difference).

Occupational Therapy Education
The University of Kansas Medical Center
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Within class comparisons revealed that students gained knowledge from semester 1 to
semester 2 no matter what the pretest baseline score was (average of 29% gain across
categories). Less gains were noted from seinester 1to semester 4 (average of 12% gain on four
categories; Acquired category went down in this comparison). This test addressed knowledge
from the semester 1 development course, so the time between coursework and the semester 4
posttest may be a factor in this difference.

Comipetency |l

The Competency II (Appendix 6) consists of 46 multiple choice questions. For analysis
purposes these questions were also similarly grouped into six content areas: Regulations
Affecting School Systems (Regulations), Characteristics of Special Needs Students
(Characteristics), Service Provision Options (Service Provision), Specific Diagnosis (Diagnosis),
Treatment Approach (Treatment), Assessment Battery (Assessmear), and Classification of
Diagnostic Traits (Classification). The content areas were determined by a group of six
. pediatric occupational therapists by the same process that was used to categorize the Competency

I questions. There was 90 - 100% agreement on category placement of all items except for
question number 15 on which there was 50% agreement. In checking with the experts it was
decided that the Classification and Characteristics categories were difficult to distinguish. The
Classification category was dropped and questions were placed under the category
‘Characteristics’ because of the similarity of the questions.

Regulations items address issues such as public laws affecting special education and
school districts requirements. Characteristic items address behaviors classically associated with
a specific syndrome or educationally defined group of students. Service Provision addresses
different models of service provisicn which would be used by an occupational therapist in a
school setting.

Under the Diagnosis, Treatment, and Assessment questions (number 20-46), vignettes
about children with special needs are presented. The siudent must then indicate the presenting
diagnasis, choose an appropriate battery of assessments, and an effective treatment approach.
The Competency II content areas consist cf the following questions:

Occupational Therapy Educ fion
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Regulations (questions 1,2, 3,4, 5,6,7)
Characteristics (questions 8, 9, 10, 11, 12, 13, 14, 15, 16)
Service Provision (questions 17, 18, 19)

Diagnosis (questions 20, 23, 26, 29, 32, 35, 38, 44)
Treatment (questions 21, 24, 27, 36, 39, 45)

Assessment (questions 22, 25, 28, 31, 34, 40, 46)

When the raw data on this section was reviewed, it showed that the students’ answers
corresponded with each other, as well as a small group of practicing pediatric occupational
therapists, and yet these answers were not in agreement with the keyed choices. However, the
pediatric therapists agreed on alternate choices as viable treatment and assessment options, as
there are circumstances in which more than one approach could be appropriate. In the final
data analysis six questions were eliminated (number 30, 33,37, 41,42,and 43) because there was
not a consensus as to the “best” answer. Seven questions (number 21, 25, 27, 35, 39, 45, and
46) were keyed to accept two answers. These changes reflected a more accurate picture that
. is consistent with the response of practicing therapists, and is supported by the course

examinations taken by the students during their final pediatric class. (note: These examinations
show a strong knowledge base in both assessment and treatment options. Students are required
to demonstrate their ability to administer two pediatric evaluations and show recognition/recall
of six other evaluations.) Fieldwork students were also rated well by their supervisors on the
Fieldwork Performance Report in these areas. All students were rated from 3-5 (good to
excellent) on a scale from 1-5 by their supervisors. Comments made by supervisors included:
“Knowledge of treatment and theory a strength. .. *“ and “assessmentis an area of strength.

»

Figure 8 displays overall growth in knowledge on the Competency II test. The content
for this test is taught primarily in semester 4, so one would expect the semester 1 and semester
2 scores to be lower and more similar, with knowledge gained at the end of semester 4 and in
fieldwork. The Characteristics, Service Provision and Diagnosis categories follow this pattern.

There were two categories (Treatment and Assessment) that showed the largest gains
after the rural school-based fieldwork experiences. Perhaps the actual experience of providing
these services is more beneficial to learning than ¢he simulations that are provided in the

academic program.
The Regulations category showed ihe expected pattern of similar performance in
. semester 1 and 2, with an increase after semester 4. However, students who had a rural school-
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based fieldwork did not retain this level of knowledge. Perhaps the specific information about
the regulations was not stressed in the fieldwork expenences; this may need more emphasis
when guiding potential fieldwork supervisors, since knowledge of regulations is important to
effective school-based practice.

On the Competency I1 test, the groups were similar (within 12%) at semester 1onallbut
two categories. Regulations category had a 21% difference and Diagnosis had a 16% difference
between the two classes. Itis unclear why the classes had these differences. Insemester 4, both
classes were within 14% of each other.

Within class comparisons revealed that each class made gains from semester 1 to
semester 4 in all areas (average of 23% gain across categories).

Figure 8
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SBS Responses

Responses on the SBS Part I (Appendix 7) were analyzed first by grouping items into four
content areas: Cooperation with Teacher and Peers (Cooperation), Independent Work Skills
(Independence), Effective Communication Skills (Communication), and Ability to Attend
(Attention). Communication items address issues such as speaking clearly and appropriately.
Independence addresses work/study/time management behaviors. Cooperation addresses
following rules, sharing 1aaterials, participating with group processes, and Attention includes
listening and concentration skills.

The SBS part II was eliminated from the final data analysis. This section addressed
maladaptive behaviors, ranking them as “Unacceptable”, “Tolerated”, and “Acceptable”.

A group of specialists could not concur on like grouping of these items for purposes of analysis.

Figure 9 summarizes the findings from the SBS Inventory of Teacher Social Behavior
Standards and Expectations (SBS). Only undergraduate preservice occupational therapy
students completed this particular questionaire.

. ! Figure 9a Cooperntion (questions 1, 4, 7, 13, 16, 17, 19, 20, 25, 27, 36, 39, 56)

Figure 9b Communication (questions 2, 3, 6, 9, 14, 18, 22, 23, 30, 33, 38, 41, 43, 45, 46, 47, 52,
55)

Figure 9c Independence (questions 5, 8, 11, 15, 21, 26, 32, 34, 35, 40, 42, 48, 49, 50, 54)

Figure 9d Attention (questions 10, 12, 28, 29, 37, 53)

The Cooperation group yielded a slightly upward shift in the critical ratings across the
educational experiences. The Independence group displays a slight decrease in the unimportant
ratings as the students proceeded through the curriculum. On the Attention items, the students
increasingly rated behaviors as more critical; no items were listed as unimportant during the
Fieldwork experiences. Perhaps as students gained clinical knowledge and experience and
were given more direct responsibility for intervention, the issues of cooperation, independence
and attention became more apparent to them. There were no apparent changes in the

Communication group of items.
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Figure 9a
SBS Part I: Cooperation
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Figure 9b

SBS Part I: Communication
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Figure 9¢

SBS Part |: independence
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Figure 9d

SBS Part |I: Attention
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Summaries from Site Perscnnel

Parents

Nineteen of thirty-one parent surveys were returned from the six fieldwork sites (61%
return). Information gathered from the Family Questionnaijre indicated that most of the
respondents had 3 children, with 5 people living in the home, they had their own transportation,
and all had telephones. All families responded that they kept books and magazirnes in the home.
Parents frequently read totheir children, or their children read independently. Family activities
were commonly reported. Board games, family outings, t.v. viewing and household tasks were
shared on a regular basis by all family members.

Communication was strongly reported between the parents and their children, in terms

of the children’s school work. Allfamilies reported that family members usually finished high
school and that iheir children indicated a desire to go to college. 100% said their children
enjoyed school.
. All the fathers and 55% of the mothers in the sample indicated they were employed
outside the home. Forty-five percent of the mothers were full-time homemakers. Ninety-nine
% of the parents graduated from high-school; 61% of mothers, and 86% of fathers indicating
pursuing formal education at some level past high school. Ninety percent of the families saw
themselves as middle class, 5% as lower middle class, and 5% as upper middle class. All families
who returned their packets were Caucasian and spoke English as the predominant language in
their home.

The children in these families began receiving special services at age 6 or under. Parents
reported an on-going invelvement in their child’s educational process. Most frequently cited
were conferences with the teachers, related services personnel, written reports, and home
programs. The children were most frequently reported as having motor deficiencies.

On the PEAQ (Appendix 11), parents indicated that they felt authority was important
for a classroom teacher to have, but children should be able to point out if a teacher is wrong.
Parents were evenly split on the topic of discipline (question #10). Parents reported that they
were satisfied with their child’s teacher and the cohesiveness of the school faculty.

On the CIQ (Appendix 2), the parents most frequently chose response B. “In regular
classroomall daywithsupplemental materialsand advice”. When the questions were analyzed
. by categories, this group placed students described as physically handicapped into the response

QOccupational Therapy Education
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item A. “In regular classroom” with the highest frequency. The vignettes describing the
Behavioral and Cognitive categories were most frequently rated as reguiar classroom with help.
Two percent said students with physical handicaps were not for public education, and 1% made
the same choice in the Cognitive category.

Administrators

Surveys were returned by six of nineteen persons serving in administrative positions
(32% return). The responses to the Rural Needs Educational Survey (Appendix 13) show
administrators are most concerned with finances, securing staff, providing OT/PT, inadequate
facilities, long distances, and the small special education populations in these schools.
Special education professionals are usually recruited from universities. Most related
services personnel are on staff, or contracted through a hospital. Other ways of obtaining
personnel included contracting with an agency or private practioner. Thirty-three percent of
the administrators indicated that 5-10 students in their educational area received occupational
. therapy services, 6%, 25-30 students and 33%, 35 or more students. Most of the respondents
indicated only 0-5 students were being unserved in their area, one respondent indicated 25-30
students were unserved due to lack of therapy personnel. Table J lists what the administrators
described asoccupational therapy roles, Table K, pros and cons of hiring vs. contracting therapy
students and Table L, inservice topics.

Table J
Administrative Views on Occupational Therapy Roles

Fine motor skill development ..........oooviiiiineiiiiniiiiiinaaane, 66%
Provide support for child’s educaticnal program

(self help, perception, development) .............oooiiiennenn.. 33%
Evaluation team MemMber .. ......vvenernrnriansiaireerneanceesaeseons 16%
Resource fOrstafl . .. oooi vttt it e 16%
Home program consultant ... .......oeueeienoniiiiiiiiiiiinnaianeees 16%

All administrators indicated that they would consider hiring a paraprofessional to work with
. their occupational therapist on a limited basis.

Oceupational Therapy Education
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Contract
Pros

33% No supervision required

16% Time flexible ~ °

16% Less expensive

16% Quality services

16% Do not need to purchase equipment
16% Can contract with agency

Cons

66% Lack of control

50% More expensive

33% Unavailable for staff meetings
. 16% May not be able to increase time
16% Little flexibility

Table K
Administrator Views on the Advantages and Disadvantages of
Contractual and On-Staff Services

Hire
Pros

100% Integration of services, availability, and part
of faculty

33% Provide in-service

16% High levelof service

16% More control of staff/budget

33% Expensive

33% Personnel issues

16% Can’t always fill position
16% Cost of equipment

16% Bound by contract

Table L
Inservice Topics Ranked by Administrators

Incorporation of therapeutic techniques in classroom..................... 83%
Adaptation of classroom activities .................. ..o, 66%
Handwriting remediation..............cooiiii i 66%
Classroom organizational skills forstudents ........................ ... 50%
Perceptual-motorskills. ... ........ ..o i 33%
Visual-perceptual skills . ... 33%
Sensory iMteRration.......ooovuuieiii i 33%
POSIIONING ... ..o e 33%
Evaluationtools. ... i 16%
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Three of six, or 50% of the administrators surveyed completed the TEAQ (Appendix
11). The ones who chose not to complete it, indicated they felt it was intended for teachers, not
administrative staff. Al agreed with the need for education to be innovative, that progressiveness
was worth the expense, and that basic academics continued to be emphasized in their
curriculums. There was agreement that teachers should be respected, and a split on whether
a student should inform a teacher of being wrong Overall administrators indicated that they
were satisfied with their jobs, but were split on issues of staff suppo:t and cohesiveness.

Teachers

Twenty-one of forty teachers (51%) returned the survey packets that were distributed.
This population reported they were most frequently hired directly through the special services
department, and recruited through advertising, and college placement services. These educators
estimated that 0-15 students in their area were served by an occupational therapist. A few
indicated 35 or more students received therapy services and one person said 25 or more students
. were in need of services, but not receiving them.

Educators stated that the role of the occupational therapist was to assist the classroom
teacher with remediation of classroom fine and gross motor with the highest frequency.
Following closely were the other role descriptions of: help students function independently,
provide support to parents and faculty, therapy, evaluation, and to act as a resource person.

The top five concerns of rural special education is depicted in Table M. These concerns
corresponded strongly with the areas seen as unique to the rural school system. Issues related
to distance barriers and small class populations are repeated in this section.

Table M
Teachers’ Concerns in Rural Special Education

Personnel resources tO MECLNELAS .. ... vvvveveneerrvnerooncornscanonans 38%
Providing amount of services needec by students . .........oovviiiieins 287
T T 1 T R R A CLEETETERREEE 23%
TranSPOTtAtiON .. ....v vevueennrennvruiririinaenseeaneentttaaonuonns 19%
Teachers responsible for tOO MAaNy ar€as .. ...c...vvvruvrrararinsrearenns 14%
Occupational Therapv Education
The University of Kansas Medical Center
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Teachers were also asked to rate inservice topics they would like provided by an
occupational therapist. These are listed in Table N.

Table N
Inservice Topics Ranked by Teachiers

Classro0m adaPlationS . . ..v v vvveneannaneraseststesniensnarsansinsens 61%
Classroom incorporation of therapeutic techniques................ovvvves 61%
Perceptual-motorskills . ....... oot 57%
Visual-perceptual SKills . .. .....coovnvninin i 48%
Student organizational SKills . ........oviviiein it 38%
Handwriting remediation . .........coceeiiiiiiiiiiiie 33%
Handling......covvmninvinneiinena it iiii et asaaeatens 28%
SeNSOTY INLEIALON .« v vvettieirittvien ittt aaeraes 23%
Feeding......oovvviiiriiiin e 283%
POSIIONINE . .. v 3%
. In responding to the TEAQ (Appendix 11), overall the educators indicated that they were

flexible, supported innovation in the classroom, and felt it was affective to discuss students’
performance with parents. The teachers felt students had a right to inform a teacher of being
incorrect. Responses were dispersed across categories on the issues of need for teacher
authority, and respect. Teachers also indicated mixed responses on the effects of parents
visiting the classroom during the school day. Most indicated that they experienced job
satisfaction and faculty support.
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IMPACT OF PROJECT FINDINGS

Occupational Therapy Students

Overall the occupational therapy students who participated in the longitudinal data
comparisons demonstrated an increase of knowledge skills and positive attitudes as their
professional studies progressed. This finding is in accordance with the expectation of the
preservice curriculum and the MORE project.

The Competency Exams results reflected changes in accordance with curricular experiences.
Students gained immediate knowledge in those areas that were specific to a particular
semester’s coursework, but only retained the information if it was used in the next set of
experiences. For example, the developmental theorists were mastered at the end of semester
1, but was not reinforced until fieldwork; therefore, scores went down during semester 4 and
then raised after fieldwork. Studentsincreased knowledge and maintained it in areas that were
used repeatedly (e.g., Diagnosis, Service Provision, Reflexes).

. Specially designed teaching activities produced some successful outcomes, as measured
by the SBS part I. Students decreased their selection of “unimportant” ratings for the
adaptive behaviors included on this test., as these behaviors are desirable for regular classroom
instruction. This is important for occupational therapy students to realize before accepting a
position as a rural-based school therapist because many children with disabilities will be
integrated into regular classrooms. Understanding which behaviors are expected in the
classroom increases the therapist’s ability to collaborate on common goals with educational
team members. For example, a child who has difficulty organizing their worksheets and school
materials, may benefit from an occupational therapy consultation. The teacher and therapist
can implement strategies to help this child, such as making a “map” of where materials are
placed on their desk, placing a basket in the classroom for papers to be completed, and one for
already completed papers. Itisimperative that the occupztional therapy students beginto think
in terms of the educational model to work effectively in the rural school systems.

There was also an increase in some “critical” ratings may reflect the students’
responses to their newly acquired knowledge about children and classrooms, perhaps causing
them to overrate certain behaviors as “critical”. Students may now be rating a child’s ability
to sit up straight in his seat as “critical” because of the training emphasis placed on proper
. positioning to enhance movement it a student with physical impairments. The more pronounced
increase in the category by fieidwork students may be related to their own desire for children

Occupational Therapy Education
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to behave properly and follow directions, as a result of their first-hand experience in working
with children at their fieldwork sitc. Attempting to provide intervention to an uncooperative
child could cause feelings of frustration and inadequacy in the fieldwork student. This in turn
could result in the student overrating these behaviors. The students, recognizing the importance
of cooperation and communication skills in their own personal development, maybe generalizing
that these skills are “critical” for all persons in the role of student, including childre 1 in public
schools.

On the CIQ, the students most frequently selected the least restrictive environment
placements. Itappears that curricular emphasis on integrated programming within children’s
natural environments has had an impact on student responses on the CIQ.

When looking at Attitudes Toward School-Based Services (ATSBS), the students chose
the neutral response most frequently in all categories. The tendency of the students to choose
the reutral column could be reflect lack of practical experience in the educationalsetting, which
allows the practicing therapist to form clear opinions. Overall, students expressed optimistic
attitudes about school based services.

. | These findings point out several implications for student training. First, knrowledge
attained in coursework appears to be useful for fieldwork experiences. Secondly, students need
to be made aware that “ideal” classroom behaviors are not always critical and children can
still be taught without a perfect set of behaviors. Furthermore, they have to become aware that
educational personnel have the responsibility to teach these children. Occupational therapy
students need to recognize that the occupational therapist plays a key role in collaborating with
classroom teachers to design strategies to accommodate maladaptive behaviors. third, curricular
attention to best approaches and attitudes seems to have an impact on student reports and
performance. It remains to be seen whether these changes alter their practice activities.

All occupational therapy students who completed MORE fieldworks reported positive
experiences. The Student Fieldwork Evaluation (SFE) (Appendix 8) allows students an
opportunity to provide the fieldwork sites and the Occupational Therapy Education Department
with information about the fieldwork experience.

The fieldwork students reported that the pediatric coursework provided information
that was appropriate for the fieldwork experience. The students indicated that they were well
prepared for their experiences related to growth and development as well as developmental
disabilities. Several indicated that additional training in behavior management would be useful.
. The fieldwork supervisors completed the Ficldwork Performance Report (FWPR)

(Appendix 9). The FWPR allows the site supervisor an opportunity to rank the students on a
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scale of 1(poor) to 5 (excellent) in the areas of performance, judgment, and attitude on 51items.
These questions address issues such as assessment, treatment, and professionalism. The
supervisors consistently ranked the MORE fieldwork students high in the assessment, planning,
and treatment areas. The supervisors also indicated that the students were academically well-
prepared for the pediatric fieldwork experience.

Six students participated in research projects as part of the MORE project. The course,
“Problem Evaluation in Occupational Therapy” promotes undergraduate research experience.
Itis intended for the students to develop a working knowledge of occupational therapy research
concepts and methods to successfully 1) critically read and abstract professional research
literature and 2) produce a research proposal.

Students propose their research projects in the third semester of study and then
complete the project in the fourth semester. Students are assigned to a faculty mentor and
presentations to the occupational therapy education department are made at the end of the
fourth semester.

The following student research projects were completed as part of the MORE grant.
Information from these projects is av: ilable upon request.

Becky Baldwin Comparison of occupational therapists and elementary education teacher’s
attitudes about where special children should be placed with the school

system.

Sandra (Strawn) A comparison of the attitudes of occupational therapy students in different
Neider levels of education toward service delivery in rural schools.

Karen Mycanka A comparison of occupational therapy students’ knowledge of pediatric
issues.

Connie (Christian) Comparison of early attitudes of occupational and physical therapy
Keeney students toward placement of special children in educational settings.

Dawn Jackson Comparison of attitudes of rural personnel and education students.

Marlene Jimenez  Comparison of occupational and speech therapy students toward placement
of special children in educational settings.
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Project Sites

In review of the CIQ results, and in comparing parents, educators, and registered
occupational therapists, the pattern of responses are similar in all categories. Parents and
educators place children with physical impairments in the regular classroom more frequently
than did the occupational therapists. Occupational therapists placed these childrenina regular
classroom with intervention more frequently. A few parents and educators indicated “not for
public education” as a choice, while none of the occupational therapists chose this option.

The disparity between the parents/educators responses and the occupational therapist’s
responses, could be indicative of the occupational therapists’ experience with people with
physical disabilities who frequently receive on-going intervention. Itis also possible that parents
and educators may not fully understand occupational therapy’s role in the school environment
and recognize the types of support that can be provided for students to maintain their least
restrictive placements in regular education.

On the TEAQ, the parents, teachers, and administrators indicated an overall support of
. each other, and an on-going need for innovations in education.

Administrators and educators also had similar response patterns on the Rural Needs
Survey. Distance, low incidence, and difficulty securing/retaining staff were common themes.
Both groups indicated a desire to receive inservice from occupational therapists, particularly in
the area of techniques for classroom adaptation. Administrators must inform occupational
therapists of their desire for this service, and then provide the support which allows the
occupational therapist to accomplish these tasks. Educators can also communicate their needs
in this area and indicate specific topic areas they would like to their occupational therapist to
address. The entire staff must then make a commitment to follow through with appropriate
techniques within the classroom, with follow-up appointments provided by the therapist to
discuss specific techniques and their outcomes. Occupational therapists must provide inservices
with administrators and educators on specific areas of interest and devise follow-up plans as
appropriate.

Other Educational Programs in Occupational Therapy
A study by the American Occupational Therapy Association reports that 18% of new

. graduates will accept positions as school-based therapists. (Silvergleit, 1990). This finding
reinforces the need for pre-service training curriculums to emphasize the skills needed to work
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in school systems. Therapists need an under-tanding of educational philosuphies and how to
support students in their educational system. This includes issues of service provision, working
knowledge of PL 94-142, and PL 99-457, as well as state educational plans, and occupational
therapy best practice guidelines (provided by AOTA and the State Educational Agencies).
There are three primary categories of content that must include: an expansive view of the
service provision process in educational settings, unique requirements and needs of rural
environments. and methods for implementing an integrared approach within schools.

The service provision process is complex and encompasses issues such as who to see,
when to see them, how frequently services are provided, what type of intervention meets
demonstrated needs, and when to discontinue the services (Dunn & Campbell, 1990). The
therapist and educational team collaborate to decide the best possible individualized plan for
the student. Taorough discussion of service provision issues are essential in the pre-service
curriculum to prepare students for the school setting. Knowledge of the public law is needed
to make service provision decisions as a team member, and to document activities within the
parameters of the law.

Monitoring and consultation as viable service provision options for school-based services
. need to be stressed (see AOTA, 1989 and Dunn & Campbell, 1990). Sometimes OT students
are taught what these service provision options are, but do not know how to employ them with
facility resources and other team members.

Students also need to be prepared for the unique circumstances of rural settings, such as
long distances to travel and isolation from other professionals. If students were prepared to
meet these challenges, and had plans established to deal with these situations, perhaps there
would be less attrition in the rural settings. Pre-service training could address prioritizing
equipment needs, for administrators, modifying intervention plans to better match space and
time parameters, devising plans within a team structure and establishing a communication
network with other therapists, (i.e. join state/national associations, join study group, develop list
of contact people}. New graduates can also be encouraged to negotiate with administrators to
provide supervision, consultation or mentoring from a more experienced therapist during the
first year.

Changes in pre-service curriculums are needed if occupational therapists are to survive
in rural school systems, and provide quality services.
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Occupational Therapists inf al Educational Settings

Occupational therapy services are provided in the school system because of the provisions
in PL - 94.142, which was passed in 1975. The authors of this bill were of the belief that all
children were entitled to a “free and appropriate education, which includes special education
and related services to meet their unique needs”. Therefore they were also aware that some
children experienced disabilities which would prevent them from benefitting from the traditional
educational system. These children may require support systems to function within their
educational environment. Therefore, occupational therapy was included as a related service
option for school children.

Service provision models for occupational therapists have been outlined by AOTA.
Direct therapy is provided to an individual or small group, with intervention occuring at least
once a week. Monitoring is the direct teaching supervision of others who are implementing the
therapeutic procedures. Consultation occurs when occupational therapists offer their unique
expertise to help others in the education system acheive their goals. There are three types of
. consultation: case (focuses on individual student needs), colleague (focuses on needs of other
professionals in the educational environment), and system (focuses on needs of generic groups
within the system, such as parents of preschoolers).

Within these service provision models, therapists have the capacity to teach students
specific skills, work with others to facilitate generalization, and carry over reinforcment of skills,
and impact the system to make it more responsive to children with special needs (Dunn &
Campbell, 1990). These models may be used sequentially or simultaneously. A therapist may
have different service provision roles as a child’s needs change throughout their years in the
educational system:.

The occupational herapist also has an opportunity to impact the system at the pre-
assessment Jevel (the period of time after the teacher notices a problem and is trying to adapt
learning strategies and before referral for comprehensive assessment). Even if the occupational
therapist is not on the pre-assessment team, the therapist can offer the team intervention
strategies (see Section II: Preassessment Materials), for specified problems that can be served
by occupational therapy expertise. Input at this level may decrease need for evaluation and
educates other team members about the role and unique skills of the occupational therapist.

Occupational therapists and other team members are also expressing a need to establish
. decision-making criteria for eligibility and intervention planning for occupational therapy
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services. The AOTA (1989) and Dunn & Campbell (1990) provide methods for making
consistent decisions in educational settings. Representative materials are provided in Section

II of this manual.
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DISSEMINATION ACTIVITIES OF THE MORE PROJECT

Workshops and Conferences

1. Kansas Federation for Exceptional Children
Overland Park, Kansas, November, 1987.
“Occupational Therapy Responds to Changing Needs: Programs for Young Children.”
2. American Council on Rural Special Education (ACRES)
Monterey, California, February, 1988
“M.O.R.E. Initial Findings.,"”
3. American Occupational Therapy Association (AOTA) Annual Conference
Phoenix, Arizona, April, 1988.
“Managing Occupational Therapy in Rural Education.”
4, American Council on Rural Special Education (ACRES)
Ft. Lauderdale, Florida, March, 1989
. “Student Perceptions of Adaptive Classroom Behaviors”
5. American Occupational Therapy Association (AOTA) Annual Conference
Baltimor 2, Marylend, April, 1989
“Managing Occupational Therapy in Rural Education”

6. Kansas Occupational Therapy Association Conference
Olathe, Kansas, April, 1989
“Managing Occupational Therapy in Rural Education”
7. International Conference in Special Education

Vancouver, British Columbia, Canada, May, 1989
“Managing Occupational Therapy in Rural Education”

Newsletters

Project updates were periodically sent out over the Special Net Bulletin Board, (a computer-
based information center which sends messages to contractingschool system agencies), through
state and national occupational therapy newsletters and a article printed in the Developmental
Disabilities Special Interest Section Newsletter, distributed by AOTA. Inquiries from persons

. interested in the project were generated through these channels.
Occupational Therapy Education
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Meetings with Colleagues

Meetings were held with a group of grant consultants each June. This meeting was used
to update the consultants and exchange ideas for the direction the grant should take in the
coming year.

A representative from the Therapy In Educational Settings (Project Ties), Sandy Hall,
visited in the Fall of 1989. She made a site visit of a rural fieldwork setting and met with area
occupational therapists and educators to learn about Kansas programs. Project Ties is
associated with the Crippled Children’s Division - University Afflicted Program, the Oregon
Health Sciences University and the Oregon Dépanment of Educational Regional Services for
Students with Orthopedic Imapairment.

Manuals

The MORE manuals were developed to provide a concise report of the grant’s
. activities, provide an outline for other universities, and to provide current information to rural
pediatric therapists.

Journal Articles

Articles which were published as a result of grant activities included:

Dunn, W. (1989). Integrated related services for preschoolers with neurological impairments:

Issues and strategies. Remedial and Special Education, 10(3), 31-39.

Dunn, W. & Gray, B. (1988). Managing occupational therapy in rural education (MORE):
Initial findings. (OSERS Grant No. G008730057). American Council on Rural Special
Education (ACRES) Conference Proceedings.

Dunn, W. & Hughes, P. (1989). Managing occupational therapy in rural education (MORE):
Occupational therapy student perceptions of adaptive classroom behaviors. American
Council on Rural Special Education (ACRES) Conference Proceedings.
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Hughes, P. & Dunn, W. (1989). Preassessment: An effective tool for the rural therapist.
Developmental Disabilities Special Interest Section Newsletter, 12(4), 3-5.

Chapters and Books

Dunn, W. (1990). Pediatric occupational therapy: Facilitating effective service provision.
Thorofare, NJ: SLACK.

Dunn, W. (1990). Integrated related services. In L. Meyer, C. A. Peck, & L. Brown (Eds.),
Criticalissues in the lives of people with severe disabilities. Baltimore, MD: Paul H. Brookes
Publishers.

Dunn, W. & Campbell, P. (1990). Components of the service provision process. In W. Dunn

(Ed.), Pediatric occupational therapy: Facilitating effective service provision. Thorofare,
NJ: SLACK.

York, J.. Rainforth, B., & Dunn, W. (In press). Training needs of physical and occupational
therapists serving school aged learners with severe disabilities. In A. Kaiser, & C. McWhorter

(Eds.), Critical issues in preparing personnel to work with persons who are severely
handicapped. Baltimore, MD: Paul H. Brookes.

Professional Papers Presented

Decision Making Paradigms in Occupational Therapy
Faculty Lectureship- University of Wisconsin
Madison, WI April, 1989

Consultation as a Therapeutic Strategy
The Association for Persons with Severe Handicaps (TASH)
San Francisco, CA December, 1989

Creating, Designing, and Implementing Effective Interventions in School Settings
Keynote Speaker for TIES (Therapy in Educational Settings)
Eugene, OR February, 1990
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Current Issues in Providing Related Services in the Schools
Critical Issues for OTs in the School System Workshop
Phoenix, AZ February, 1990

Current Issues in Providing Related Services in the Schools
East Metro Special Educatior Coalition
St. Paul, MN February, 1990

Therapy Services in Early Childhood Programs: Making
Effective Service Provision Decisions
In Celebration of Diversity: 1990 Early Childhood Intervention in Kansas Conference
Wichita, KS March, 1990
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Overview

Occupationa!l therapists can provide many unique services within school
systems, and bring an important perspective to the concepts mardated by Public
Law 94-142, and more recently, Public Law 99-457. In order for occupational
therapists to be successful within these environments, they must: . understand
the priorities and demands of these systems, and b.have the ability to apply their
unique knowledge and skills to issues that arise within schools. Many occupational
therapists who are presently working in the schools, did not have the advantage
of learning about the educational system prior to entering their professional
careers.

When occupational therapists work in rural public schools, they face
additional challenges. The schools are more spread out, and and the students are
fewer in number; therefore the therapist is responsible for a wide geographical
area, and frequently must work alone. Therapists in these situations may feel that
they do not have adequate access to current information which would enhance
their ability to provide effective services.

. The Occupational Therapy Curriculum at the University of Kansas

recognized that these issues were pertinent to many midwest public school
programs. They obtained funding from the Office of Special Education and
Rehabilitation Services (OSERS) to investigate these issues and create learning
oppertunities so that future occupational therapists will leave their academic
preparation more prepared to address these challenges successfully (project
entitled: Managing Occupational therapy in Rural Education-MORE). During
this process they also obtained information from midwest occupational therapists,
administrators, teachers and parents, which was used to determine critical
content for the learning experiences.

These resource materials were formulated during the MORE Project to
address the topics/issues the professionals identified asimportant. Occupational
therapists who work in the public schools, and especially those who serve rural
locations will find the materials very useful,

Occupational Therapy Fducation

, . The Universtty of Kansas Modical Cente
A Resources for Rural School Occupational Therapisis The Unpveraity of Ransas Medicat Conter
Qo - mansas City, Kansas 19490
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Preassessment Materials

A critical issue for the rural school-based occupational therapist is the ability to obtain
appropriate referrals. Many times the other professionals in the school do not understand what
the occupational therapist has to offer to the problem solving process. Referrals in these
situations tend to be more general, and frequently are in more abundance than they need to be.
The occupational therapist then faces the dilemma of how to address all the assessments and
still continue to provide intervention for those students who have already been identified. Itis
a poor use of resources to have professionals conducting assessments on many students who
ultimately do not have problems which interfere with their education.

Many school districts have created a mechanism to address this problem. The mechanism
is useful (in Kansas it is called the Preassessment process) because it addresses not only the
inappropriate referral problem, but it also acknowledges a core principle of PL94-142--that of
Least Restrictive Environment. When a teacher has a concern about a student’s learning
strategies, the teacher can bring these concerns to  team of colleagues for assistance (theteams
are usually made up of other classroom teachers, and one or two others such as a special
education teacher, the principal). This team collaborates with the teacher to identify alternate
strategies which can be implemented within the classroom to address the problem. They also
. provide support as necessary to insure that the teacher can carry out the alternate strategies
successfully. If the problem is resolved, the student stays within the regular classroom, and there
isnoneed to pursue a comprehensive assessment. The advantages are that teachers learn many
new ways to manage classroom problems, and students receive support to remain within the
least restrictive environment. The Kansas State Plan for Special Education (KSDE, 1987)
defines this process:

Preassessment is the first phase in determining whether the educational needs of a student can be met within
the regular classroom. . . (it) provides supports and assistance to regular classroom teachers so that they may
deal effectively with studcnts who exhibit learning and/or behavior differences. .. no child can be labeled as
exceptional until the multidisciplinary team nas documented that the child had an opportunity to have
learning experiences appropriate to his/her age and abilities, and that the child’s learning potential has not

been achieved in the regular classroom environment. (p. 10)

Occupational therapists have a lot of unique knowledge to contribute to the Preassessment
process, especially in regard to task and environmental adaptation. By providing this input,
students can be supported within their classrooms, other colleagues learn about occupational
therapy knowledge, and referrals can become ruore focused on students with more significant
difficulties. The following article provides information about preassessment strategies for
children with neurological impairments; common referral complaints and alternate strategies
are offered. It can provide a useful first step in developing an active preassessment process.

Integrated related services for preschoolers with neurological impairments: Issues and strategies,
. Winnie Dunn. RASE, v. 10(3), pp. 31-39. This article is reprinted with permission.

Occupational Therapy Educaticn

. . The University of Kansas Medical Center
B Resources for Rural School Occuparional Therapists Kansas City, Kansas 1990




Feature Article

Integrated Related Services
for Preschoolers with Neurological.
Impairments: Issue; and Strategies

Winnie Dunn

Occupational and pbysical therapy are considered related
services for school-age cbildren under the provisions of
P.L. 94-142, ard this provision bas recently been ex-
tended to prescboolers under Part B of P.L. 99—457. This
means that therapists are part of the educational team
Jjor all children who require tbis expertise to profit from
educational experiences. Clarifying the iberapist’s role
and bow to implement it bave been difficult processes for
a number of reasons, including lack of knowledge about
what tberapists might be able to contribute to educational
experiences and bow (0 incorporate tbeir expertise into
the learning process. This article presents an introduction
to the contribution that related service professionais can
make 10 the learning of cbildren witb neurological
impairments and reviews research sbowing ibe positive
effects of a number of therapeutic strategies that bave
beenr reported in the literature. Methods for integrating
therapeutic strategies into learning experiences and issues
Jor future consideration also are presented.

HE ORIGINAL PROVISIONS of P L. 94-142 desig-

nate occupational and physical therapy as related
services to programs for school-age children. With the
recent extension of P.L. 94-142 provisions to 3- to
S-year-olds, occupational and physical therapy are now
also considered related services to educational programs
for preschoolers. This means that therapists are part of
the team for all students who need these services to
profit from their educational experiences. It aiso means
that only those problems that affect learning may be ad-
dressed as part of the educational program. Those needs
that are therapeutic bur that do not affect learning are
to be addressed in other settings (e.g., hospitals). When
designing individualized programs for preschoolers with
neurological impairments, team members must consider
those student needs that might effectively be addressed
with occupational and physical therapy input. It is espe-
cially critical for team members to recognize oppor-
tunities to utilize this expertise within the established
preschool curriculum.

Remedial and Special Education

However, related services are frequently underutilized
in preschool programs; utilization has been difficult for
several reasons. First, related service professionals fre-
quently are not adequately prepared to provide services
within a natural environment such as a preschool class-
room. Historically, it has been more common for thera-
pists to apply a medical model approach and focus on
individual nceds in an isolated setting. When the en-
vironment and its specific demands are unfamiliar, it
becomes difficult to plan effective strategies for that en-
vironment. Second, educate are frequently not aware
of appropriate referral crite. .. for related services, and
therefore this potential resource goes untapped. Educa-
tors would profit from additional information regarding
the knowledge and skills of therapists as a means of
establishing more effective partnerships. Third, many
preschool programs for children with handicaps continue
to be segregated from programs for typical children,
despite the growing body of evidence documenting the
efficacy of integrated preschool programs (Campbetll, in
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press) (see Note 1). Program segregation both alters the
type of opportunities available to preschoolers with
handicaps and perpetuates an environment that supports
isolated service provision models. Finally, many are
unable to find therapists 1o serve their programs. Service
needs are expanding without commensurate growth in
the number of available therapists. The purposes of this
paper are to revicw recent literature regarding effective
therapeutic interventions for children with neurological
impairments, to introduce several successful methods
for combining related service and education models, and
to suggest directions for future practice, research, and
policy development.

Modeis of Integrated Related Services

A number of authors have proposed models for ser-
vice provision in schools (e.g., American Occupational
Therapy Association, 1987; Sternat, Messina, Nictupski,
Lyon, & Brown, 1977). Sternat et al. (1977) described
a dichotomous model with isolated therapy occurring
when therapists pull students out of classrooms for in-
tervention, and integrated therapy occurring within the
classroom in collaboration with teachers. The American
Occupational Therapy Association (1987) describes a
continuum of services that includes direct treatment,
monitoring, and consultation. Direct treatment is util-
ized when the therapeutic techniques needed to address
problems can safely be carried out only by the therapist.
Monitoring is used when the therapist supervises spe-
cifically designed intervention as it is carried out by
others (¢.g., teachers or aides). Through regular contact,
the therapist ensures that techniques are carried out
properly within the context of other leaming activities.
Consultation involves therapists using their expertise to
collaborate with other team members to design leamn-
ing experiences that incorporate important philosophical
considerations and that also meet the goals of the con-
sultee. The therapist dces not supervise aciivities de-
signed during consultation, but rather collaborates to
plan a2 manageable strategy for which the consultee holds
responsibility. Monitoring and consultation in this model
correspond to integrated therapy as described in Ster-
nat et al.’s (1977) model. However, direct treatment does
not have to be provided in an isolated manner; the
therapist can provide these services within learning ac-
tivities and environments whenever possible (Campbeil
& Dunn, 1989). The continuum model enables the team
to design a more closely fitting intervention program to
meet children’s needs.

Irtegrating related service expertise into learniang ac-
tivities embraces the concepts of providing intrinsic
motivation and purpose for tasks (Clark, 1979; Fidler &
Fidler, 1978; West, 1984). Occupational and physical
therapists work toward increased independence within
their program planning, but frequently have fallen short
of integrating those plans into educational needs and
strategics. In an attempt to investigate the effectiveness

of models, Giangreco (1986) contrasted isolated and inte-
grated therapy models in a study in which he observed
the ability of a student with multiple handicaps to ac-
tivate 2 microswitch. During the isolated condition, the
therapist spent 30 minutes working on joint range of
motion, reduction of tone, and facilitation of movement;
immediately after this session, the teacher worked on
activation of an adapted microswitch. During the inte-
grated therapy condition, the teacher and therapist col-
laborated to design 2 method for incorporating facilita-
tion and tone reduction techniques into the microswitch
activation activity. The student performed significantly
beiter during the integrated therapy condition, suggest-
ing that this strategy may be the best use of professional
and student time. The value of the collaborative process
must not be underrated; educators and therapists alone
tend to rely on their own areas of expertise to solve a
problem (Giangreco, 1986), when, in fact, the best solu-
tion may require a combined strategy or may evolve
from: the act of sharing expertise (Campbell, 1987a).
In order for team members to collaborate on inte-
grated programming, a change in the professional’s ap-
proach to the team process must occur. Since the stu-
dent is the focus of attention, goals must not reflect a
single discipline expertise, but rather must address per-
formance of that student within the appropriate learn-
ing context (Campbell, 19872; Dunn, 1987; Rainforth &
York, 1987). Several authors also suggest that behaviors,
responses, and movements must be functional to war-
rant programming (e.g., Campbell, 1987a; Dunn, Camp-
bell, Octter, Hall, & Berger, 1989; Rainforth & York,
1987). Behaviors are functional if they facilitate useful
interactions within the environment or approximate
greater independence in appropriare life tasks (see N
2). The planning and implementation process is directcu
at creating strategics that successfully combine discipline
expertise into functional skill development in natural en-
vironments. Professionals identify appropriate levels of
training and supervision for the program plan to be safe-
ly implemented. Rainforth and York (1987) suggest
several guidelines for integrating related services. They
reccommend that, in addition to traditional assessment
procedures, 2 designated team member conduct an in-
ventory of the environment and observe the student
carrying out functional tasks within that environment.
Planning occurs through collaborative discussion, and
intervention is carried out by the team member who is
most frequently present in the specified environment
(¢.g., the teacher). Campbell and Wetherbee (1988) and
Hunt, Goetz, and Anderson (1986) found that Individ-
ualized Education Programs (IEPs) in settings that util-
ized an Integrated Programming Team model were more
functional in nature. Hunt et al. (1986) used 2 prede-
signed format to compare the IEP goals of 18 students
in segregated schools with the 1EP goals of 18 students
in general pubLc schools. The parameters used were age-
appropriate matcrials and tasks, use of basic, critical, and
interactive activities, use of multiple natural sertings.
Overall IEP quality was significantly bett=r for the inte-
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grated group on these parameters. Campbell and Wether-
bee (1988) used the same judgment parameters in their
study but compared IEPs before and after an Integrated
Programming Team experience. They found significant
increases in functionally oriented objectives and some
increases in the age appropriateness of objectives. Teams
still needed to improve use of critical, interactional, and
generalizable activities. More study is needed to iden-
tify successful team characteristics and strategies.

The use of integrated strategics appears to hold promise
for positive functional outcomes for children. In order
for integrated strategies to be the intervention of choice,
professionals must be more aware of what contributions
can be made by related service personnel and how this
collaboration can be put into practice.

Establishing Successful Integrated Related
Service Strategies

Therapists have in-depth knowledge of the neurobio-
logical system, which enables them to recognize the
impact of specific impairments on movement and stabili-
ty. This know.edge can be used in a variety of ways to
support developmental and learning tasks. For example,
therapists might use this knowledge to design effective
positioning and handling strategies that minimize the
“ffects of abnormal tone and enable the child to exper-
ience the environment in a2 more productive way (Harris
& Tada, 1983).

For children who have neurological impairments,
related service expertise is most commonly associated
with sensorimotor development, postural control, ac-
tivities of daily living, and environmental adaptations.
deQuiros and Schrager (1978) and Ayres (1980) hypothe-
size that there are significant relationships among sen-
sory processing, postural control, and children’s abilities
to interact cffectively within their environments. A few
studies have been conducted to investigate the useful-
ness of specific therapeutic strategies in facilitating
development. Kuharski, Rues, Cook, and Guess (1985)
and Ottenbacher, Short, and Watson (1981) demon-
strated that controlled vestibular input improved motor
performance in children with multiple handicaps; Camp-
bell, McInerney, and Cooper (1984), Barnes (1986), and
Campbell and Stewart (19806) used specific neuromotor
procedures to increase functional movement patterns;
Campbell (1987b) presented a2 number of integrated ser-
vice strategies for children with multiple handicaps; and
Anderson, Hinojosa, and Strauch (1987) discussed the
combined use of play and neuromotor procedures to
facilitate developmental skills. These findings provide
insight regarding which strategies successfully address
specific problems and identify interventions that might
successfully be applied to classroom situations in future
practice and research efforts.

Sensory Techniques. A therapeutic technique thera-
pists frequently choose involves activation of sensory
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mechanisms. Proper processing of sensory input
underlies the development of accurate maps of self and
environment (Ayres, 1980). These maps, in turn, enable
the individual to organize, plan, and carry out effective
movements of body parts in space. When sensory input
is distorted or unreliable, it becomes more difficult to
create efficient movement. Kuharski et al. (1985) con-
ducted a single-subject multiple baseline study with three
preschoolers who had severe handicaps to determine
the effects of controlled vestibular stimulation (in this
case, spinning a designated number of times, in a desig-
nated Jirection and speed while positioned upright and
sidelying) on the children’s ability to acquire and main-
tain 2 symmetrical and erect sitting posture. Their find-
ings revealed that controlled vestibular input facilitated
more overall erect sitting posture in the subjects but that
inconsistencies in individual performances persisted.
Ottenbacher ct al. (1981) also studied the use of vestib-
ular stimulation, but used a treatment and control group
design with 38 children with severe handicaps. Services
were provided for approximately’ 2 hours per week for
13 weeks, with the treatment group receiving both con-
trolled vestibular input and sensorimotor activities, and
the control group receiving only sensorimotor activities.
The treatment group demonstrated significantly better
performance on postural and reflex integration and on
motor milestone acquisition as tested by the Peabody
Developmental Motor Scales. These stucies suggest that
sensory stimulation techniques such as these may suc-
cessfully be used as a preparatory activity to other
classcoom tasks. For example, with better erect sitting
and postural control, a young child may be more able
to engage in tabletop tasks or eating, which require these
background skills for more independent task performance.

Posture and Movement. When a child is positioned
properly, less effort is required to maintain the body
against gravity, and so it becomes easier to attend to a
toy, the teacher, or other students (deQuiros & Schrager,
1978). For example, a child who cannot extend the arms
because so much effort is needed to hold up the head
and trunk will be unable to play with a movable toy on
the table or point to a picture on 2 communication board
(Campbell, 1987b). Therapists also use their knowiedge
to facilitate adaptive movement patterns, allowing the
child to interact more effectively in the environment.
Creation of a strategy to allow the child to rmove about
in the classroom or school widens the scope of environ-
mental exploration; such a strategy can include crawl-
ing, use of a scooter board, walker, or wheelchair, as
well as walking, and must match the specific abilities of
each child within the learning environment.

Reaching is a functional pattern of movement needed
for many school activities and is therefore frequently the
focus of attention for both therapists and teachers in in-
dividualized programs of children with neurological im-
pairments. Campbell et al. (1984) designed a specific
neuromotor technique to support the acquisition of
reaching in a preschooler with multiple handicaps, and
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trained all classroom personnel to use the technique and
record data on successful reaching throughout the school
day. They found that the child acquired the skill of
reaching more quickly during some activities (¢.g., circle
time), and hypothesized that task motivation is a variable
that is critical to the success of therapeutic intervention.
Their hypothesis was supported in another case study
in which an older student received various types of re-
inforcement for reaching to activate a microswitch. Rock
music produced more reaching than vibration, activa-
tion of a fan, or other music (Campbell et al., 1984).

Barnes (1986) utilized upper extremity weight bear-
ing as a therapeutic technique to improve functional
rcach-grasp-release motor movements. The investigator
operationally defined eight subskills that constitute suc-
cessful movement and recorded the presence of these
components during activity. Upper extremity weight
bearing was introduced as the intervention in the rever-
sal design. The investigator documented that during the
weight bearing condition, more components of the
reach-grasp and release pattern were present. When an
individual bears weight on a limb, specific joint recep-
tors are stimulated to increase body awareness. Weight
bearing can casily be incorporated into classroom rou-
tines to facilitate better interaction with the environ-
ment. Campbell and Stewart (1986) added a functional
component to their study of reaching by allowing the
toddler with hemiplegia to select from several activitics
that all required scooping. Researchers collected data on
the components of movement that were necessary to
reach and scoop. By reinforcing successive approxima-
tions of the desired movement pattern, the toddler’s per-
formance improved. Reaching is 2 desirable behavior for
cducational tasks; the combination of therapeutic tech-
niques and classroom activities may enhance the per-
formance outcomes.

Play experiences designed to increase spontaneous in-
teractions with the environment and to practice move-
ment skills are commonly a part of the therapist's inter-
vention strategies (Florey, 1981) and are also an integral
part of preschool programs. Anderson et al. (1987) pro-
posc an intermingling of neuromotor handling tech-
niques and play, since play is an important part of young
children’s lives. Sparling, Walker, and Singdahlsen (1984)
combined play, art, and drama activities for children
with neurological impairments and reported improved
developmental skill acquisition. However, lack of pre-
testing suggests that one must use caution in interpreting
these results. Since play is used by both teachers and
therapists, it may be an excellent focus of attention for
ccllaborating on intervention strategies.

Activities of Daily Living. Therapist knowledge is
also applied to daily life tasks, including eating, personal
hygiene, and dressing, each of which requires a com-
plex pattern of motor and cognitive skills for task com-
pletion. Oral-motor dysfunction, a frequent correlate of
neurological impairment, interferes with the mastery of
cating skills, and is commonly addressed by related ser-
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vice personnel. Eating requires reach and grasp to obtain
food or use a utensil, and bringing the food to the
mouth; it then requires a series of oral-motor movements
to close the lips, move food in the mouth, and swallow.
Muscle facilitation and control techniques are designed
to enable a young child to participate in as many com-
ponents as possible during mealtime. Over time, the goal
would be to decrease support and increase independent
or adapted task performance. Sobsey and Orelove (1984)
addressed lip closure and chewing problems in children
with severe handicaps by providing desensitization to
the skin surfaces and facilitation of oral musculature.
They found that daily use of these procedures (10 to 15
minutes prior to meal) resulted in better lip closure and
less spilling from the mouth. Chewing results were
equivocal, being dependent on food types presented to
the child.

A similar neurophysiological procedure was used by
Jones (1983), but was combined with behavioral contin-
gencies (the experimenter ignored the children’s avoid-
ance behaviors toward food offers) to immediately
introduce solid foods to children with mental retarda-
tion. The combined neurophysiological and behavioral
program was successful in getting 8 of 10 children to
accept solid foods after 15 meals. In a comparison group,
Jones (1983) withdrew sensory and neuromotor proce-
dures when avoidance was exhibited, while increasing
food textures over the course of the study. Only 2 of
10 subjects accepted solid foods in this condition. This
investigator confounded this study by combining a
numbser of procedures in such a way that causality is dif-
ficult to determine.

Jaw control and neurophysiological facilitation also
proved to be successful strategies to increase moe:rh
closure and therefore decrease drooling afier utins,
in a child with a severe handicap (Ray, Bundy, & Nelson,
1983). These studies suggest that useful therapeutic
techniques can be created by therapists to support and
facilitate eftective eating patterns. Correct application of
these techniques to the daily meal or snack routine re-
quires careful planning, but can lead to improved func-
tional skill.

Environment. Consideration of environmental var-
iables is also an important contribution of related service
personnel. It is in the best interest of children when
professionals identify 2 balance between interventions
that increase functional skills and assistive and adaptive
devices that make new learning opportunities possible
(Campbell, in press). There are times when a change in
the environment itself -.an provide better support for
children’s learning. For example, repositioning of fur-
niture in a classroom would enable 2 child in 2 wheel-
chair or with a2 walker to move about the classroom
without assistance. In other cases, adaptations of per-
sonal learning devices or body positioning equipment
can be fabricated to support functional task perfor-
mance. For example, a therapist might fabricate 2 hand
splint to support wrist extension, which would aliow
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finger movement fcr manipulation tasks, or may create
an adaptation of 2 microswitch, which would encourage
good movement patterns for activation of the toy, tape
recorder, or computer. Some adaptations are simply car-
ried out by classroom personnel while others require
a collaborative effort. Examples of simple adaptations
that can be made to try to accommodate for frequently
observed problems in the classroom are shown in Figure
1. If adaptations such as these are unsuccessful, col-
laboration with a therapist may be necessary. More set-
ious concerns warrant immediate therapist involvement.
Environmental adaptations may support 2 wider variety
of life experiences and more independent interactions.
Caregivers have reported that after individually designed
adaptive equipment was introduced, children demon-
strated improved motor, self-care, and .- *! skills (Hulme,
Gallacher, Walsh, Niesen, & Waldri . '7; Hulme,
Schulein, Hulme, Poor, & Pezzino, 198,,. .7 .er studies
employed direct behavioral observation to determine
effectiveness of adaptive devices for supporting im-
proved functional life tasks (Hulme et al., 1987; Trefler,
Nickey, & Hobson, 1983). Hulme et al. (1987) report im-
proved posture, head control, and grasp with the intro-
duction of an adapted seat. Trefler et al. (1983) found
better head and trunk control, purposeful gross motor
movements, and eating after individualized adaptive
devices were introduced.
~2at technological advances also afford persons
with physical limitations access to many learning ex-
periences that heretofore were inaccessible. Related ser-
vice personnel combine knowledge of the child and the
environment to apply technology to developmental
needs. Microswitches are especially useful for class-
rooms, because they can be attached to body parts, toys,
or computers and can provide immediate reinforcement
or feedback regarding behavior (York, Nictupski, &
Hamre-Nietupski, 1985). For example, Maloney and
Kurtz (1982) connected 2 mercury switch secured on
the head to a cassette tape player, so that when the stu-
dent kept the head erect, music would play. Only some
of the subjects showed changes with this contingency.
Similar findings occurred in studies by Walmsley, Crich-
ton, and Droog (1981) and Leiper, Miller, Lang, and
Herman (1981). In each case, 3 of 5 subjects improved
head control with auditory feedback. Perhaps this tech-
nique wculd be more effective if it were incorporated
into a goal-directed learning activity to provide a func-
tional purpose for holding the head up. Horn and War-
ren (1987) provided a pilot test of this possibility by suc-
cessfully teaching two toddlers with multiple handicaps
to activate 2 mechanical toy, rather than using music.
The studies reviewed in this section provide very
preliminary evidence that carcfully designed therapeutic
interventions can affect skill acquisition. As effective in-
terventions are demonstrated, professionals must estab-
lish 2 plan for incorporating this knowledge into prac-
tice. As a2 related service, therapists must implement
strategies with demonstrated success and create and
evaluate new strategies, with special emphasis on those
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that can be incorporated into preschool and home ac-
tivities. Collaboration with teachers and other team
members provides an excellent mechanism for establish-
ing the relevance and applicability of the strategy. Since
further evidence is still needed, careful documentation
of integrated related service efforts can be used to fur-
ther clarify the issues. Familiarity of ecucators with the
expertise of occupational and physical therapists, as well
as awareness of the contribution of related service ex-
pertise to functional performance, will facilitate the
process as well.

Support for Practice, Research, and Policy
Development

As more young children with neurological impair-
ments attend community preschool programs, it is likely
that occupational and physical therapy services will be
more commonplace in these centers. It is important for
educators to understand the specialized expertise offered
by these related service professionals, so that appropriate
referrals and successful collaboration can occur to meet
the children'’s specialized needs. The goal of these efforts
must be to consider the child as 2 whole person ready
to engage in age-appropriate activities' within these en-
vironments, rather than as a child with motor, sensory,
or cognitive difficultics. Professionals must actively study
the hypothesis that integrating therapeutic techniques
into naturally occurring activities will produce more gen-
eralizable outcomes than isolated strategies might pro-
duce. Although initial evidence indicates that this hy-
pothesis is correct, much more evidence is needed to
substantiate these findings and to further clarify the
parameters that create the most successful outcomes.
Professionals must be willing to both plan innovative
intervention strategies and document outcomes of the
intervention process as once mechanism for analysis and
interpretation of findings.

Formal research is needed in several areas. Efficacy
studies are needed to clarify which strategies yield
optimal functional outcomes. Theory testing is needed
s0 that decision-making frameworks can be corstructed.
Studies examining attitudes toward various intervention
approaches will enable professionals to create strategies
that will be used in nawral contexts. Many research
designs can be used to address these concerns.

First, naturalistic, or qualitative, studies are nceded
(Odom & Shuster, 1986; Schmid, 1981; Stuainback &
Stainback, 1984). As Odom and Shuster (1986) state, “'A
naturalistic investigator attempts to capture the behavior
of individuals in every day (i.e., natural) settings and view
the world ‘through the eyes’ of the individuals in those
settings. The emphasis is to capture the whole of a
phenomenon in question. . . " (p. 70). Participant obser-
vation and interviews are common qualitative techniques
(Odom & Shuster, 1986; Schmid, 1981). Studies that
produce clear descriptions of the complex patterns of
behavior that occur as children evolve from dependence
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Referral ca' < 1int*

Possible adaptations®

Poor lunch skills/behaviors

Poor toileting skills

Can't stay in seat; fidgety

Clumsy in classroom/halls; gets \ost in building

Can't get on or off bus independently
Can't get jacket/coat on/off

Drops materials; can't manipulate books,
etc.

Poor attention, hyperactive, distractible

Poor pencii/crayon use

Poor cutting skills

Jnable to complete seatwork successfully

Loses personal belongings; unorganized

Doesn't follow directions

* Provide a wheeled cart to carry lunch tray
* Provide large-handled utensiis

e Clamp tnch tray to table to avoid slipping
* Serve milk in sealed cup with straw

» Provide a smaller toilet
* Provide looser clothing
* Provide a step stool for tollet/sink

¢ Allow student to lie on floor to work

» Allow student to stand to work

* Provide lateral support to hips or trunk (e.g., rolled towels)
* Adapt swat to correct height for work

e Be sure feet are flat on floor when child is seated

* Provide more variety in seatwork

* Move classroom furniture to edges of room

* Send student to new locations when halls are less crowded
¢ Provide visual cues in hall to mark locations

e Match student with partner for transitions

¢ Allow student to back down stairs
* Provide additional, smailer steps

* Pace in front of student, in same orientation each time
* Provide larger size for easier handling

* Place tabs on book pages for turning
* Provide small containers for items
* Place all items for cr:2 task on a lunch tray

¢ Decrease availability of distracting stimuli (e.g., visual or
auditory)

* Provide touch cues only when student is prepared

¢ Touch student with firm pressure

* Provide frequent breaks in seatwork

e Use triangie grip on pencilicrayon

* Use fatter writing utensil

¢ Provide larger sheets of paper

* Provide paper without lines

* Provide paper with more widely spaced lines

* Provide adapted scissors
* Provide stabilized paper (e.g., tape it down, use large
clips, C-clamps)

¢ Provide larger spaces for answers
* Give smaller amounts ot ‘sord

* Put fewer items per page

* Give more time to complete task
* Chanje level of difficulty

* Make a map showing where items belong
* Cotlect all belongings and hand them out at the
beginning of each activity

* Provide written or picture directions for reference
* Provide cassette tape of directions
* Al'>w student to watch a partner for cues

Flgun 1. Classreom adaptations to be considered for common related service referral complaints prior to com-
prehensive assessment. sMore serious problems usually require immediate involvement of the occupational
and! ¢ physical therapist. *if these strategies ars unsuccesstul, involvement of the occupational or physical

therapist is appropriate.
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to independence are needed, and can be adequately ad-
dressed through qualitative methods. A great deal of
collaboration is necessary in qualitative studies to be sure
that as data are collected, definitions are consistently
applied to settings, behaviors, and persons. However,
Schmid (1981) cautions: “*Qualitative research method-
ologies are not compatible with all research questions,
but the fact that this research approach is available
enables the rescarcher to ask questions concemning the
complexity of human phenomena” (p. 106).

Other authors believe that single subject designs also
provide an opportunity to systematically observe and
record changes in behavior (McReynolds & Thompson,
1986; Ouenbacher & York, 1984). The advantages of
single subject designs include mechanisms for contiou-
ous assessment, the ability to alter intervention basea
on ongoing interpretation of data, and the ability to
study heterogeneous problems without contaminating
findings. Single subject designs can successfully be ap-
plied to intervention studies within natural environ-
ments, and therzfore are manageable for teachers and
therapists (Ouenbacher, Johnson, & Hojem, 1988).

Siegel and Young (1987) argue that classic group de-
signs can be applied to intervention efficacy with suc-
cess equal to that obtained via single subject designs.
They argue that although many focus on the statistical
results of group compamons interpretation of b<havioral

. + results are also appropriate. Inter-
acuons Among vamblcs within the study frequently play
a significant role in the outcomes. Generalizability of
findings from a significant group outcome is sometimes
more possible than from a very specialized case. Group
designs can be used to identify more effective strategies
among choices available. A confluence of ideas from all
of these research strategies will assist professicnals in
creating successful learning environments for children
(Dunn, in press).

Voelz and Evans (1983) suggest that three major ques-
tions must be addressed in order to adequately address
the efficacy of intervention programs. First, professionals

must ask: Has the behavior changed, and is that change

2 resuit of the ‘ntervention? Pretests, baseline data
collection, and ongoing behavior probes are common
methods used to address this question. Second, the pro-
fessional must ask whether the intervention was carried
out as it was designed. Multiple levels of activity occur
simultaneously in educational settings; subtle variables
not noted overtly in intervention plans can have a great
impact on outcome. Qualitative stadies that clearly
describe the environmental variables supporting or in-
hibiting performance are useful in this case. Third, the
professional must ask whether the behavior is meaning-
ful and useful in natural environments. This area of
inquiry may be the most critical and yet is also the most
difficult to address. There are no formal instruments for
measuring usefulness; professional and person judgment
are necessary and are undoubtedly partially based on
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cultural trends and experience. A confluence of ideas
from all of these rescarch strategies will assist profes-
sionals in creating successful learning environments for
children (Dunn, in press).

Mcasurement is another issue that must be addressed.
Instruments that more accurately measure behaviors
leading to outcome performance are needed. For exam-
ple, acquisition of developmental milestones is not an
adequate measurement of change in children with neuro-
logical impairments because these children do not
acquire developmental milestones the way other chil-
dren do. Better measurement techniques will enable pro-
fessionals to know both when success is occurring and
when a strategy is failing and needs to be altered. Camp-
bell and Stewart (1986), Barnes (1986), and Ray, Bundy,
and Nelson (1983) provide examples of alternate forms
of measurement. In each case, clear operational defini-
tions were used to record changes in the quality of per-
formance as the child approximated the target behavior.

Policy changes will be necessary to support the usc
of integrated related services within preschool programs.
First, persons must actively embrace the provision of
services to preschoolers within community settings. Pro-
grams for typical children routinely offer activities that
can be used to enrich the experiences of children with
neurological impairments. Second, policics must support
a new concept of the use of professional time. Integrated
related services requirs much more flexibility in schedul-
ing and a larger portion of adult interaction time. This
is especially critical in programs that ccntract for 2
therapist’s time. Contracts that only reimburse the thera-
pist for time spent directly with children contain an
implied message that administrators support an isolated
model of service provision, and contact with the teacher
is unimportant. For a successful integrated service
model, all team members must contribute to the deci-
sions about how time will best be spent (Dunn, in press).

On a larger scale, preservice and continuing educa-
tion for professionals must begin to incorporate inte-
grated experiences into learning opportunities. Although
specialized knowledge is necessary, lack of experience
in problem solving with other professionals fosters a
continuation of isolated approaches to intervention. Pro-
fessionals must learn from one another in order to ap-
preciate the contributions made by other points of view.
Practitioners and researchers also must begin to present
papers and subimit journal articles to professional pub-
lications and conferences of other disciplines or collab-
orate on joint projects as other mechanisms for sharing
knowledge (Dunn, in press).

Services for young children are more comprehensive
than they were 2 decade ago. But professionals must
continue to be diligent in their efforts to improve ser-
vice provision. Integrating related services is the chal-
lenge of today; perhaps this will be as commonplace in
the next decade as keeping children out of institutions
and in communities is today.
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Notes

1. Although the term integration generally refers to programs
that serve children with handicaps and typical children together
(as used in the above paragraph), integrated services in the
following discussion will represent the blending of approaches
from various disciplines to create an intervention that addresses
the needs of the whole child within the natural environment
(e.g., home or preschool).

2. The author icknowledges that some professionals use the
term functional in a2 more technical context than is being used
here. These professionals use the term functional to refer 10
the actual relationships that exist between a behavior and an
environmental condition. For example, successful activation
of a microswitch with a body part yiclds a “‘functir.ial effect’’
from this point of view. In this paper, the term addresses the
utility of the behavior for the individual. Thus the ability 0
activate the microswitch with a specified movement would
have to be placed within an age-appropriate, goal-directed ac-
tivity to meet the criterion used in this paper.
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MANAGING OCCUPATIONAL THERATY IN RURAL EDUCATION

Service Provision

For manyyears, occupational therapists limited their intervention strategies to a one-to-
one direct service model of service provision. Although this is an effective method for providing
services, it is not the only model of service provision available to the school based occupational
therapist. In fact, there are many situations within the public school, that a direct service
approach will not address the nresenting problem. For example, when a student is falling out
of his chair, it may be necessary to adapt the chair and table to fit the student’s body; provision
of direct services to increase posturai control will never completely solve the problem.

Occupational therapists must embrace a wide range of service provision options, and
they must develop systematic strategies for making decisions about when a particular model or
approach is the appropriate choice. The next two entries provide information about the service
provision process. The first entry is an article which introduces the basic models of service
provision which are recommended by the American Occupational Therapy Association. The
second entry is a chapter of a pediatric textbook which extends the models of service provision
into exact intervention strategies, and offers a decision-making process for determining which
situations warrant the use of each intervention strategy. These are both very useful references
to extend the occupational therapist’s knowledge and skills in school-based practice.

The following entries are from:

Models of Occupational Therapy Service Provision in the School System, by Winnie Dunn.

American Journal of Occupational Therapy, v. 42 (11). Copyright 1988 by the American
Occupational Therapy Association, Inc. Reprinted with permission.

Chapter 6: Designirg Pediatric Service Provision in Pediatric Occupational Therapy: Faciiitating
Effective Service Provision. edited by Winnie Dunr.. Copyright 1990by SLACK Inc. Reprinted
with permission.

(')rc'updhmml Therapy Education
The Usuversity of Fansas Medical Center

C Resources for Rural School Occupational Therapists Kansas City, Kansas 1960
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Models of Occupational
Therapy Service
Provision in the School
System

Winnie Dunn

Key Words: intervention process,
occupational therapy e public schools

Occupational therapy is a related service whben pro-
vided within the public schools, which means that
services must enbance or support educational goals.
Three service provisiun models bave been discribed
Jor school therapists: direct service, monitoring, and
consultation. Direct service addresses individual-
ived needs that require specialized intervention
strategias which can safely be performed only by the
occupational tberapist. Monitoring, whick is some-
times referved to as integrated programming, uses
therapeutic expertise within functional tashs to
maximize opportunities for practice and general-
ization. Consultation addresses problems by en-
abling others to work more effectively on the educa-
tional goals they bave set jor tha students. Evidence
is accumulating to demonstrate that each model is
effective when chosen and applied appropriately.
This paper reviews each model, provides examples
of studies that bave been conducted, and suggests
directions for future research.
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ducation for All Handicapped Children Act),
in which occupational therapy was ident'fied as
one of several related services for school-age chil-
dren, introduced both a new role and a new practice
environment to the occupational therapist. The law’s
mandates challenged pediatric occupational thera-
pists to focus their role on providing only those thera-
peutic approaches that would enhance a student's ed-
ucational experience. In other words, occupational
therapy intervention in schools must enhance ot sup-
port the student’s educational goals. The interven-
tions and goals are written in the student's individual-
ized education program (IEP), a document that coor-
dinates the goals of all professionals involved with the
student.

Models of Service Provision

The American Occupational Therapy Association
(AOTA) has long recognized the need for specialized
skills to effectively provide occupational therapy ser-
vices in the public schools. In 1980 AOTA provided in
every state training programs that addressed the
unique skills of public school service provision.
These programs are set forth in Training: Occupa-
tional Therapy Educational Management in tbe
Schools (TOTEMS) (Gilfoyle, 1980). More recently, a
special task force was formed to review TOTEMS ma-
terials, compile maierials from several states, collect
comments from identified nationwide experts, and
summarize the results of survey data to design com-
prehensive guidelines for occupational therapy ser.
vices in the public schools. The task force defined .. .
specific models of school-based occupational therapy
service provision that will be referred to here (AOTA,
1987).

Each service provision model (direct service,
monitoring, and consultation) is viable within the
public schools. As was discussed in the article by
Coutinho (see pp. 706-712 of this issue), the
members of the interdisciplinary team must carefully
identify the student’s neecds within the context of that
student’s educational placement, and cl.oose service
mcdels for both special education and related ser-
vices accordingly. The intent of Public Law 94-142 is

The passage of Public Law 94-142 in 1975 (the
E

that the type and amount of service provision may not -

be determined by pareutal wishes or district resource
limitations such as space or personne: shortages, but
rather by the student's needs alone. A broader under-
standing of the various service provision models will
facilitate application of the appropriate service.

Direct Service

Direct service is the most familiar model of service
provision. In this model, occupational therapy practi-
tioners use specific techniques and approaches with
one student or a small group of students, and gener-
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ally have frequent contact with them (e.g., once or
twice 2 week) (AQTA, 1987).

The most critical feature in choosing direct ser-
vice is the identification of an educational need that
can be met only by direct interaction berween the
student and the occupational therapist. The interven-
tion chosen night include wreatment techniques that
depend on an in-depth knowledge of the neuromu-
scular system or the integrative functions of sensory,
perceptual, and motor performance. A key factor
might be the necessity for ongoing clinical judgments
to adjust the activities to best meet the student's on-
going needs. In all cases, the intervention must have a
direct relationship to the educational needs of the

student.
A number of researchers have demonstrated the

effectiveness of the direct service model on students’
performance. Kuharski, Rues, Cook, ard Guess
(1985) found that vibration, inversion, and rotation
techniques were effective sensory procedures for im-
proving head and trunk control for classroom activi-
ties in three preschoolers with severe disabilities. Ot-
tenbacher (1982) conducted a meta-analysis of stud-
ies that compared the outcome performance of direct
service intervention using sensory integrative ap-
-~naches with the pedformance of a control group and
round that direct service intervention produced better
outcomes more than 76% of the time. Ottenbacher,
Short, and Watson (1981) investigated direct services
with children who had severe disabilities by compar-
ing a treatment and a control group on motor develop-
ment and postural control. The children who received
direct services made significantly greater gains than
those who did not. Children with severe disabilities
also made significant improvements in a study con-
ducted by Sobsey and Orelove (1984). They used a
reversal design to demonstrate that direct occupa-
tional therapy services produced better lip closure
and less spilling from the mouth than routine
classroom techniques.

However, some research~rs have tested the limits
of the direct service model. Jenkins et al. (1982) stud-
ied two intensities of direct service (once a week and
three times a week for 15 weeks) with developmen-
tally disabled children. They found that direct ser-
vices produced improved gross motor skills in these
children when they were compared with a control
group, but that the tv-0 intensities of service did not
differ from each other in the results they produced.
The authors concluded that multiple sessions may not
be necessary to produce developmental outcomes.
More studies such as these are needed to determine
the most efficient pattern of service provision.

Mcnitoring

The monitoring model of servire provision requires
diagnostic skills to identify student needs, program
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planning skills to design appropriate iaterventions,
and teaching and supervisory skills to assist others in
the immediate environment to carry out the proce-
dures with the student. Regular contact (2 minimum
of twice a month) is needed to determine whether
adjustments in the intervention procedures are neces-
sary (AOTA, 1987). The occupaticnal therapist con-
tinues to be responsible for outcomes, but entrusts
another person with the regular implementation of
the program plan. The most critical feature of moni-
toring is the identification of an educational need that
will be best served by routine and consistent proce-
dures needing ongoing guidance and practice. Activi-
ties of daily living, po:itioning and handling, reach
and grasp, fine motor skill development, or coordina-
tion needs might be best served through monitoring.
Three questions are asked to determine whether
monitoring is a safe choice for a student: (2) Is the
student’s health and safety protected when the pro-
gram is conducted by a person other than the occupa-
tional therapist? (b) Can the person being trained
correctly demonstrate the activities without assis-
tance? (c) Can the person being trained indepen-
dently describe restrictions and signals of failure that
would warrant discontinuation and making contact
with the supervising therapist? (AOTA, 1987). If one
cannwt answer ‘‘yes’ to all three questions, then
monitoring is not the service model of choice, be-
cause a negative answer to any question would mean
that monitoring would introduce a measure of risk
into the service provision process.

Monitoring seems to be an effective means for
service provision, perhaps because it provides an intu-
itive measure of validity and the possibility of good
reliability through observation. Furthermore, empiri-
cal data on the effects of monitoring have demon-
strated its value. Several authors have investigated in-
tegrated programming techniques, which incorporate
the principles of monitoring discussed above (Camp-
bell, 1987; Campbell, Mclnerney, & Cooper, 1984;
Giangreco, 1986; Rainforth & York, 1987). For exam-
ple, Giangreco (1986) found that when therapy tech.
niques were incorporatec into microswitch activation,
the student performed at higher levels than when iso-
lated direct services were provided prior to micro-
switch classroom activities. Campbell, Mclnerney,
and Cooper (1984) incorporated neuromotor proce-
dures into all reaching tasks performed during the
school day by a preschooler with moderate disabili-
ties, with therapists monitoring both correct apnlica-
tion of the techniques and data collection. The child
attained 65% competence in all activities, and attained
100% competence in more motivating activities, such
as in activities carried out in a large group. They con-
cluded that 2 combination of therapeutic and educa-
tional strategies mzy be the most effective approach to
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achieve student goals. Further research is needed to
identify other successful integrative approaches that
use occupational therapy expertise 10 facilitate func-
tional skill development for learning.

Comultatimi

This service model is the least familiar 10 occupa-
tional therapists. As applied to occupational therapy
in the schools, consultation is a service model in
which specialized expertise is used to facilitate the
workings of the educational system. Consultation in
the educational environment is oriented toward the
needs of (a) the student, (b) professionals, or (c) the
system; in practice, these forms often occur together.
Case consultation addresses the student’s needs, fo-
cusing on developing the most effective educational
environment for a specific student. Colleague consul-
tation addresses the needs of other professionals 10
improve theix skills and knowledge. System consulta-
tion improves the effectiveness of the agency or dis-
trict by addressing the needs of generic groups within
the system (AOTA, 1987).

The most critical factor in choosing consultation
is the identification of an educational need that is
most effectively met through a supportive environ-
ment. Designing proper seating, preparing an adap-
tive device for classroom use, suggesting alternate
means for presenting or producing classroom work,
or assisting with IEP goal development can all be
considered examples of consultation. Consultation
can be an effective means 10 create an environment
that supports student learning, and offers the opportu-
nity for the student 1o generalize his or her skills to
different environments (Dunn, 1985).

Much of the writing on consultation comes from
the medical literature, or from the literature on men-
tal health, school psychology, and organizational de-
velopment (Dunn, 1985; 1dol & West, 1987, West &
Idol, 1987). West and 1dol (1987) reponted on a com-
posite definition of consultat:on from these bodies of
literature that was originally designed by Meyers, Par-
sons, and Martin (1979). Several characteristics
emerge: (2) Two persons interact, with one having
the direct responsibility for a third person; (b) inter-
actions are voluntary; (c) interactions are a shared
problem-solving process; (d) the immediate goal is to
sclve a current problem of the person seeking con-
sultation; and, (e) the loag-range goal is t5 enable the
person seeking consultation to handle future situa-
tions more skillfully. These characteristics clearly un-
derline the impornance of adult communication in
producing successful outcomes from consultation

West and dol (1987) divided research on con-
sultation in special education and related professions
into three major areas: input, process, and cutput vari-

ables. Input variables include personal characteristics
of the professionais and the problem to be addressed:
process variables refer to the techniques used in the
consultation process; and output variables are those
observable results that emerge from the consultation.
Methodological limitations and inadequate opera-
tional definitions were cited as the major reasons
overall results have been inconsistent thus far.

Input variables have been given a small amount
of attention in research (West & Idol, 1987). These,
the most inwardiy focused variables, are the most dif-
ficult 1o assess validly. For instance, the variable
"years of teacher experience’ yields inconsistent re-
sults when investigators look a: frequency of consu!-
tation requests (Gutkin, 1980; Pryzwansky & White,
1983; West & 1dol, 1987). Readiness for the consulta-
tion experience may be a factor related :o the effec-
tiveness of outcomes; this variable can include the
expertise of the consultant as well as awareness, on
the part of the person seeking consultation, of how
the consultation process works. The consultant's per-
sonality and work traits, including flexibility, warmth
and efficiency, are also important (Pryzwansky &
White, 1983; West & Idol, 1987). More research is
needed to clarify the role that inpur variables play in
the success of consultation.

Only a few studies have investigated process vari-
ables. Even when teachers and administrators have
been exposed to various consultation models, they
overwhelmingly prefer the collaborative style of con-
sultation (Babcock & Pryzwansky, 1983; West, 1984).
Collaborative approaches use an equal partnersi:.,
between the two individuals involved to identify,
plan, and carry out recommendations. Both pantners
are then responsible for and committed to positive
outcomes (Dunn, 1985). Effective collaboration can
be time consuming, but may lead to more goals
being met because of the commitment made by both
parties.

Most research on consultation is being done on
output variables. This research focuses on the
changes, beth in persons seeking consultation and in
students, that are a direct result of consultation.
Teachers receiving consultation have reported posi-
tive feelings about those experiences (Gutkin, 1980:
West & 1dol, 1987). Furthermore, teachers who re-
ceived in-service training on consultation were there-
after observed to use consultation more often than 2
control group who did not receive this training (West
& Idol, 1987). Peck and Killen (1987) found that
preschool teachers provided their students with more
opp~rtunities to practice skills and got beuer out-
come behaviors after consultat’ - that focused on IEP
treatment goals.

Consultation is a viable service provision alterna-
tive in the public schools because it provides a mech-
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anism through which students have opportunities to
practice skills and generalize what they have learned
to different situations. Occupational therapy knowi-
edge is used efficiently when it is applied through
consultation approaches to adapt environments and
alter teaching and learning strategies to facilitate bet-
ter outcomes for the student. Occupational therapy
research is needed to identify successful consultation
methods and clarify what conditions must be present
in order for consultation to be the service model of
choice for specific situations.

Use of Service Provision Models

The ant of service provision in the public schools is in
choosing the model that would be the most appro-
priate t0 meet 2 student’s educational needs. The
American Occupational Therapy Association (AOTA,
1987) identified 10 parameters that help the therapist
choose the best service model (see list below). These
parameters are used to determine how important it is
for the occupational therapist to be directly involved
with the student, the teachers, and the environment.
For example, if the teachers are experienced .nd
knowledgeable about feeding and positioning, Pa

oo T anyld B manlked lower, suggesting t.hatt.he
cccupational therapist might be better employed pro-
viding consultation or monitoring for classroom im-
plementation. Parameter 6 (age of the student) is re-
lated to chronological age expectations; a student
who is successfully meeting age expectations might
require less direct intervention than one who fails at
age-appropriate tasks. For example, a student may be
coping with upper elementary school expectations
with the help of adaptations, but may require direct
intervention as he or she prepares for vocational
training and placement. The assessment of all param-
eters leads to an impression of the entire situation,
which in turn can assist the therapist in choosing an
appropriate service model.

Parameters for Setting Priorities

Health and safety of the student

Necessity for external communication

Necessity for environmental modifications

Role of sensory, perceptuz!, and motor func-

tions in the student’s educational perfor-

mance

Potential for functional improvement

. Age of the student

. Expertise of other persons in the student’s
environment to assist in the educational pro-
cess

8. Awailability of other persons in the student's

environment to assist in the educational pro-

cess

el B

N oW

The American Jnurnal of Occupational Therapy

9. Level of interference of the handicapping
condition
10. Availability of space, time, and equipmem in
the local education agency (AOTA, 1987, pp.
9-1-9-2)

Each model has benefits and limitations. Direct
service is time consuming and therefore costly, but
can address very complex problems and be quickly
adapted to meet the student’s changing needs. Moni-
toring is more time efficient, since others carry out the
programs, but the student’s health and safety must be
considered. Consultation is an effective mechanism
for providing ongoing environmental support, but re-
yuires special skills to be administered properly. A
few brief examples will illustrate the use of each
model.

Case Number 1: Use of Direct Service and
Consultation

Tommy is a2 9-year-old boy with an educational diag-
nosis of learning disability. His psychoeducational
testing revealed above average inteliigence, but he is
performing poorly in school. He has a difficult time
completing his work in the regular classroom, even
though his classroom teacher is giving him work that
is at his tested reading and math levels. The occupa-
tional therapy assessment revealed that Tommy was
having dificulty understanding information from
touch, position, and movement receptors, and had
poor ability to organize body and hand movements.
During testing and later classroom observation, the
occupational therapist noted poor ariention to task
and difficulty in carrying out verbal directions, even
though he could repeat directions. The therapist con-
cluded that Tommy’s related service needs might best
be served through a combination of direct service and
consultation. Direct service would address the poor
sensory processing and difficulty with planning motor
acts that seemed to be contributing to his poor organi-
zation of work, inattention to classroom tasks, and
poor ability to carry out school tasks. Direct service
seemed necessary because of Tommy’s specialized
sensory-motor needs. Consultation would be used o
adapt his regular classroom, to help the teacher un-
derstand the reasons Tommy's problems were affect-
ing his classroom performance, and to assist her with
strategies to increase his performance capabilities in
the classroom.

These recommendations were discussed at the
1EP team meeiing, and the team agreed that both di-
rect service and consultation were appropriate ap-
proaches. They also recommended that the physical
education teacher receive occupational therapy con-
sultation, since Tommy had trouble performing physi-
cal acts and frequently became angry because of



this frustration. This component was then added to
the IEP.

Case Number 2: Use of Monitoring

Cassie is a 6-year-old girl with an educational diag-
nosis of educable mental retardation and 2 medical
diagnosis of Down syndrome. An assessment revealed
strengths in cooperation, social skills, and some
matching skiils (e.g., coiors, shapes), and concerns in
motor skills postural control, muscle tone, and daily
living skills. After reviewing the records and conduct-
ing an occupational therapy assessment, the therapist
examined Cassie’s educational environment (a self-
contained classcoom), which was staffed with an ex-
perienced special educator and teacher's aide and had
a routine curriculum focus of developmental and
daily living skill development. The occupationial ther-
apist determined from all the information available
that Cassie’'s related service needs would best be
served through & monitored program with the teacher
and teacher’s aide. At the IEP team meeting, this rec-
ommendation was discussed, aad the team agreed
that the teachers and the occupational therapist would
meet bimonthly to review the motor development
and daily living skills programs designed by the thera-
pist to determine whether changes needed to be
made and to discuss activities fcr the next time
period.

Case Number 3: Use of Consultation

Kurt is a 17-year-old student whose physical pertor-
mance is slow as 2 result of cerebral palsy. He has
received special education and related services for
various learning needs throughout his schocl career.
He has been in 2 vocational readiness program in
conjunction with his high school program, and he is
now ready to be placed !n a work environment. The
educational team is concerned that without some
preplacement preparation and environmental adapta-
tions, Kurt will have a difficul: time succeeding in his
work placement even though he has demonstrated
the necessary skills to do so in the educational setting.
The occupational therapist set up consultation with
the prospective employer to prepare both the workers
and the environment for Kurt's arrival. After Kurt
begins work, the supervisor, Kurt, and the therapist
will meet once a week for the first month and then
once a month for the rest of the school year to solve
new problems that might arise.

The above examples depict only some of the
combinations of service provision that might be nec-
essary to meet 2 student’s needs. The IEP team is
responsible for the final decisions regarding program-
ming, although the team must rely heavily on recom-
mendations from the group members in order to
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make those decisions. All team membess must be able
to step back from tneir discipline’s perspective to see
the overall needs of the student when planning the
most appropriate program, keeping educational goals
in mind.

Conclusion

The AOTA 1985 manpower study revealed that in
1982, one third of employed occupational therapists
worked in pediatrics, with many of these holding jobs
in public schools. With the recent passage of Public
Law 99-457 (the Education of the Handicapped Act
Amendm.nts of 1986), infants, preschoolers, and
their families will also be eligible for occupational
therapy services. To meet these demands, occupa-
tional therapy will need to devise successful strategies
for implementing all of the service provision models
discussed here. Under the auspices of AOTA, Hen-
derson et al. (1987) have collected data to compare
the type of educationzl and fieldwork experierces
available to occupational therapists with those com-
petencies that practicing clinicians deem necessary
for successful service provision in public schools. The
results of this study will be used to further delineate
the characteristics of successful occupational therapy
service provision in schools and appropriate preser-
vice experiences for school-based occupational
therapists.
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Designing Pediatric
Service Provision

“Most districts employ a variety of specialists to assist in the screening,
evaluation, and placement of students with disabilities, as well as with the
provision of related services. These specialists are tipically from a variety

disciplines and include psychologists, special educators, communication
specialists, adaptive physical education teachers, and physical and
occupational therapusts. A decentralization of service provision inevilably
will affect their roles. Specialists who work in a consultative role will be
affected the least. Huwever, specialists who have provided pull-out therapy
services to students assigned to various special education classrooms will
need to make more significant adjustments. Preliminary indications suggest
that the type of adaplations necessitated by the dispersion of previously
segregul pmﬂam to regular education buildings are at least as ¢ffective
and may well be advantageous to the amount and quality of services
students receive (McDonnell, 1987). A willin;nm to learn new patterns
for providing services to students will be required by specialists as they’
apply their expertise in new organizational models ™ (McDonnell 3
Hardman, 1989, p. 68)

“Winnie Dunn, Pg, OTR, FAOTA
Philippa H. Campbell, PhD, OTR

~ Pediatric therapy services are providec for children of different ages and

with varying degrees of disability. Pediatric therapists respond to the needs
" of children, when providing services, by considering variables related to dis-
 ability as well as environmental factors. Service provision is a fluid process
. that requires ongoing decision-making. This chapter outlines a framework
' for assisting therapists to make service provision decisions that are in the best
interest of children and their families. Frameworks for decision making pro-

vide a mechanism against which decisions may be evaluated. The immediate
and long-term impact of service provision decisions is determined more easily
when guided by an overriding framework.

Pediatric service provision begins with an individualized plan that states
desired outcomes. This plan may be an Individualized Family Service Plan
(IFSP), an Individualized Education Program (1EP), an Individual Habilitation
Plan (IHP), or sume other similar type of service provision plan. The type of
plan used to guide services is dependent upon a child’s age and the agency
" responsible for planning and providing services.
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214 Pediatric Occupational Therapy

Figure 6-1 illustrates the relationship among assessment, program planning,
service provision, and evaluation. Therapists define the focus of service pro-

_vision on the basis of a wide variety of data that are obtained through assess-
‘ment (see Chapter Three). These data are discussed by team members to

determine program outcome priorities (see Chapter Five). Therapists assist
children in achieving program outcome priorities within a variety of settings,
by using direct, monitoring, and consultative strategies. These services are
outlined on an intervention plan that guides the provision of specific therapy
services and provides the basis by which therapists document and evaluate the
effects of those services.

Many children, particularly infants and toddlers, receive services through
more than one agency or service provider. These services require coordination
if resources are to be utilized effectively. In some cases, families perform
service coordination roles for their children, while case managers may share,
or totally provide coordination in other instances. Professionals contribu:te to
the coordination process by ensuring that all services facilitate attainment of
desired outcomes. Therapists who provide services through hospitals, clinics,
or private practices may not have opportunities to contribute directly to early
intervention or school program team decisions, but, like all orher interagency
team members, are responsible for ensuring that therapeutic activities support
and enhance a child’s acquisition of desired outcomes. i

Linking Assessment With Intervention

Occupatio :al therapy services are provided within age-appropriate life tasks
and the environments within which those tasks are performed. Services are
based on performance outcomes under the categories of: activities of daily
living (ADL), work, and play/leisure. Various sensorimotor, cognitive and
psychosocial performance components enable or block performance of ADL,
work, or play/leisure activities. These outcome performance areas and per-
formance components are illustrated in Figure 6-2, a grid that is based on the
American Occupational Therapy Association (AOTA) Uniform Terminology for
Occupational Therapy—Second Edition (1989). Occupational therapy assessment
is directed towards identifying strengths and concerns in these performance
components, and their effect on an individual's performance of ADL, wo ,
and play/leisure outcomes. The grid is used to guide design of occupational
therapy intervention programs. The performance areas are listed across the
top of the grid, while the performance components are listed down the side
of the grid. Areas in need of intervention emerge when the therapist identifies
strengths and concerns in the performance components, as related to per-
formance of functionai life tasks. This information is used to create an inter-
vention plan that utilizes strengths, while focusing on areas of concern. Out-
comes of independence in ADL, work, and/or play/leisure are the result of

intervention planning.



.,

MASTER PAGE

PROCFS |

Desiﬂi@ Pediatric Service Provisibn 215

STEP2

STEP3

STEP7

Flow Sheet for Program Planning
for Students with Severe Handicaps

Prasenting s Idertied (relerrsl made)

Obain Inkisl Dsta Base (past history, present levels of treatment)

Dstermine Educstional Outcomes (team planning session to detenmine appropriate educational

Projacted Educationsl Outcomes (long-term expectations)

Team Consansus of Overall Educationsl Plan (snnual goals and objectives on the IEP)

Goal Analysis Goal A‘!"llfysh
. Performance Objectives Performance Objectives
Theorstical Orlentation ———— Theoretical Orientation
WJIM) (thinking process)
T T
Acdliths Activities
Student Performance Y v Student Performance
Msasures Onguing Evahsation Maasurer.
1 9 I

' Dunn, ¥., & Campbell, P., 1989 {adasted from Dunn, W., 1987)

Figura 6-1
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PERFORMANCE AREAS

Tosel Hygiens

Dressing

Feeding and Eating
Rowting

UNIFORM TERMINOLOGY GRID
PERFORMANLE COMPONENTS

DAILY LIVING

Giooming
Oral Hygiens

ACTIVITIES OF

PLAY OR LEISURE

ACTIVITIES

Sexual Expression
WORK ACTIVITiES
Care of Others
Py e
Py or Leisiss
Play or Leisuse

A. SENSORIMOTOR COMPONENT

1. Sensory integration
L Sensory Awareness

b. Sensory Processing
(1) Tactie

(2} Propriocegtive

(3) Vestidular
(4) Visud

{5) Auditory

(6) Gustatory

¢ Perceptusl Skils
{1) Stereognocsis

2) Kinesthesia

(3) Body Scheme

(€) Rigit-Lelt Discrimination

(5) Form Constancy
. {6) Posiion in Space

(%) Figure Ground

(9} Dupth Percaption

{10) Topograpivical Orientation

2 Neuromuscular
3. Refx

b. Range of Mation

£ Myste Tore

d. Strength

¢+. Endurance

f. Postural Control

0. Soit Tissue Integrity

3. Motor

4 Activity Tolerance
b. Gross Motor Coordination

¢. Crossing the Midine

d. Lateraiity

[}

1. Praxis

9. Fne Mator Coordingtion/
Dextorily

h. Visual-Motor Integration

1. Oral-Motor Control

Figure -2
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' PERFORMANCE AREAS

BN

| UNIFORM TERMINOLOGY GRID
. PERFORMANCE COMPONENTS
8. COGMITIVE INTESRATIUN AND
COGNITIVE COMPONENTS

ACTMITIES OF

DALY LIVING

Oral Hygiens

ellet Hygiens

Oressing

Fesding and

Medication

Funciienst Mobility
Fy—y —
WORK ACTVITIES
Home Managament
Care of Cthers
PLAY OR LEISURE
ACTMITIES
Py of Laiswre

i

§

1

2.
3
4
5

i

i}

N

i
£
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Figure 8-2. Continued
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' Functional Assessment and Progiam Planning

- Deciding when a child requires intervention, and how that intervention will
be provided, are two of the most difficult decisions in the service provision
process. Table 6-1, Functional Assessment Parameters, reorganizes the com-
ponerts and areas of the Uniform Terminology grid, to focus on those out-
come categories that are most relevant for children (Column 1). Second, the
detailed list of performance components are reorganized into functionai groups
(Celumn 2) that pertain to each outcome area. These performance compo-
nents are not listings of all aspects within a particular outcome category, but
include those most likely to be addressed by therapy personnel. Therapists
use these parameters to synthesize assessment information and to provide
information used in the team planning process to determine desired outcomes.

Performance outcome categories include: learning (skill acquisition and ed-
ucational activities), work, play/leisure, coramunication, socialization, and ac-
tivities of daily living. The outcome areas represented are those that are im-
portant for infants, toddlers, children, and youth. However, all areas are not
necessarily relevant for all children at all chronological ages. In addition, other
outcome areas such as mobility and positioning are represented as perform-
ance components within outcome areas. For example, postural control and
positioning are included in relation to individual outcome areas to focus not_
just on positioning, but on management of body position for a specific func-’
tional outcome, such as communication. Similarly, mobility skills are targeted
within outcome areas to emphasize the imporiance of mobility within partic-
ular performiance environments.

Occupational and physical therapists provide primary information to the
team regarding sensorimotor components of performance. Occupational ther-
apists also provide information about the cognitive and psychosocial compo-
nents of performance, but may not be the only professionals contributing
intervention strategies to resolve concerns in these areas. A goal of occupa-
tional therapy is to enable performance of functional outcomes rather than
to improve isolated skills. Pediatric therapists have an obligation to ensure
that their service provision is designed to have an effect on desired program
outcomes. Team members collaborate to determine which program out-
corae(s) are appropriate for an individual child, so that everyone is working
towards identical outcomes. Individual team members may offer their points
of view, but decisions about overall outcomes are made_collectively by team
members. The outcome categories and performance components outlined on
this table make the unique contributions of therapy clear to all tram members,
and also direct a therapist's focus toward team-determined program out-
come(s) (column | of Table 6-1).

Functional Skills Assessment Grid

Figure 6-3 illustrates a gr.d that is used to make decisions about service
provision in pediatric settings. Children’s abilities in each performance com-
ponent are graded using a five-level scale that reflects the degree of influence
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TABLE 8-1. Functional Assessment Parameters

address the student’s needs within p ogram goals. Therapists do not address
address all components A a goal. Rather, they contribute expertise
1o enable the individual 10 benefit from the over-all program and achievy the program goasis. For example,

therapists do not achisve communication oulcomes alone, but rather contribute speci’ic skills
access 1 communication possibiities. The individual needs acdressed

Occupational
program Qo&'3 in isclation nor do they

occupational
which enable the individual to gain
by occupational therapists in each area are listed below.

Program Goals

Performanics Components

Leaming: Skill acquisition and
acadermics

hand use

Work®

PlayLaisure®

Communication*®

Socialization'

Activities of daily living®

menagement of body pasition during ADL
movement mmin daily living snvironment

ruRm | NpRrRN | aNprApp s | RapNs | rppa|oaNan

aftending
5. manipulationhad use

skills

*When acquiring a new skill, leaming components apply to the task.

Dunn, W. & Campbeil, P. (1988).
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of performance on program outcomes. Therapists use assessment information
to assign rating scores to children’s performance of components within each
outcome category area. The levels allow therapists to classify children's per-
formance on a cuntinuum, ranging from no 2vidence of difficulty (“NA") to
severe difficulties which prevent performance of program outccmes (*37).
The second level (“07) is used when a therapist has identified a deficiency in
a performance component which is not interfering presently with the desired
program outcome(s). A score of “1” defines an identified deficiency which
1nfluences a child’s successful performance of a program outcome(s), where
+9" is used to describe a deficiency which intesferes with performance. A score
of “3™ is used when deficiencies prevent performance in one or more program
outcomes. Specific programs operationalize these phrases for their settings.

The grid illustrated in Figure 6-4 was completed for a child for whom the
team targeted program outcome categories of communication and ADL. Toby,
a seven-year-old child with cerebral palsy, who attends second grade in a
regular elementary school, eats lunch in the cafeteria. Oral motor movements
are not influencing his ability to communicate, because he uses an augmen-
tative communication system. He has difficulty chewing and swallowing his
food as a result of oral motor movement dysfunction. The therapist translated
assessment information onto the Functional Skills Assessment Grid (Figure 6-
4) and rated performance in oral motor movements under Communication
as “0” and under ADL as “2.”

Therapists may identify concern: regarding performance components that
do notinfluence, interfere with, or prevent performance of program outcomes
(scores of “07). In these instances, therapists inform bo:h the family and the
school district or agency responsible for services. The family has the right 1o
know that a concern has been identified and to be given guidance about their
options for addressing the concern. If the problem is not affecting a child’s
performance of a program outcome vithin a school district program, the
school does not have responsibility for addressing the area of concern. When
an occupational therapist is working on behalf of a school district, (s)he must
work within the parameters of that agency in providing therapy services.
Statements made to the family must make it clear that the identified concern
may be addressed at the pareat’s discretion, since attainment of educational
program goals is not affected. It is appropriate to offer suggestions of com-
munity resources to deal with the concern. These suggestions may be simple
(e.g., karate, gymnastics or swimming lessons for a child with incoordination)
or more complex (e.g., referral to a community therapist). Many school dis-
tricts and other agencies have designed policies for situations such as this one,
It is important to know the policies of the agency before discussing concerns
with families.

Any of the performance componentis that are rated 17, 2", or “3” on the

- grid are addressed in the service provision process. Three interrelatew 1ssues
" concerning service provision for children are incorporated into the decision-

making that guides implementation of services. The first issue centers around
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PROGRAM QUTCOME

FUNCTIONAL SKILLS ASSESSMENT GRD
for Occupational and Physical Therapy Serwices

PERFORMANCE COMPONENTS NA @
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Crarmng” 1_Maniguighonnand eje
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Work® 1

PayLesure” 1_Vgrot body oesiton dyring play eisury
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Ounn, W. & Campbefi, P. (1968).

"When acquinng new skills, use th leaming: siill acquisiton Section of this gnd.
NA—No problems are identified in therapy svaluation.
0—Although a problem has been identified Brough evaludtion, it is r.at presently merfering with program outcome(s). Needs may
be mat by seif, parents, or professionals in othes programs or agencies.
—The problem influences successiul program ovicome(s). smpie insiructional o/ snvironmenial changes are likely to resu't in

performance.
2—The problem interferes with specific program outcome(s): specific strategies are necessary to enable functional performance.

3— The problem prevents successtul program outcoma(s). muttifaceted sirategies are necessary to reach functional performance.

Figure 6-3.
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FUNCTIONAL SKILLS ASSESSMENT GRID

for Occupational and Physical Therapy Setvices
PROGRAM QUTCOME PERFORMANCE COMPONENTS NA 0 i 2 COMMENTS
Oral molar movements X
Comenunication access
Manipulation hand use
Ngmt body pos. during commenication
Atending s'ills
Percepiual skis
Use of assistive and adaptive devices
Oral mator movements X
Mgmt of body position dunng ADL
Mvmt w0 dally Bving environment
Attending skits
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the overail purpose and focus of service provision. Services may be provided
to prevent-the development of future and/or ‘secondary disabilities, remediate
identified deficiencies, or compensate for deficiencies that cannot be ad-
dressed adequately through remedial intervention. The second issue concerns
the model of service provnsnon that will be used to address child needs, in-
cludmg direct service, monitoring, and consultation models. The third issue
involves decisions about the locations in which services will be provided. Each
of these issues are interrelated in that decisions made about one aspect of
service provision impact on other aspects. For example, a compensatory ap-
proach is the most likely service provision option to facilitate access of a teen-
ager with severe disabilities to a work program. These particular services are
best provided through consultation at the work site. By observing the teen-
ager's performance in the work environment, the therapist is mcre likely to

~design appropriate compensatory strategies that can be taught to job site

personnel to facilitate the teenager's performance of the work task.

Determining the Focus of Occupational Therapy Services

Pediatric therapists collaborate with family and professional team members
to determine the overall focus of services, and to select the focus that will be
most effective for a child. Therapists .nay choose a remedial, compensatory,
or prevention-intervention focus (Campbell, 1989; Campbell, in press; Dunn,
Campbell, Oetter, Hall, Berger, & Strickland, 1989). A prevention-interven-
tion focus is used when services are designed to prevent or alleviate the effects
of biological or environmeatal factors on the developmental process. This
approach recognizes the interdependency of th« various areas of development
on each other and on the integrity of the sysiem as a functional unit. For
example, early intervention team members decided to use a prevention-in-
tervention approach with a 10-month-old with extremely low tone, that re-
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sulted in poor antigra\ ity control of the head and trunk. In order to prevent

delayed cognitive development, adaptive seating equipment was designed to

hold the infant’s head and trunk up against gravity so that the arms could be
. used to manipulate objects.

A remedially focused approach is implemented when the purpose of in-
tervention is to improve functional abilities in areas of dysfunction. If the
early intervention team had selected a remedial, rather than a prevention-
intervention, approach for the 10-month-old described above, emphasis would
have been placed totally on improving the infant’s head and trunk control,
without specific regard for the impact of delays in postural control on other
areas of functioning. Use of a remedial approach assumes that the targeted
weakness or area of concern may be made “normal” through intervention. A
therapist who uses a range-of-motion intervention to lengthen shortened mus-
cles has selected a remedial approach for intervention.

A compensatory focus is chosen when the problem area cannot be substan-
tially changed, regardless of the intervention strategies that are used. Com-
pensatory approachcs minimize the effect of the disabling condition, to allow

‘a child to participate in other life experiences that may otherwise not be
' possible. Assistive and adaptive devices are frequently used to compensate for
physical inabilities that are unlikely to be fully remediated through existing
therapeutic strategies. A compensatory focus may be used by itself or as a
i means of preventing the development of secondary problems. A child, for
: example, may be provided with adaptive eating devices to become independent
'in self-feeding, despite the existence of inabilit) to perform performance
, component skills, such as graspmg or pronauon/supmauon
‘ Detcrmmmg when prevention-intervention, remedial, or compensatory fo-
"cuses are in the best interests of the child may be difficult to judge. Prevention-
intervention or promotion approaches are used most’often in early interven-
tion, where remedial and compensatory approaches are more often used as
the basis for service provision for school-age students. Table 6-2 provides a

TABLE 6-2. Service Provision Approaches
Variabie Remedial Compensatory Prevention
Intervention
Does student function within yes no no
chronological age zone? (CA+/~-9 mo) (CA > age zcne) (CA < age zone)
How essential is the skil essential snhancing essential
component for functional  (e.g., reaching) (e.9.. walking) (@.g., manipulation)
oulcomes?
How necessary is the out- . broadens life function  critical to life function  critical
come for overall life func- (e.g.. playing) (e.g.. aating) {e.g., communicalion)
tion? :
Al what levels do the identi- intermittently or par- greatly greatly
fied problems interfere tialiy inlerfare (blindness) {projected)
with performance (low muscle tone)

iMv)
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TABLE 6-3. Combined Use of Service Provision Models and Approaches
Direct Monitoe Consuit
Remedial improve head control for Supervise all adults to  Provide strategies to
looking. faciiitate tone for incorporate necessary
reaching. input during play.
Compensatory  Fabricate a splint to Supervise feeding Cut seatwork pages in
nable grasp. . program which half so child can be
minimizes tine succeastul in
required to eat 20 completing task.
studemt car socislize
with peers,
Prevention Facilitate upright Supervise parent in use Teach parent a range of
intervention postures during of oral taciiltation motion program to
infancy to prevent tachniques when prevent deformities.
delays in standing and  feeding the baby, to
walking. prevent difficuities in
#p closure during
esting and tatking.

framework for decisions concerning the use of remedial or compensatory
approaches. Teamm members (or an individual therapist) ask four basic ques-
tions, and formulate an interventioa plan that is based upon the configuration-
of the answers. Intervention focuses of prevention-intervention, remediation,
and compensation may be used with all direct, monitoring, and consultation
models of service provision. Table 6-3 provides examples of the interaction
“between these approaches to intervention and models of service provision.

Resource allocation is also a factor in this decision, but falls along a separate
continuum. Both remedial and compensatory approaches may be inexpensive
or costly in terms of use of resources, such as professional time and effort or
finances. A compensatory focus, which requires the purchase of expensive
equipment and takes extensive professional time to set up, is costly initially,
but may be less expensive in the long run if the equipment allows greater
independence, or prevents development of secondary physical problems such
as contractures or orthopedic deformities. A remedial approach that facilitates
independent reaching and hand-to-mouth patterns decreases the need for
one-on-one attention during mealtime iand conserves professional resources.
Creative ways to identify and allocate resources are required to ensure that
each child’s needs are addressed effectively.

Providing Occupational Therapy Services

The ways in which services are best provided for infants and toddlers,
preschoolers, and school-age students with disabilities have been debated over
the past ten years, the titne period during which provision of pediatric therapy
services has shifted from clinical to public school and early intervention settings
(e.g., Campbell, 1987a; Campbell, 1987b; Dunn, 1989a; Dunn, 1989b; Lyon
& Lyon, 1980; Sternat, Messina, Nietupski, Lyon, & Brown, 1977). Team-
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based service provision has been of greater interest than have the mechanisms
of providing services by individual professionals or team members. Various
types of team structures have been debated and defined in terms of their
major features. Of primary concern has been the extent to which therapy
services are provided in isolation from the comprehensive program of edu-
cation and related services being provided for a child, or in physical isolation
from a child's natural life environment (Campbell, 1987a; Dunn, 1990).

Isolated Versus Integrated Service Provision

Isolated therapy services have been characterized as an approach where a
therapist identifies specific child needs and designs an individualized inter-
vention plan to address those needs. Intervention is implemented by removing
the child from the natural life environment to a separate environment, such
as a therapy room, and providing individualized one-on-one or small group
services. Three underlying assumptions of an isolated service provision model
are that: a) skills observed in an isolated therapy environment will occur in
the child's other life settings; b) intermittent intervention (e.g., once or twice
a week) will have a significant effect on skill acquisition and performance;
and ¢) children with disabilities acquire developmental skills in the same se-
quence, and in the same patterns, as children without handicaps (Sternat, et
al., 1977). . ’

Many factors have prolonged the use of isolated therapy models. First of
all, programs for children with special needs too often are located in isolated
buildings or agencies that are separate from programs for typical children.
Second, programming provided in isolated and segregated settings often is
based on a remedially focused approach, where services are designed to fa-
cilitate acquisition of developmental milestone skills, even when thesc skills
are not functional for the<ndividual child or applicable to life independence

" as a child grows older. In this model the extent to which an individual child
will have access to normal life environments is determined by professionals
by examining developmental milestone acquisition (Baumgart, Brown, Pum-
pian, Nisbet, Ford, Sweet, Messina, & Schroeder, 1982).

More recent approaches to programming for children with disabilities dem-
onstrate thai assumptions concerning isolated and remedially-based program-
ming are unfounded. Rather, as therapists approach the final decade of the
20th century, a more proactive position regarding isolated therapy approaches
is necessary. Isolated approaches to intervention, such as use of a directservice
provision model in a separated setting, may be necessary to address the needs
of a limited number of children. Use of this service model requires justification
by explaining why the isolated setting is necessary for the therapeutic outcome.
This proactive position enables children to profit from the expertise of oc-
cupational therapy throughout their fiving, learning, and working day (i.c.,
the therapist functions within these settings), thus increasing the potential
impact of occupational therapy on children’s lives.

Taylor (1988) suggests that effective intervention decisions will be based on

P
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the demands of the individual’s life settings. He reminds us of the constant
and ongoing evolution of ideas in the human service professions:

«. .. concepts and principles can help us get from one place to another. to move closer to a
vision of society based on enduring human values like freedom, community, equality, dignity,
and autonomy. Yet they must be viewed in historical context. The concepts that guide us
today can mislead us tomorrow . .. [When one concept] is achieved we must be prepared
to find new ideas and principles to guide us through the chailenges and dilemmas we will

undoubtedly face ... (p. 31).

The American Occupational Therapy Association has defined models of
service provision for the school-based therapy and early intervention (AOTA,
1987, 1989; Dunn et al, 1989). A continuum model of service provision is
outlined which allows therapists to design a comprehensive set of services for
all children in various types of settings. The continuum includes direct service,
monitoring, and consultation service provision models.

Direct Therapy
Direct therapy refers to those intervention activities that are individually

designed, and are carried out by the therapist and one child, or the therapist
and a small group of children. The focus of direct therapy is to meet children’s
individualized needs through very specialized therapeutic strategies. A key
factor in choosing direct therapy as the intervention model of choice, is to

. identify procedures that cannot be safely carried out by other personnel within
the child's natural environment. Neurobiologically-based treatment paradigms
most commonly fall into this category. For example, many sensory integration
and neurodevelopmental treatment strategies can only safely be carried out
under the on-site supervision of a therapist. Those theoretical frameworks
require constant and ongoing monitoring of the autonomic nervous system
mechanisms, the sensory processing mechanisms, and the postural and motor
output systems. A therapist with an extensive hackground in the neurobio-
logical systems is able to monitor changes that occur within these systems, and
alter the treatment intervention very quickly to accommodate for changes that
occur.

Direct therapy may occur within natural environments; it s still considered
an isolated form of intervention if strategies are not incorporated into routines.
For example, many of the postural weight shifts that occur as part of the
normal sequences of neurodevelopmental treatment, may be easily incorpo-
rated into a young child’s classroom routine. The proactive position for the
future is that direct therapy integrated into a child’s natural environment is
more appropriate than isolated service provision. Isolated direct therapy is
chosen only when the therapeutic task interferes with a child's natural life
environment. For example, a therapist would interfere with a junior high
student's socialization if s’he provided 2 neurodevelopmental treatment activ-
ity during the physical education class. In this case, if neurodevelopmental
treatment was essential, providing consultation regarding age-appropriate ad-

. aptations in PE class, and conducting NDT activities in a more private envi-

ERIC L
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ronment, would be more responsive to the student’s age-appropriate needs.
Therapists must consider creative ways to incorporate the theoretical frame-
works of occupational therapy into daily life tasks as much as possible, even
when a direct intervention approach is appropriate. Incorporating the ex-
pertise of the occupational therapist into daily routines increases the oppor-
tunities for a child to practice the task and therefore acquire the functional

kil

| Monitoring '

Monitoring is the second service provision category. The importance of
occupational therapy expertise for the natural life environments of the in-
dividual is addressed through monitoring. The importance of consistency in
the implementation of strategies across all environments is also recognized
through monitoring. Use of monitoring for service provision requires that
the therapist conduct 2n assessment to identify the strengths and needs of the
individual child. The therapist designs an intervention plan to meet individual
needs and remains responsible for the outcome of the plan. Another person

* within the child’s natural environment is trained by the therapist to carry out

the plan, so that ‘procedures will be implemented on a consistent basis and

" therefore have greater chance for generalization. The therapist remains in

regular contact with the person who carries out the monitored program, so
that necessary alterationis in the program can be implemented in a timely
manner. Three criteria are met in order to successfully choose a monitoring

service provision model (AOTA, 1987, 1989). First, the health and safety of

the child must be protected when the plan and procedures are carried out by
the trained individual. Second, the implementor must be able to demonstrate
the procedures without error and without cues from the therapist. Third, the
implementor must be able to name the precautions, or the signs of risk or
failure within the procedure, without cues from the therapist. Clearly the
second and third criteria are measures to meet the first criterion of protecting
the health and safety of the child. A monitoring program should not be given
to an individual for regular implementation, if the therapist cannot ensure
that these criteria are met. Failure to meet these criteria would put the child
at risk and therefore put the therapist in a position of defending a program
that is not being carried out in the designed manner. Ongoing contact between
the therapist and the implementor is essential to ensure that high quality
program implementation is assured and that adaptations are made in a timely
manner. .

Monitoring is a viable service provision alternative in many situations.
Parents incorporate monitored programs within daily life routines such as
bathing, diaper-changing, eating. and dressing. Teachers and teacher-aides
provide monitored programs within the daily school routine in areas such as
positioning and handling, eating. functional mobility and functional com-
munication. Supervisors in a work environment provide monitored programs
which adapt tasks to facilitate the worker’s timely task completion. Monitored

MV)
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programs provide a means for occupational therapists to address the best fit
between the individual’s skills and needs, and demands of the environment,
by providing more opportunities for generalization and practice than would
be possible through a direct service model.

Consultation
Consultation is the third form of service provision and one which differs

from direct therapy and monitoring in one significant way: the therapist is
using his o her expertise to enable another person to address issues and
outcomes identified by that person. The therapist is not directly responsible
for the outcomes of the individual in the consultation model. Rather, the
consultee is responsible for the outcomes with the individual child, but the
therapist is responsible for the collaborative efforts with the adult who is
carrying out the program. Three types of consultation are important in pe-
diatric therapy: a) case consultation, an approach that focuses on the needs
of individuals; b) colleague consultation where the needs of peers within a
service environment are targeted; and c) system consultation which focuses
on improxements of the system withia which services are provided. In case
consultation, the therapist and teacher might meet to discuss the ways in which
the teacher might facilitate greater participation of a particular student in the
reading group. A therapist collaborates with the teacher to design methods
for the teacher to effectively calm the children down after recess in colleague
consultation. Participation in a system-wide curriculum committee, or serving
as a speaker in a pre-school Parents’ Information Night, are examples of
system consultation, where the objective is to improve how the system works
so that all children will benefit.

A collaborative siyle of consultation acknowledges the specialized expertise
of both the consultant and the consultee (Idol, Paolucci— Whitcomb & Nevin,
1987). For example, in a school situation, the occupational therapist and the
classroom teacher each contribute specialized expertise from their own profes-
sions to work together to solve specific problems. When professionals collab-
orate, they share respausibility for identifying the problem, creating possible
solutions, trying the sclutions, and then altering th.em as necessary for greater
effectiveness. The unique skills of the occupational therapist lend themselves
very nicely to a collaborative style of consultation. Occupational therapists
have backgrounds in behavior across the life span of individuals and under-
stand the context of performance. These skills are easily translated into col-
laborative consultation. Dunn (in press) found that a collaborative consultation
approach with preschoolers yielded an equivalent number of achieved IEP
goals (approximately 70%). However, teachers who participated in a collab-
orative consultation reported that the therapists contributed to goal attainment
in 24% more instances than teachers whose children received isolated direct
services. Other professionals have different focuses that contribute to the
collaborative relationship in different-ways. Classroom teachers, for example,
focus on the products of learning such as written work, verbal responses,
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staying on task to complete assignments, and attaining outcome competencies

in subject areas.

Selecting the Service Provision Model
The range of service provision choices available to occupational therapists
are outlined on Figure 6-5. The chart matches the severity rating from the

: Functional Skills Assessment Grid (Figure 6-3) with a range of intervention
' models that include direct treatment, monitoring, and consultation. Defini-

tions and examples for each of the intervention models are provided in Table
6-4. Consultation involves use of several strategies, including adaptations to
the child’s environment, and teaching adults, such as teachers or family mem-
bers, to implement intervention methods within daily life routines. Therapists
monitor implementation of strategies that require ongoing supervision as they
are carried out by others. Direct service is provided when therapists administer
intervention strategies themselves. Many of the problems demonstrated by
children are addressed ideally through use of several service provision models.

More than one type of service provision is preferable, because the chances

for generalization of learning to many environments are increased.

Selecting the Location for Services

The loc-tion where services are provided is determined by a therapist on

the basis of individual child needs. Services may be provided, in the community
_ata job training site, in classrooms, or in homes. Consultation and monitoring

are more likely to be provided in homes, classrooms, or other similar locations,

_because the purpose of these service provision models is to improve a child’s

ability to function in natural erivironments. Direct services are designed also
to improve functional skills and may be provided in natural environments

" such as homes and community work sites. More often direct services are

provided separately from the natural environments of the child, due to the

. types of intervention techniques that are being used. The natural envircn-

ments where the outcomes desired for a child are actually going to be used,
are the preferred locations for services. For this reason, provision of direct

services is always paired with consultation or monitoring to ensure use of
" newly learned skills in natural environmerits.

Integrating Occupational Therapy With Other Disciplines

Direct, monitoring, and consultation models of service provision are im-
plemented within a team structure. The primary team structure used within
schools and early intervention programs is one of integrated services (e.g.,
Campbell, 1937a; Campbell, 1937b; Dunn, 1989: Dunn, 1990 Rainforth &
York, 1986; Giangreco, 1986a, Giangreco, 1936b). Integration is a term that
is used widely to describe service systems for individuals with disaidities.
Figure 6-6 diagrams a model of comprehensive integration that differentiates
among three distinct types of integration (Dunn, 1990). Many children with

Ii4



SEVERITY OF PROBLEMS

inlerview and observalion, the erapist will creats a hypothasis about how the problem is interlering wilth program
cuicomes and will delermine an assesament plan 10 confiem, thie hypothesis.

in collaboration with the isam, the therapist will delermine which level of interlerence is created by the problem(s). i
documenied svidence is available that the individual’s behavior ls currently inledering with his/her ability 0 benelit lrom
intervention, mm:mmw:mMMmdamamplm

Paramsatier definition

No iniery.”

Maks
feCOmmean-

Consuliation

Oirect
Service

Adapt lask

dations”

Monilor

se therapisl
matls posiure ISW'U "

mviron.* mvmt.* strategies®

NA No problems are identified in therapy eval-
uation, X
0 Although a problem has been identitied
through evaluation, i is nol pressnily in-
teriering with the program oulcomaes,
Needs may be mei by sell, parents, or
prolessionals in other programs of
agencies.

1 The problem influences successiul pro-
gram oulcomes; simple instructional of ,
environmental changes are likely o re- '
sult in functionai performance. X X X X
2 The problem inlarferes with specilic pio-
gram oulcomes; specific siralegles are

necessary (0 enable functional perform-
ance. _ X
3 The problem prevenis successiul program
oulcomaes; mulli-laceled stralegies are
necessary 10 reach funclional periorm-
ance. X

* See Table 6-4 for definilions and examples.
** This level of service is

1. Only proviced in conjunclion with other levels of service (e.g., adaplalion, supervision).

2. Only chosen ¥ ONLY the therapist can provide the intervention salely.

3. Provided as part of the lile environment unless tha intervention inlerferes with age appropriate lasks.

Figure 6-5.
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TABLE 6-4. Definitions and Exampiles of Severity of i’1chiems Categories

interventions

Definkions

Examples

Consuitation

Monitor

Direct Service

No intervention

Make Recommendations

Adapt task materials or
environmeit

Adapt posture/movement

- Teach Adult

Supervise Adult

Use Therapist Administered
Stralegies

Thera s not a need for therapy
intarvention,

The problem(s) wilich has been
identified by the therapisi is/are
not related (o targeled lile task
periormance. The therapist maxes
appropriate recommendations to
parents or other professional to
enable tham to take care of the
problem.

The therapist alters matetials and
objecta in the environment to
accommodate the individual's
needs.

The therapist designs atternate
strategies to taciiitate good
position and movement paiierns.

The therapist shows another
individual how to handle a
situation. Ongoing contact may not
be necessary,

The therapist monitors a program
designed by the therapist but
carried out by another individual,
There I8 ongoing contact.

The therapist provides direct service.

Provide parent with information
regarding communiiy resources
for racreational opportunitiss.

The therapist gets the handouts
made with larger print for the
individual,

The therapist constructs a wall
fitting seat for the Iindividual.

The therapisi shows the teacher
how to position s chiid on the
sidelyer.

The therapist supervises the
child’'s {eeding program.

The therapist provides
intervention using
neurodeveiopmenis! & sensory
integrative techniques.

-
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; ical individuals
! typlca e | | with
. individuais special needs

v PEER INTEGRATION

COMPREHENSIVE
INTEGRATION

MODEL OF THE CUMPONENTS OF COMPREHENSIVE INTEGRATION

Dunn, W. (1990). Iniegrated related services. in L. Meyer, C. A. Peck, & L. Brown (Eds.), Cnti-
cal issues in the lives of people with severe disabilities. Baltimore: Paul H. Brookes. Reprinted
with permission.

Figure 6-8.

disabilities attend school and community programs that include children who
are not disabled. Infants and preschonlers may attend day care programs or
be enrolled in community preschool programs. Older children may participate
in community sports activities. Young adnlts may work in community-based
competitive jobs while living in supervised apartments. These situations, char-
acterized by their inclusion of individuals without disabilities, are described
as peer integration. :

The term integration also describes the use of therapeutic expertise to
address children’s needs within natural life environments. Therapists adapt
tasks, materials, environments, or the posture and movement patterns of an
individual, to achieve functional integration. Therapeutic objectives and strat-
egies that enable children to achieve outcomes that are identified by all tearn
members are examples of functional integration. In contrast, functional in-
tegration has not been achieved when therapy objectives are separate and
isolated from the overall purpose of a child’s program of early intervention
or special education and related services.
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A third use of the term integration relates to the combined use of inter-
vention strategies that typically are associated with education and therapeutic
practices. A therapist, teacher, and speech patholog's: who design a switch
activation task for a child, where switch clasure results in different responses
to teacher requests, have collaborated in practice integration. In this instance,
the inter ~ntion strategies selected combine the expertise of morc than one
team member, rather than reflect th: perspective of one discipline in isolatior.

Optimai services for children with disabilities include all three compon=nts
of comprehensive integration: a) peer integration; b) functional iutegration;
and ¢) practice integration. However, any one or two types of integration can
be present in a particular situation. The arrows marked “A,” “B,” & “C” on
Figure 6—6 indicates the combinations of two types of integration. Arrow “A”
represents peer and fuctional integration, or situations in which the child
participates with typical peers and the therapist creates adaptations within that
environment. Arrow “B” represents the combination of peer and practice
integration, or the therapist and teacher collaborating tc create a plan for a
regular education classroom. Arrow “C” represents the combination of func-
tional and practice integration; this occurs when therapists work within self
contained special education classrooms.

The types and amounts of integration that occur for children with whom

a therapist interacts, are a critical factor in determining where therapy services

will be provided. Underlying an integrated therapy approach io service pro-
vision are assumptions that therapeutic assessment and intervention are most

- useful when undertaken within natural life environments. Further, the great-

est number of opportunities for generalization of functional skills o<cur when
services are provided in natural life environments. Occupational therapists

identify those performance components that are interfering with natural life_

outcomes by focusing on the performance outcomes of learning, work, play/
leisure, commuaication, socialization, and activiti»s of daily living.

Planning Intervention

Planned interventions are more likely to lead tc attainment of the desired
outcomes esiablished for children, than are interventions that are provided
without accommodation for individual children’s strengths and needs.
Thoughtful i.terventions result from a planning process used by therapists
to determine parameters of service provision. A format designed to guide the
process of planning for occupational therapy intervention is outlined on Fig-
ure 6-7. Therapists account for all aspects of planning by completing infor-
mation on the form in collaboraticn with other team members or, in some
instances, without input from other team members. The writien form, i turn,
documents the decisions made during the planning process.

All occupational therapy interventions provided for chlldren are designed

. to enhance attainment of desired outcomes stated on a formal planning doc-

ument, such as the IEP or IFSP. Therapists establish separate objectives for
occupational therapy services, including those implemented through direct

ra
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INTERVENTION PLAN

Ch.d's name: Date:
' B thdate.
Agency nar.ia: Crion. Age: yrs. mo.
Outcome Sia‘eme: - —
Ouitome Cate jory: ——— Learring Work
——— PlaylLeisure Communication
Sociafization —_—. ADL
Performance Components:
ENABLING COMPONTINTS: CONCERNS:

———

Sarvice Provision Models:

Direct® ————- Monitoring e COnsultation

— Supervise adult . teach adult

C ——— adapt posture‘mvmt
——— Adapt task'matls

*provided in conjunction with one or more other servics models
DRECT na

Target Objective:

prevent-intery.

Intervention Approach: . remed, . compens.

Describe:

Location of Services:

Intervention Proce jures:

Method for Documentation of Performarn ve:

behavior to be ohserved:

natural environment for observation:

measureinent data to be collected:

critarion for successtul performance: .

—~ MONITORING na
Target Objective.
Intervention Approach: rerned, compens. prevent-interv.
Describe:
Location of Services:

Intervention Procedures:

Figure 5—7.

115

roy -



STER PAGE
PROOFS

” Designing Pediatric Service Provision 235

implementor: ... teacher ______ family aide other:
Training arid Verification Stroiegies:

weekiy bimonthly _____ monthly

Prposed Meeting Schedule:
Location of meeting:
Method for Documentation of Performance:
behavior {0 be observed: .
n&tural enviionment for observation:
measurement'dats to be coflected:
critedon for successhul parformance: —

— ——— CONSULTATION n.a.

Area of Concemn; -

identited by: : - role: .
Sratement of Area 1. bs Addressed: -
Location v Services: —

Strategies:

weakly bimonimly .. monthiy

Proposed Meeting Schedule
Location of mesting:

. Method for Documettation of Performance:

behavior to be oliserved:
natural environment for observation: -
measurement/data to be collected:
criterion for successful performance:

. Figure 87. Continued.

service, monitoring, or consultation. This target objective defines the specific
purpose and emphas’s of therapy service provision by defining an cbjective
that is related directly to achievement of the overall outcome. A therapist
designed 1 consultation intervention program to facilitate a child’s ability o
play independently, an outcome that was identified by the child's parent and
by team members as a whole. The occupational therapy target objective re-
quired the child to use reach and touch skills to manipulate large toys that
had been moditied to facilitzte the child's ability to interact with objects in-
dependen:ly. Team members established an outcome for a seven-year-old
student to communicate with others in his school environment. The occu-
pational therapist provided dirrct therapy twice weekly within the child’s class-
room, with the objective of improving the efficiency of reach and pointing
skills Jor access, and use of a dirzct selection communication device. In ad-
dition, the therapist also developed a monitoring program where the speech
pathologist and teacher used specitic facilitation and inhibition procedures
whenever the child communicated, using the device with the objective of
improving efficiency of reach and pointing skills.

intervention planning provides a means for description and documen-
tation of: a) performance components, including those that enable perform-

P
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ance and those that are of concern; b) service provision models that will be
used: and c) specific intervention prucedures within each of the service pro-

vision models selected for use.

Enabling Components and Concerns

The positive and negative impacts of sensorimotor performance compo-
nents on the stated outcome are transferred from the Functional Skills As-
sessment Grid (see Figure 6-3) and hecoine the basis for intervention rhat will
use a child's enabling performance components to address areas of concern.
F nabling components are those performarice components that have been rated
on the Functional Skills Assessment Grid as "NA," no problems are identified
in therapy assessment. Scores of “1."“2,” and “3" indicate performance com-

nents ihai arc influenaing, interfering, or preventing performance of a
specific component, and are listed as areas of concern that will be addressed
through intervention. The ways in which both enabling components and con-
cerns are accommodated within a specific intervention program derives di-
rectly from the overall intervention approach selected for use. Enabling per-
formance components become 4 means 0 bypass areas of concern when a
compensatory approach is selected. These same enabling components provide
a vehicle by which concerns are addressed directly when remedially focused
interventon is provided. For example, a therapist identified all performance
components under the outcome area of ‘socialization as “NA,"” with the ex-
ception of attending skills which was rzated as “3.” The therapist used the
child's existing performance componcnts as a means to enable and develop
attending skills during social activities.

' Service Provision Models and Intervention Strategies

The plan for the raodel of service provision is stated for each outcome that
will be addressed through occupational therapy services. The forma: allows
a therapist to indicate both the service provision model and the strategies that
are planned for use.

The specific or target objective addressed by each model of service provision
selected for use is indicated on the Intervention Plan. Descriptions of the
service provision approach, and the locaticn where services will be provided,
are also stated. A brief description of the intervention procedures to be used,
and statements of the methods for documenting performance complete the

plan.

Altering the Intervention Plan
Many of the parameters that are included on the Intervention Plan are also
contained in legal pianning documents such as the 1EP or IFSP. Both of these
documents require statements of the services that will be provided, their fre-
quency, and duration. Legal requirements in particular states establish other
arameters of the service provision process that also must be included on
official planning documents. Any chianges made in the Intervention Plan that

)
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are also included on legai do-uments, may only be made under the conditions
established for changing [EPs, 1£SPs, or other types of plans. Federal and
most state legal requirements concerning plans of these types require formal
review mechanisms, including conferences with parents and school adm:inis-
trators, before changes may be made in the types of eacly intervention or
related services being provided, the frequency at which those services occur,
and their duraiicn. Families of cnildren with discbilities areé key members of
programming teams. Changes in the service provision model(s) being used,
frequency of contact between ihe therapist and child, duration of service, or
termination from services, are first discusses. with the child’s family. No changes
are made in occupational therapy Intervention Plans, or more formal docu-
ments, without first providing families with an explanation and raticnale for
proposed changes, so that parents have the opportunity to contribute to these
decisions and they can be shared with protessional team members.

Some parameters of intervention planning may be changed by therapists,
and documentad in progress notes or other records that are kept as an ongoing
record of services being provided. The intervention procedures that a ther-
apist plans to use io enable a child to achieve a target objective may be changed

- on the basis of nbjective clinical judgement or documentation data. A therapist,
- for example, p.arined to use jaw control procedures to facilitate coordinated

mouth opening and closing during eating, with a child with low tone in the

oral musculature and difficulty closiag the mouth. Clinical observation indi--

cated that the child did not tclerate jaw control and attempted consistently to
remove the therapist's hand. Intervention procedures were changed so that
a program of touch pressure stimulation was provided before eating, in order
to allow the child to accommodate eventually to the touch pressure stimuli
provided through jaw contro!.

Use of the Intervention Plan . .

Occupationz! therapy Intervention Plans are outlired in Figures 6-8 and 6-
9 to illustrate the outcome of the intervention planning process for two chil-
dren. Figure 6-8 outiines the plan developed for Jared, an eight-year-old child
with slightly diminished muscle tone, poor balance and postural control, and
fine motor difficulties, who was originally labeled as developmentally deiayed

~atthe age of three years. Jared is enrolled in a regular education second grade

class. His teacher referred him to the school district’s diagnostic team due to
concerns about his difficulties in completing legible seatwork. The team de-

" cided that Jared's areas of concern were best addressed by itinerant special

education and occupational therapy services. The occupational therapist planned
services that utilized monitoring of the special educator and physical educator
and consultation with the classroom teacher.

Figure 6-9 illustrates the plan developed for Rebecca, a 14-month-old with
Down syndrome, whose mother identified an outcome of desiring Rebecca to
eat independently. The infant edurator requested assistance from the pro-
gram’s occupational therapist who, in turn, determined that direct services

(Mv]

06-19-90 10-04-35

JS1 101 1153844



.4

intervention Approach: . remed. . compens.

238 Pediatric Occupational Therapy

INTERVENTION PLAN
Chuld's name: Jared Date: Jan. 25, 1989
Agency name: Washingtcn School Birthdate: Sept. 14, 1980

Chron.Age: __ 8 yrs.__4 _mo.
Outcome Statement: Jared will complete his seatwork legibly

Outcome Category: xx__ Lsaming ——— Work
—e Play Loisure e COMIMUNiCation
Socialization ADL
Performance Components:
ENABLING COMPONENTS: CONCERNS:
perceptual skilla manipulationhand use
cognitive abilities mgmt. of body position
attending skills -
Service Provision Models:
‘ Direct* xx__ Monitoring xx__ Consultation
! . xx _ supsivise adult xx__ teach adult
; . s xx__ adapt posture/mvrmt
! xx__ adapt task/matis

~ "provided in conjunction with one o mora other service models
DIRECT XX __na.

’ Target Objective:

prevent-interv.
Describe;

Location of Services:
Intervention Procedures:

Method for Documentation of Performance:

Behavior to be observed:

. Natural environment for observation:

. Measurement/data to be collected:

i Criterion for successtul performance:
| __xx_MONITORING na _

Target Objective: (2) Jared will remain in his chair throughout the saatworlmriod. (b) Jared

| . will_ complete 8 workbook page legibly
Intervention Approach: __xx  remed. compens. prevent-interv,

Describe: (a) experiences to increase balance and postural control; (b) activities to
improve hand use

- Location of Services: (a) gym _ (b) special education classroom
"Intervention Procedures: (a) movement e-ploration; experimentation with body movement.

Figure 6-8.

I,
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(b) manipulation tasks

Implementor: __ xx _teacher . _.family aide other:
{a) physical educator; (b) special educator ,

Training and Verification Strategies: teachers will demonstrate techniques to therapist;

therapist and teacher will record data on same activities and compare resiits

Proposed Meeting Schedule: weekly _ xx  bimonthly _____ monthly

Location of meeting: (a) gqym ___ (b) special education classroom

Method for Documentation of Performance: {postural control; hand use)*

*‘Note: Measurement addresses classroom performance because this is the desired outcome
from the interventions that will be provided in special education & PE).
+ Bahavior o ba obseived: sitting &b desk and woiking during seaiwork period
Natural environment for observation: _reqular classroom
Measurement data to be collected: time spent without hanqing on chair back or lying
on Gesktop; amt. of work '
Critorion for successful performance: remains in chair 30 min. and completes at least

two pages of work
Behavior to be observed: work completed during seatwork period .
Natural envircinment for observation: reqular classroom

| Measurement'data‘to be cofiacted: completed sestwork pages

Criterion for successful performance. 90% legibility according to criteria collaboratively

. set by therapist and teachers
! xx CONSULTATION

iAroa of Concern: Learning
. Identified by: _Abigale Jennings role: classrm. tchr.

' Statement of Area to be Addressed: _Jared's abillty to tomplete seatwork in a legible
manner

Location of Services: _reqular classroom -
Strategies: _adapt pencil, adapt chair, find aiternate body positions, aliow taging of harder

na.

work, provide more space to write
Proposed Mesting Schedule: weekly _ xx bimonthly monthly

Location of meeting: Washington School Conference Room

- Method for Documentation of Performance:

i Behavior to be observed: completion of legible seatwork
Natural environment for observation: _requiar classroom
Measurementdata to be collected. _seatwork pages that have been completed within a
thirty minute seatwork period
Criterion for successful performance: completion of two pages of seatwork with 30%
legibility in a 30 minute seatwork period. {legibility criterion set by teacher and
therapist)

! Figure §-8. Continued.

PO
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INTERVENTION PLAN

_Child's name: Rebecca Date: _March 24, 1989
' ' Birthdate: _Jan. 11, 1388

Agency name: _Nidstate Reglonal Ctr. Chron. Age: 1 _yrs. 2 mo.
Outcome Staternent: Rebecca will eat independently

Outcome Category: xX__ Leaming Work
- — . Playleisure Communication
e Socialization XX __ ADL

Performance Componans:
ENABLING COMPONENTS: CONCERNS:
m n utensil use
_mvmis. for eating oral motor movements

_perceptual gkills
_likes textures of foods
Service Provision Modeis:
XX __ Direct® — e Monitoring XX __ Consultation
- ' Supervise adult XX__ teach adult
—— adapt posture’'mvmt
.. adapt task/matis

‘ . adapt environ
‘pnwidodinconimcﬁonm”ormoﬂmsofvicamodels

_XX__ DIRECT ——- Nt ) . -
Target Objective: _Rebeccs will eat a meal indegendently

" Intervention Aproach: XX remed. — compens. prevent-interv.

Describe: ) & ks. provide support for development

of eating skills, yse enabling gkills
Location of Services: _the Velcoper home
intervention Procedures: pre vide oral motor facliitation; provide verbal and physical cues
for A ipulat oral motor skills into other
piay sctivities :
Method for Documentation of Performancs:

behavior to be observed: 0 c aitime

natural environment for observation: R ome
measurement/data 1o be coflected: _smount of ligyid drunk from straw; numberof

spoonstul eaten
criterion for successful r,dm; a) drinking 4 ounces of liquid through a straw and
nsful of food

(b) ating 8 spoo by bringing the spoontul to her mouth and scraping the
f with her 0l
MONITORING XX __na
Target Objective:
intervention Approach: . remed. ... compens. prevent-interv.
Describe:
Location of Services: .
intervention Procedures:
“Implementor:’ teacher —— family aide other;
Figure 8-3..



MASTER PAGE
CRCOFS

———— T Designing Pediatric Service Provision 241

Training and Verification Strategies:

Proposed Meeting Schedule: weekly bimonthly monthly
Location of meeting:
Method for Documentation of Performance:

behavior to be observed.
natural & . vironment for observation:
measurement data to be collected:
criterion for successful performance:
XX__ CONS'..TATION na.
Area of Concern: _Activities ot Daily Living: Eating
Identified by: _Pat Velcoper role: _parent
‘Statement of Area to be Addressed: _Rebecca’s ability to eat by herselt
Location of Services: _the Veicoper home
Strategies: _teach mom about oral motor control, techniques for mouth and lip closure;
rovide techni to Im 3} use
Proposed Meeting Schedule: .. XX weekly bimonthly . monthly
Location of meeting: the Veicoper home .
‘Method for Documentation of Performance:
" behavior to be obsarved: _eating during meal or snack time
-zt 3’ -~ -3~ment for cbservation; Bebecca’s home _
. measurement/data to be collected: nt uld drunk from straw; number of ,
' spoonstul saten :
" criterion for successtul r«forrnanco: _(s) drinking & ounces of liquid through a straw and

. (b) eating 8 spoonstul of food by bringing the spoontul to her mouth and scraping the

food from the spoon with her lips.

Figura 6-9. Continued.

and consultation with the mother were needer to assist Rebecca in achieving
the desired outcome. She arranged to accompany the infant educator oncé
weckly on a visit to Rebecca’s home during lunchtime. The therapist provided
direct intervention during this time period and also reviewed Rebecca’s per-
formance and the strategies used at home with the mother.

Addressing Management Issues

Determination of Caseload
An important aspect of the service provision process is the determination
of an appropriate caseload. Too many children on a caseload interferes with
 effective service provision, because sufficient time is not available to give proper
attention to individual needs. Therapists establish caseloads that acknowledge
the variety of tasks that are required within the service provision process, and
provide a mechanism for interacting with significant individuals such as family
members, other team members, referral sources and administrators.
There are three task categories in the determination of caseload. The first
category is comprised of the non-service provision tasks. This includes activities
such as travel, lunch, and supervisory responsibilities. The time needed in this

[ BEST COPY AVAILABLE
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category is caiculated by adding the actual time spent in each of these tasks.
The second category is comprised of associated service provision tasks, such
as team meetings and assessments. These tasks contribute to the service pro-
vision process by providing time for interaction and data gathering. An exact
amount of time for these tasks is difficult to determine, due to variance from
week to week or by time of year (e.g., more assessments at the beginning or
end of the school year for school based therapists). An average amount of
time spent per week is estimated. The time spent in these two categories is
added and the total subtracted from the total time available in the work week.

(see Figure 6-10 for an example).

Total time available per week: 40 hours
— total of categories one and two: x hours
Time available for service provision: hours

The third category is comprised of actual service provision tasks. Service
provision includes both the time spent with the individual, and the time needed
to prepare for the intervention and document those interactions properly.
Documentation provides a written record of the actions taken and decisions
made on behalf of the individual. Chapter Eight provides an informative
discussion about effective documentation strategies. An 80/20 ratio between
time spent providing services, and time spent in related preparation and
documentation has been suggested (AOTA, 1987). Use of this ratio means
that for every four minutes of service provision, an additional one minute is
set aside for preparation and documentation. For example,

e . ... for 30 minutes of service provision, an additional 7.5 minutes are
needed for preparation and documentation, for a total of 37.5 minutes. This
translates to 0.625 of an hour (37.3 minutes’60 minutes = 00.625).

. ... . for a 60 minute service provision session, an additional 15 minutes
would be needed for preparation and documentation. This total of 75 minutes
wranslates into 1.25 hours. (73 minutes/60 minutes = 1.25).

The therapist uses decimals such as these to determine the number of slots

available for intervention:

hours available for service provision _ no. of intervention
decimal representing length of sessions slots available

If the therapist sees children for thirty minute sessions, but sees children twice
per week, then the total from the above calculation must be divided by 2 to
arrive at the number of individuals that can be served. If the therapist sees
children once a week for 60 minutes, then the total obtained from this division
represents both the number of s'ots available, and the number of individuals
who ca. receive intervention. When children are seen in groups, the total
amount of time for the group is divided among the members to keep calcu-
laticns consistent, and to accurately represent the amount of therapist time
that is dedicated solely to each individual. All these options are combined to
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SAMPLE CALCULATIONS
Service Provision Time
Mary works full time for a community-based agency. She travels two hours per week between

the early intervention program ard the independent living center. She spends 30 minutes per
dayatlunch.smspendsanaverageothreoanda;taﬂhoumperw«kin:eammeﬁngsand

" assessment tasks, although some times during the year are more concentrated on these t: sks

than others.
total time available per week: . 40 hours
total of Category One: —4.5 hours
travel = 2 hours
lunch = 2.5 hours
subtotal 35.5 hours
total of Category Two: —3.5 hours
team meetings
assessments
Time Available for Service Provision * 32.0 hours
Figure 8-10.

produce a more realistic schedule that is responsive to individual needs (e.g.,
some individually addressed in direct service, monitoring, or consultation;
some seen in groups; some sessions 30 minutes per week, and sume sessions
60 or 90 minutes per week). Figure 6-11 provides an example of service
provision calculations. '

A maximum caseload of 40 is recommended by AOTA (1987) for any
school-based therapist. However, this figure is too high if travel, supervision,

SAMPLE SERVICE PROVISION CALCULATIONS FOR MARY

(See Figure 6-10)
Time available for service provision = 32 hours
for 30 minute sessions for 60 minute sessions
(0.625) (1.25)
32 hrs/0.625 = 51 sessions 32 hrs/1.25 = 25 sessions
available available
per week® per week

* if each child participates in two sassions per week, 25 persons can be scheduled.

SAMPLE CALCULATIONS FOR SERVICES WHICH ARE PROVIDED IN GROUPS

20 hours available for service provision

60 minute sassions (1.25)

if there are two individuals per group, each individual would have half of the time dedicated to
her/fum, or 0.625 hour per person (0.625 + 0.625 = 1.25)

Therefore, although 20 hours/1.25 = 16 sessions, it one considers the number of individuals
who can be served, (20 hours0.625 = 32) 32 persons raceive services.

Figure 6-11,

1
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or other duties are a regular part of the work week. Professionals must consider

' seriously whether children are actually receiving effective occupational ther-

apy services when caseloads exceed recommended numbers.

Scheduling and Time Management
Efficient scheduling and management of time is one mechanism that allows

' therapists to adequately address the needs of all children on a caseload. Sched-

uling requires planning to increase efficiency. For example, therapists who
schedule children in one special education classroom for services during a

: large time block, will more efficiently accommodate for scheduling problems,
such as student absences, than will the therapist who schedules children for

individual time slots (e.g., Campbell, 1987a & b). Scheduling all children re-
ceiving services, who are assigned to the same public school cluster group, is
another way of scheduling to manage time more efficiently. Similarty, sched-
uling home visits for all children in the same area of the city on the same day,
Gecreases the amount of time that may be required for travel. Therapists also
consider creative plans for scheduling intervention with particular children.
For example, a more intense direct service and monitoring schedule, over a

‘shorter period of time, may enable a child to become successful more quickly

in a regular education placement, than if that same child received those serv-

‘ices spread out over the entire school year. Problems concerning scheduling

and time management are challenging issues for cccupational therapists. Cre-
ative solutions that are responsive to the organizational structure of the school

‘or early intervention program, are possible when therapists consider all op-

tions for service provision and maximally utilize 2vailable resource personnel.

Use of Equipment and Materials to Enhance Intervention Outcomes

Therapists frequently use special types of equipment and materials to carry
out intervention programs. The equipment and materials are chosen because
of the properties necessary to achieve functional outcomes. Therapists who
select equipment and materials, on the basis of the properties required to
achieve intervention objectives, have many alternatives available to them from
children’s environments. For example, equipment that provides an unstable
surface to facilitate postural weight shifts may include not only a therapy ball,
but also a nigh density foam block (available through furniture upholsterers),

. the cage ball from physical education, or rocker boats and other elementary

school gross motor and playground equipment. Not only is a wider range of
equipment available when therapists use available resources, but also skills are
more likely to generalize to functional life tasks. The objective of the inter-
vention provided to develop postura! shifting, is to enable the child to use
this skill in functional situations, such as when using playground equipment.
Skills are more likely to be established for functional use when natural, rather

than contrived types of equipment are selected.

175
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. Providing Comprehensive Services

Many agencies have different purposes when providing early intervention
. or special education and related services. The purpose of early intervention
is to provide services designed to meet the developmental needs of children
' and the needs of families related to enhancing their childcen’s development.
Public education programs for children with disabilities are structured to
| provide education and those related services necessary for children to benefit
. from education. Hospitals and other community agencies have as their mis-
sions to provide services for special purposes, such as medically-related health,
- financial assistance, work preparation and training, or mental health pro-
' grams. Pediatric occupational therapists may be employed in any number of
settings by a wide wanct) of agencies. Occupational therapy services provided
“under that agency’s administration and ﬁnancmg are aligned with the purpose
.of the agency. For example, services provided in public education settings
.enable children tu benefit from educational opportunities. Addressing all of
' the concerns identified through assessmenc is appropriate only when all areas
of concern negatively impact on the child’s participation in education. Areas
‘of concern that do not influence a child’s educational performance are ad-
;drcsscd by other community agencies or resources.

Each occupational therapist has professional goals and purposes. It is im-
_portant for therapists to define these purposes clearly for themselves so that
| chosen professional activities enhance goal attainment. Employment choices

. “play a major role in either enhancing, or blocking professional goal attainment,
-with the best outcomes occurring when the mission of the employing agency
‘and one's professional goals are aligned. Agency purposes often require
 professionals to play a variety of roles and have a wide range of responsibilities.
For cxample, a role that occupatxonal therapists may be required to play in
.early intervention programs is that of a case manager or service coordinator
for specifically assigned families. Similarly, many therapists employed in school
settings may be responsible for coordination of children’s therapy services
with those being provided by other community agencies or medical facilities.
' Traditional roles of occupational therapists are expanding as current practices
.with infants and children change to better reflect current public policy and
legislation.
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Activity Guide Sheets

When occupational therapists work in the schools, they are faced with creatinga wide range
of activities within a variety of environments. Sometimes resources are limited, and the
‘perfect’ piece of equipment is not available to carry out an activity. Other times, it is most
optimal to carry cut intervention strategies within naturallife environments (e.g.,theclassroom,
P.E. class, recess).

The following pages are Activity Guide Sheets which were comnpiled as a resource for
occupational therapists in the schools.

Some of the activities were adapted from:
Bissell, J.,, Fisher, J., Owens, C., and Poleyn, P. (1988). Sensory motor handbook: A guide for
implementing and modifying activities i.. the classroom. Torrance, CA: Sensory Integration

International.

Bush, W. and Giles, M. (1969). Aids to Psycholinguistic Teaching. Columbus, OH: CharlesE.
Merrill Publishing Company.

Klein, M.D. (1987). Pre-Scissor skills: Skill starters for motor development. Tucson, AZ:
Therapy Skill Builders.

These also serve as useful additional resources

Cecupational Therapy Education

i . ) ] o, The University of Karsas Medical Center
~ - :
D Resources for Rural School Occupational Therapists  « £ ™, Kansas City, Kansas 1990




MANAGING QCCUPATIONAL THERAPY IN RUKRAL EDUCATION

Strategies to Facilitate Eye-Hand Coordination

Eye-hand coordination is important for independent learning, work, play and self-care.
Skilled hand use underlies the student’s ability to use tools effectively and visual guidance of
hand movements improves their accuracy. Many tools require the use of both hands together,
in reciprocal or lead-support movements. Scissors, pencils, crayons, bats, hammers, scr: w
drivers, silverware and toothbrushes are all tools that childrer learn to use. The following
suggestions can facilitate eye-hand coordination leading to improved tool use.

1. Play games and sing songs which require the student to clap to the music, clap or tap in
patterns, (e.g., “Peas Porridge Hot” and “The Wheels on the Bus”).

2. Teach the student to keep time to music with rhythm sticks, a tambourine, triangle, or any
instrument which requires use of both hands.

3. Require the students tofold their work papers to be handed in or taken home; have students
fold napkins for snacktime.

4. Create art projectswhich require paper tearing, cutting, use of glue bottle, coloring, drawing
. and use of small items (e.g., macaroni, beads).

5. Create a learning station which contains manipulative items for students:

pop beads of different shapes and sizes

Duplos/Legos

beads, macaroni, lifesavers and string

sewing cards - if you do not have resources to purchase sewing cards, make some from
cardboard, or greeting cards, punch holes around the edges and place lace with a
long plastic tip (e.g., a shoe lace) on the card

a paper punch - encourage the students to punch out holes to make a design

clay or playdough - instruct the students to pinch, roll, squeeze, and make shapes

a stapler - have students collate and staple papers together make designs with the
staples, use a small stapler for small hands

spring closure clothespins - teach the students how to play “Crown the King”’; place
the clothespins around edge of a coffee can which has a man’s face glued toiit. ...
large tongue depressors glued to clothespins make it easier for children withweaker
hands to open them

i. tongs and tweezers - use them to pick up and place objects such as cotton balls, blocks,

macaroni, etc.

Ao gop
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j activities which require glue - use a squeeze type glue bottie
k. Lite Brite game- set up particular patterns for the students
l. potholderlooms- cut up a variety of fabrics to provide various kinds of stretch (e.g., thick |
. or thin knits, elastic)
Occupational Therapy Bducation
D Resources for Rural School Occupartional Therapists The University ot Kansas Medioal Conny

Kansas C v, Kanaa- 149490
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Eye-Hand Coordination Continued

m. nuts and bolts- let the students screw them together

6. Plan some cookingactivities. Provide a variety of kitchen implements to use such as spoons,
whisks, manual egg beater, rclling pin, tongs, etc.

7. Play games and act out stories using hand puppets.
8. Teach the students how to make “shadows on the wall” with their hands.
9. Provide sponges, squeeze bottles, and squirt toys for water play when appropriate.

10. Create a construction area which contains ccmmon tools such as a screwdriver, pliers,
rubber hammer, saw, nuts and bolts. Teach students their proper use.

11. Provide painting opportunities on various sizes of paper.
12. Practice pre-writing patterns on large sheets of paper and the blackboard.

13. Write or draw on sidewalks, blacktop or pieces of screen; they all provide resistance during
the movement.

14. Allow the student to wash the blackboard.

15. Develop strength in ihe hand to hold and manipulate tools:
a. have the student swing asing a rope (requires a tight grasp to hold onto the rope)
play tug-o-war
pull taffy
create sculptures with playdough or clay
tear pape or fabric
use a paper punch or stapler
construct and dissemble Duplos/Legos

g
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16. Play balloon volleyball; use paddles, paper plates or hands to hit the balloon.

17. Use a flashlight; kave the child follow the light spot as it moves around the room, and point
to or touch the spot upon request.

. 18. Play “Cat & Mouse” on the chalkboard. Draw a dot, then another. Have the child draw
3 line from one to the other. This requires the child to follow your hand movement. Make
movement in diagonal, horizontal, vertical, and circular patterns.

Occupational Therapy ducation
The University of Kansas Medical Covter
D Resources for Rural School Occupational Therc pists - Kansas City, Kansa: 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Eye-Hand Coc 'dination Continued

19. Teach the children finger games (e.g., Eensie Weensie Spider, Little Bunny Fu Fu, Twinkle,
Twinkle Little Star, Head and Shoulders, Knees and Toes, I'm a Little Teapot, Where is
Thumbkin? Little Ducks Out to Play).

20. Teach the students to snap their fingers.

21. Teac™ the class sign language or the manual alphabet.

22. Show the students how to pop soap bubbies in the air.

23. Create a town on a large piece of butcher paper. Give students match box cars and allow
them to “drive around town.”

Ocupatye nal Therapy Fducaiion

The Lniversity of Kansas Medycal Center
r ! Oz ) 1 . O ' B
D Resources for Rural School Ozcupational Therapists Kansas City, Kansas 1990

ERIC Y




1.

MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategles to Facilitate Production of Written Work

Students who have difficulty completing *ritten assignments legibly and in a timely manner

may have poor fine motor control. The following suggestions offer alternative strategies so
these students may feel successful while producing the work needed to allow the teacher to
judge their competency.

Determine a realistic amount of materials needed to indicate the student’s proficiency in
the subject. Grades can be determined by the percent correct from completed items.

Determine a criterion for performance (e.g., five consecutive correct answers) and let the
student stop when the criterion is met.

Allow the student towork at a manageable speed and determine the grade by computing the
percent of items finished.

Use alternative methods of testing, such as, multiple choice, true/false, or matching instead
of essays. When longer answers are needed, allow the student to respend orally, tape
record the answers, or assign someone to write down what the student says.

Fine motor difficulties may become more pronounced as the day progresses. The following

adaptations may be helpful if this is the case:

a. demand more written work in the morning

b. allow homework to be completed using an alternative method (i.e., tape recorder or
computer)

Create a writing sa:nple that is acceptable for a particular classroom. Place clear contact
paper over the sample and give to the student as a guide for what writing should look like;
allow the student to trace the words with a water color marker for practice.

Provide alternate methods of completing assignments to decrease handwriting requirements;
these suggestions also enable the student to demonstrate knowiedge in content areas with
less interference {rom hand control. Allow the student to:

use a computer or typewriter

use a tape recorder

dictate answers to another student or the teacher

quiz the student orally

Qe o

Make a master copy of awritten assignment; have the student trace over letters/words being
used in the assignment.

When appropriate, allow student to draw pictures to communicate acquired knowledge
rather than relying only upon written language.

Occupational Therapy Education
The University of Kansas Medicalventer

D Resources for Rural School Occupational Therapists K ansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies Which Facilitate
Development of Scissors Skills

When a student is unable to use scissors accurately and efficiently, many classroom
activities are poorly executed or not completed. Along with activities to increase the student’s
ability to use both hands together efficiently, strengthen hand muscles, and refine fine motor
control (see guide sheets which offer suggestions in these areas), materials and methods for
scissor activities can be modified for successful classroom participation. Specific cutting
activities can also be helpful.

1. Determine the appropriate type of scissors for the student. Consider the factors of hand
dominance, hand size, level of fine motor control, and level of independence. One can
purchase electric scissors, easy grip (loop) scissors, safety scissors, double ring training
scissors, adult scissors at school supply, hardware and fabric stores.

2. Choose the appropriate cutting material. Thicker paper (such as oaktag, index cards,
construction paper) is often easier to cut for beginners. Regular paper or paper sacks are
an intermediate paper weight. Onionskin and nonpaper (such as string, tape, playdough)

. are the most difficult materials to cut.

3. Select the appropriate size of paper. The paper should be cut into a size which is easily
manageable for the child.

a. Beginningcutters can use two-by-cne-inch strips of paper to refine their open/shuthand
movements. The paper strip can usually be cut in half, with only one or two attempts,
giving the student a feeling of accomplishment.

b. If the student has the cutting movement, but cannot manage both scissors and paper,
held the paper for the student, tape or clip it to a stable surface (i.e., desk
or clipboard).

4. Work on coordination for scissors use:

a. Punch holes in paper, have the student cut from one hole to another.

b. Make shapes using stamps, have the student cut from one shape to another.

c. Make cutting templates. Using two pieces of heavy cardboard and utility knife, cut a 1"
line in both pieces. Tape the pieces together on three sides to form a pocket. Slide
paper in the pocket and show the student how to cut the line following the slit in the
template.

d. Draw thick lines on a piece of paper. As skills improve, the line can be lengthened and
made thinner.

5. Recognize the developmental cutting sequence: straight lines, angled lines (square, triangle),

. curved lines (circle), and then figures.
Qccupational Therapy Education
The University of Kansas Medical Centet
Q

D Resources for Rural School Occupational Therapists Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies to Facilitate
Organizaticn of Classroom Materials

Students experiencing difficuity with classroom activities may have problems organizing
their materials in preparation for a task. Th=y may not be able to locate the appropriate
materials needed for u project. They may have difficulty finding an object when it is mixed in
with other things (figure ground), they may only recognize an object if it is oriented in a certain
direction (spatial orientation), or they may recognize an object only when they see the entire
object (visual closure). The following suggestions offer alternative methods to assist the child
in organizing materials for use in the classroom. These strategies compensate for poor
organization by providing an organizational structure.

1. Design a map of the student’s desk space. Teach the student how to find and return each
material to its appropriate space according to the map.

2. Color code materials by subject: color code all books, notebooks, file folders, etc., the same
color for eachsubject.

3. Put all materials for each subject in a separate packet. Arrange these packets accordingto
. the student’s schedule. (Note: this suggestion requires purchase of multiple pencils, pens
and crayons).

4. Use alternative work spaces. Replace standard school desks which have storage compartments
underneath with:
a. cubbies on the wall
b. a table with storage behind the table

5. Label storage areas according to student’s schedule.

6. Use one large notebook (with tabs and file folders if possible) for all subjects. Color code
tabs with subjects for ease in finding appropriate place in notebook.

7. Place all materials for one subject on one lunch tray. Hand the lunch tray containing the
appropriate materials to thestudent at the start of the lesson.

8. Take control over the student’s materials yourself. When a lesson is about to begin, use the
target student’s materials for your initial demonstrations, then hand the materials to the
student one part at a time.

Occupational Therapy Education
The University of Kansas Medical Conter
D Resources for Rural School Occupational Therapists Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategles to Facilitate Completion of Seatwork Pages
Adaptation for Visual and Attentional Demands

A student may have difficulty completing seatwork pages for a variety of reasons, including
poor attention to the task, poor fine motor or perceptual skills for placement of responses on
the page, or poor ability in the learning area (e.g., math, reading). While a remedial program
is frequently indicated to address their problems, there are a number of ways toadapt seatwork
activities to increase the potential for successful task completion. This guide shect addresses the
perceptual and attentional features of seatwork. Please refer to the eye-hand coordination
guidesheet when it seems this is the interfering variable.

1. Place fewer items on each page, and space the items fuither apart. This strategy provides
more space for writing answers, and decreases the amount of work required in one task.
The student will feel positively about completing the task, which can provide motivation to
complete other seatwork tasks.

2. Create a tagboard shield with a window cut in the center to reveal one item ata time. The
student can move the window from item to item to complete the seatwork page.

. a) spelling paper b) cuttagboard c) tagboard over
& pictures

Spelling
at sat at
cat mat cat

— ——

This strategy decreases the number of visual distractors available for each time, but may
require additional stability in the non-preferred hand to hold the shield in place. Therefore,
it is most useful for students with visual perception problems but not those with motor
problems.

Occupational Therapy Education
The University of Kansas Medical Center

D Resources for Rural School Occupational Therapists Kansas City, Kansas 1990
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Completion of Seatwork Continued

3. Teach the student how to use a straight edge (e.g., ruler or cardboard marker) to keep the
place on the page. Allow the student to use an index finger to keep place on the page.

4. Fold the seatwork paper in columns or rows, and number each of them in succession. As the
student completes one section, the paper can be unfolded to reveal the next section.

5. Sometimes the use of a shield, or paper foiding is not enough to enable the student to
manage the task. In these cases, the paper can be cut apart into manageable sections, and
then taped back iogether when the items are finished. When a student is very active or
distractible, the task can include getting up to turn in each strip; this enables the student to
move and shift attention to a new task for a short period of time before proceeding with the
seatwork.

6. Outline each iten with a heavy or dark line, or use a sequence of colors to mark items. This
sometimes providzs external cues to enable the student to focus on each item separately.

7. Number the lines on the paper to assist the student in keeping the place on the page.

8. Provide an example of a correctly completed seatwork page that is in the same format as the
desired performance. Students can see how large the writing isand how spacing should look.

9. Allowstudenttocheckwork themselves assoon as itis completed. This provides the student
with immediate feedback, and helps with retention of correct knowledge.

10. Allow student to correct errors without penalty when practicing a new skill. This encourages
cognitive skill development without penalizing the student for poor perceptual and attentional
difficulties.

11. Create situations inwhich visual and touch cues can be used tosupport task completion (e.g.,
placing arm on the student’s shoulders, providing frequent eye contact).

12. When presenting materials at the chalkboard or overhead, use a pointer to cue the
student.

J

O(‘cupatimml Therapv Fducation
) ) The University of Kansas Nedical Center
D Resources for Rural School Occupational Therapists Kansas Citv, Kansas 1990
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Strategies to Facilitate Homework Completion

Students sometimes have difficulty getting materials home to be able to do the assignments.
The following are suggestions for organizing homework at school so assignments can be
successfully completed at home.

1. Teach the student how to keep a homework assignment notebook (€.g., at the end of each
class period record any assigned homework).

2. Cue the student to place homework assignment materials in a separate location at the end
of each period.
a. place a box, bin, or folderon a shelf in the room
b. hang a large, heavy manila envelope from side of the student’s desk with tape.
c. obtain a separate book bag for homework.
d. place a backpack or other bag on the back of the chair.
Place homework assignments in the pack as they are assigned.

3. Ashomework is assigned, prepare a packet for the target student which will be taken home
at the end of day.

4. Decrease amount of the homework assignment (e.g., give five problems instead of ten) to
reinforce task completion.

5. Provide direct and concrete expectations (i.e., “This paper s to be turned in to Mrs. Jones
at 8:00 a.m.”). Create a timeline of assignment due dates with the student.

6. Teach the student how to keep a calendar for assignments. Teach the student time
management strategies, such as estimating task length and planning when and how the task
can be completed.

Occupational Therapy Education
The University of Kansas Medical Center

D Resources for Rural School Occupational Therapists Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies to Facllitate the Student's Abllity
to Copy From the Chalkboard or Overhead

Students with learning problems may have difficulty copying from the board. They may be
able to read what is on the board but be unable to reproduce the material on their paper. This
could be due to poor short-term memory, difficulty transferring a vertical perceptual image to
a horizontal one, difficulty keeping/relocating the place on the board, or problems re-creating
the forms (letters or numbers) with the \riting utensil.

1. Provide oral directions along with the written directions placed on the board.
2. Provide the student with a written copy that may be used at the desk.
3. Allow the student to look on with another student to check the copying accuracy.

4. Move the student close to the board or screen and decrease visual distractions vetween the
student and the image to be copied.

. 5 Write material in different colors for each line; this will provide an additional visual cue for
the student.

6. Teach the student to transcribe the work from an audiotape that you make of the materials.

7. Create an alternate strategy for accomplishing the learning objective.

Occupational Therapy Education
_ _ The University of Kansas Medical Conter
D Resources for Rural School Cccupational Therapists Kansas City, Kansas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies to Facilitate Attention to Task
Adapting the Environment

Students who are having difficulty with classroom participation and task completion can
be distract=d by many types of stimuli (e.g., noise, objects, movement, bumping). Minimizing
the _“fects of these naturally occurring stimuli increases the student’s ability to focus on
classre om activities and complete tasks in a timely manner.

1. Seat the target student in an area of the classroom whichprovides the least amount of
unpredictable activity. Classrooms are active environments, but many activities are
routine and predictable, and so students can tolerate them more easily. Consider the
frequency of activity and its predictability when choosing a seating location. For example,
placement close to the teacher’s desk may enable the teacher to monitor the student’s
performance, but may also be the hub of activity for the classroom, creating many distractions.
It may be more useful to select corners of the room that are away from traffic areas for target
students. Avoid other high traffic/high activity areas, such as th.e doorway, the coatrooms,
the bathroom entrance, the shelf which contains handouts or readers and the small group
work table.

. 2. Use study carrels or other designated study areas to reduce the amount of the visual
environment with which the student must cope. Study carrels with sides also reduce noise
from surrounding spaces.

3. Whenever possible, create work groups for this student. This will facilitate attention to
activity and allow the teacher to monitor the student’s progress more easily.

4. Identify the type of stimuli that distracts the student and select work areas which have the
lowes: ..acidence of these stimuli. For example, a student who is distracted by noises
may do well in a corner away from the door which has a busy bulletin board on the wall.
Although the bulletin board is a very strong visual stimulus, it will not bother this student;
the persons walking up and down the hall would, however.

5. Organize the students desk and supplies so that the work surface is clear of everything,
except what is needed tocomplete each assignment. For example, place all the necessary
items for a classroom task (e.g., math lesson) on one lunch tray. Place the lunch tray on the
student’s desk at the beginning of the lesson.

€. incorserut physical movement into work time in the classroom. Provide opportunities for
the s.i.iver 10 get out of the seat (e.g., get a drink or bring paper to teacher’s desk).

7. Create a schedule for the student within which activities change frequently. The change of
. pace facilitates attentionto the new task each time.

Occupational Therapy Education
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies to Facllitate Orientation
in the Overall Educational Environment

Some students have difficulty orienting themselves within the overall educational environment.
For example, they may not be able to find learning stations within the classroom, or may get lost
traveling from one classroom to another or from one area of the school building to another.
These students need assistance to map the environment in concrete ways.

1. The class cancreate a map of the classroom, which includes significant landmarks and clear
labeling of storage, wor, and traffic areas. The map can be used by all students in the
classroom.

2. Ifit is inappropriate to create a map as a class project, make one with the student. Obtain
cues from the student about what information would make the map more helpful.

3. Color code areas of the classroom so the student can associate a color with a particular
learning or work task (e.g., the reading table, the puzzle area, coded yellow and materials
coded red).

. 4. Arrange the student’s class schedule so that the student can remain in one classroom or
portion of the huilding for large portions of the day (e.g., one place in the morning and
another in the afternoon).

5. Pair the targeted student with someone who has the same class schedule, to provide
naturally occurring cues for movement within the school building.

6. Place signs in key locations around the school which provide useful cues for the student.
Examples include:
*  post class times and subjects outside each room; highlight the target student’s time
slot
* place color-coded signs on rooms which correspond tothe target students’ notebook
for that subject
* place arrows on the wall at key choice points (€.g., a hallway branch which is likely to
cause difficulty)

7. Place colored tape along hallways which indicate how toget to key locations (e.g., the yellow
line leads to the music room, the blue line leads to the office).

Occupational Therapy Education
) ) The University of Kansas Medical Center
o D Resources for Rural School Occupational Therapists Kansas City, Kansas 1990
ERIC .
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Components of Optimal Seating for Students

When a desk is the proper size for a student, it is easier for the student to sit quietly in the
desk and complete seat work. The following guidelines ensure proper fit of the desk for the
student. An occupational or physical therapist can assist with adaptations to ensure proper fit.

With student sitting in the chair, be sure that:

a. the back rests against the back of the chair

b. the hips are bent to 9 degrees (a right angle)
c. the knees are ber. to 90 degrees

d. the ankles are b :nt to 90 degrees

e. the feet are flat on the floor

When sitting at the desk, te sure that:

a. the table hits the student at mid chest-height
b. the elbows and forearms can rest comfortably on the table

O
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategies to Facllitate
Independent Mobiiity Within the Education Environment

Some students may xiot be able to get from one place to another within the time frames
normally allotted. They may not have the physical strength or coordination to move as fast as
their classmates (€.g., with cerebral palsy) or mayuse equipmentsuch as wheelchairs or crutches
to move about in the environment. Listed below are suggestions for facilitating the students’
transition between classes, or other educational settings.

1. Arrange the student’s class schedule so that morning classes are clustered atone side of the
building and the afternoon classes are in another.

2. Allow the student to leave each class a few minutes early to get tothe nextclass on time. Give
class assignments at the beginning or middle of class, rather than the end of the class period,
or prepare written assignment sheets for students so the target student does not miss
homework assignments.

3. Provide space in each classroom for the student to keep books and materials that are not
needed for homework. This will decrease the time needed to gather materials to get to the
. next class, and decreases the amount the student must carry between classes.

4. Consider if a means of wheeled mobility would be appropriate. Can student propel him/
herself more quickly on a scooter board? Would a wheelchair for long distance transport
(class to class, to bus, etc.) be a “least restrictive” alternative? For younger students who
are developing mobility skills, make a game out of getting from class to class by timing
student with a stopwatch; chart performance on a graph to record improvements as they
occur. .

5. Create a reinforcement mechanism to reward the student for moving about in an efficient
manner within the education environment.

6. Insome cases, it may be more beneficial for the walking student to use a wheeled device for
getting around in the school. This option is useful if walking expends a great deal of energy
which might decrease the student’s ability toattend to and complete school tasks. Consider
a range of options (e.g., ascooterbcard, awagon, a wheelchair, an electric car) tocbest match
the student’s needs and the school environment’s characteristics.

Occupational Therapy Education
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Strategles to Facliitate Gross Motor Skills

Effective use of tae body for movement is called gross motor coordination. Many activities
facilitate the development of gross motor skills. The following list conitains suggestions to assist
one in getting started.

1. Teach the children 2 variety of ways to play on a swing:

a. As the children are lying prone (on the stomach) in the swings, have them push off the
wall or another person with hands and/or feet.

b. Have the children sit straddling the swing while swinging front to back and side to side.

c. If the swing allows, twist the swing in a circular motion, then let the swing unwind so the
children can spin.

d. While the children are lying on their stomachs, have them throw bean bags at a target.
As skills improve, have the children throw objects at a target while gently
swaying in a swing.

2. Teach the children rope activities:

a. Teach children to jump rope; begin with jumping over a rope placed on the floor, then
increase height of rope, sway the rope and finally turn the rope. Then teach the
children jump rope games.

b. Have children pretend to be a mountain climber by leaning back while holding onto a
ropewhichisattached toastationary object. While holdingthe rope taut thechildren
can move in a forward motion, and then can “repel down the mountain™ using a
backward movement.

c. Teach the children jump rope patterns with Chinese jump ropes (elastic stretched
around two cLildren’s ankles; other children jump in, around the elastic rope,
catching and releasing the elastic with their feet.

d. Play tug-o-war.

3. Show the children how to play with balls:
a. Play dodge ball. Have children stand against the wall and try to dodge the ball as you
throw it at them.
b. Play catch with children using various balls (¢.g., smaller or larger, lighter or heavier).
Show the child how to put more force behind the ball while throwing it.
c. Have the children roll a ball across the room using a stick, bat, or golf club to guide it.
d. Have children throw the ball at a target on the wall or a basket on the floor. Start with
them standing fairly close and increase the distance as skills increase.
Use a large ball for a “seat” as they complete table top activities.
Have the children catch the ballwith one or both hands; throw the ballin the air and catch
it.
g. Have children dribble the ball standing still, then walking and running; require them to
alternate hands while dribbling.

™D
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Gross Motor Skills Continued

4. Play games with a balloon as if it were a ball.
a. Have children hit the balloon into the air with a paddle or a paper plate.
b. Have children play “volleyball” with a friend.
¢. Have children hit the balloon using different body parts.
d. Have children kick the balloon into the air and catch it.
e. Havechildren see howlong they can keep the balloon upin the air. They can be allowed
to move freely around the room, or have to stay within a specified area.

5. Use a cloth tunnel with a wire skeleton inside it for activities (can be purchased at a

chiidren’s toy store).

a. Have children crawl forward and backward through a tunnel.

b. Have children throw or push abali through the tunnel; have the child rolla ball back and
forth to a partner.

c. Have childrenstand and place the tunnel nver the child (vertically). Then have the child
try to push the tunnel down to floor, and step out of it.

d. Have children roil across the room inside the tunnel.

e. Have two children crawl through the tunnel, starting at opposite ends and crawling over/
under each other when they meet inside.

f. Use the tunnel as a part of an obstacle course.

. 6. Have the children roll the barrel across the room; place objects in the way to increase
difficulty. They can go over or around the object.

7. Teach children games on the chalkboard; the large mov-ments in the vertical plane are
helpful:

a. Have children practice writing on the chalkboard; add interest by using colored chalk.
Have the children write using large motions.

b. Givethechildren a piece of chalk in each hand. Have them do the same thing with each
hand, such as a vertical line, horizontal lines, or circles.

c. Drawa“road” onthechalkboard. Have childrendrawaline throughthe road or move
a small car over the road.

d. Play a game of “cat and mouse” by drawing dots on the chalkbecard; have children
draw a line from one dot to another.

e. Write the numerals 1 - 5 on the chalkboard in a random pattern. Have the children do
the same. The therapist connects one set of numerals and they must then connect
the other set without crossing the therapist’s line. This activity requires motor
planning.

8. Place squares on the floor and require the children to keep their feet “frozen” on their
square. Create activities which require the children to shift body posture and cross midline.

9. Teach the children various animal walks and jumping or hopping patterns.

Occupational Therapy Education
. ] The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION
Gross Motor Skills Conatinued

10. Incorporate common gross motor objects into the childrens’ play repoirtoire:
a. hippity hop
b. hula hoop
c. frisbee
d. riding toys
e. tires
f. scocter boards
g. barrels
h. scooters

11. Encourage children to play on playground equipment.

Occupational Therapy Education
. ) The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Adaptations 10 Physical Education Activities

Students with learning problems and/or physical disabilities may have difficulty participating in
physical education. Good rapport between the therapist and the P.E. teacher facilitates
effective program planning. The following suggestions address ways to modify activities for
optimum student participation in physical education.

1.

Select non-competitive sports which require students to compete against their own
performance. Provide graphs/charts on which each student can chart progress (e.g.
number of seconds standing on 1foot, number of steps on balance beam, or number of times
a target is hit or a ball is caught).

If a student with a physical disability is in the class, provide adaptive equipment such as:

a. Wheelchair volleyball, basketball, or tag. Have another student push the student’s
wheelchair, or scooter board for at least part of the session, if endurance or speed is
a problem. This will free the student to participate better. and increase social
interactions.

Use an oversized bat for softball.

Use oversized balls for games with targets.

If a child has poor balance or endurance provide a chair for calisthenics, ball passing, etc.

Lower basketball goal/volleyball net.

Use larger scooter boards.

R

Adapt the game/activity for student’s participation, for example:

a. allowstudenttobat, buthave designated runner; double up on outfielders sostudent can
play.

b. Allow the student’s standing line to be closer to the target.

¢. Allow student to walk on lines on floor instead of using balance beam.

For strengti; and endurance activities, set the student’s own baseline and encourage 10
improve from that point.

If a P.E. activity is too difficult or cannot be adapted easily for student, provide alternative

activities they cando by themselves. Assign a rotation within the class so that other students

work with the target student, so they are not alone or isolated. Examples of appropriate

activities could include:

Specific progressive/resistive exercises.

Lifting weights.

Walking laps around gym (Poor balance, endurance, or uses walker).

Box hockey and shuffle board can be done from a chair.

Most children can play with balls in any position ( .e., sitting or laying down; throwing,
catching, kicking, rolling). A medicine ball or weights on child’s extremities can
increase the difficulty/physical benefit of such activities.

cpnge
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using a Balance Beam

These activities are designed to develop a child’s balance and postural stability skills. Activities

can be started on the ground and moved to more difficult levels (e.g., taped line on floor, beam
on floor, beam up two inches, beam up four inches; beam of 3 inches width, beam of 1 1/2 inch
width, beam of gradient width, going from large to small). If you don’t have accesstoa balance

beam, or can’ttransport or store a full sized beam, locate a3 to4 foot length of sanded 2x4 board

from a shop class or lumberyard.

1. Have the child crawi across the balance beam.

2. Have the child lie on back or stomach on the balance beam.

3. Have child stand on balance beam for as long as possible.

4. Have the child walk forward or backwards on the balance beam.

5. Have the child step over a small object while walking on the balance beam.

. 6. Have the child slide along the balance beam (forward, sideways), or walk heel to toe.

7. Have the child stand on the floor and kop or jump from one side of the beam to the other
in a forward, backward, and sideways direction.

8. Have the child change directions while walking on the balance beam.

9. Have the child piay catch while standing or walking on the balance beam.

(_')t.'L‘upatimml Therapyv Fducation
The University of Kansas Moedical Conter
Kansas City, Kansas 1990
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Fine motor control and eye-hand cocrdination can be facilitated in a number of ways. Tracing
and coloring provide practice and task variety for improvement of these important skills.

1

2.

MANAGING OCCUPATIONAL THERAI'Y IN RURAL EDUCATION

Therapeutic Activities Using Pages From a Coloring Book

Have the child trace a picture from the coloring book.

As the child is coloring, point out which object to color; tell which color to use; provide
instruction about how to color (e.g., use small circles moving fingers only, color in a vertical
or horizontal movements).

Place the page being colored on top of a piece of sand paper, a fine screen, etc., to provide
kinesthetic input.

Make a transparency of a page from the coloring book. Using an overhead projector, show
it on a large piece of paper on the wall. Have the child trace the picture and then color it.

Allow the child to color a page lying on the stomach on the floor, standing up holding paper
against the wall, or kneeling at a table.

Provide the child with a variety of drawing media. Magic markers (scented/unscented),
chalk, crayons of different sizes/shapes, colored pencils, etc.

—
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Common Objects

Small objects are frequently used in the classroom to teach avariety of conceptsto children(e.g,,
sorting, counting). They are also useful for the development of fine motor skills.

1. Create a bin filled with paper clips, safety pins, etc. Direct child to pick them up and place
them in specific places. Have time trials to see which objects are “faster” to pick up. 15
to 30 seconds is an adequate amount of time for each trial. Keep a chart and let each child
beat “personal best”.

2. Find small objects that the chiid can load into trucks. Load the truck by pretending the
child’s hand is the crane, picking up only a few pieces at a time with the fingers.

3. Have the child unscrew nuts, bolts, and washers of various sizes, then separate into
containers of similarly sized and shaped items. The child can also reassemble.

4. Have the child identify objects of everyday use by touching them without being able to see
objects (i.e., comb, toothbrush, key, pencil, block, etc.).

. 5. Collect everyday items (i.e., shoe, belt, knife, pair of glasses, pencil, comb, etc.) ina box. In
a second box have picture of the same items. Have the child find the picture that matches
the object they hold which you pick on it.

6. Dried seeds provide an excellent medium for sorting. The seed assortment might contain
kidney beans, lima beans, calico beans, northern bean, and popcorn kernels. This can be
made fun by gluing the beans on construction paper to make a picture.

7. Buttons may be sorted by size and color. They can be placed in a plastic bottle to make
noisemakers, or threaded together to create jewelry.

8. Wooden beads may be sorted by shape and color. Have children string them together.
9. Usc muffin pans, egg cartons, small plastic containers, small aluminum pie pans, or paper

cups for sorting activities. In the beginning, use exact number of containers needed for the
sorting activity.

Occupational Therapy rducanion
) ]  The University of Kansas Medical Center
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using a Ladder

The following activities are designed to develop a child’s motor planning abilities, body
awareness, dynamic balance, eye-foot coordination, bilateral coordination, and overall gross
motor coordination skills.

1. With the ladder in an upright position, have the child climb ladder, jump off the ladder from
different heights.

2. Lay the ladder down on the floor and have the child walk across the rungs of the ladder.
3. Have the child crawl through the ladder when it is placed on its side.
4. Have the child jump or hop through the spaces in the ladder when it is placed on the floor.

5. Have the child bear-walk, bunny-hop, or crab-crawl through the rungs or on the parallel
boards of ladder.

6. Have the child walk with one foot between the rungs and the other foot outside the ladder.

7. Have child hop and jump through rungs of ladder.

Occupational Therapy Fducatior
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Adaptations for Painting

1. Use a variety of materials for painting including glue, shaving cream, and pudding.
2. Mix different textures into the paint. (e.g., sand, paper punches, starch, flour, or gravel).

3. Varythe size of paper the child uses to paint. Children can use bigger movements when the
paper is larger.

4. Mix paint with marbles inside a box lid. /sk the child to use two hands to hold the lid and
move the marbles around.

5. Have the child paint with string.

6. Vary the size of paint brushes, or use sponges cut into different sizes and shapes.
7. “Paint” by squeezing drops of food coloring on slightly damp paper.

8. Paint the sidewalk or blacktop with water, soapy water, or water colors.

9. Let child paint in bathtub with colored soap markers.

Occupational Therapy Education
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Paper

Paper can be used in a wide variety of ways, providing many opportunities for practicing
perceptual and motor skills.

Make paper chains. This activity incorporates cutting with scissors, folding, pasti..g, and
perceptual organization.

Have the child punch holes in paper using a paper punch, as part of art projects.
Use different kinds of paper for activities (e.g., different colored construction paper,
cardboard typing paper, tissue paper, sandpaper). Each provides a different type of

resistance, flexibility and tension.

Vary the placement of the paper. Have the child do activities with the paper taped to the
wall, on a table, at the desk, on the floor, on a slanted board.

Crumble newspaper pages into large balls, small balls, tight balls, or loose balls. Have the
child throw them into a basket or at a target.

Tear varicus weights of paper into small pieces requiring ke child touse a fine pincer grasp.
The pieces can be used as confetti or in an art project.

Fold a piece of paper one or two times, diagonally, horizontally, etc. Have the child copy or
imitate the same folding pattern.

Occupational Therapy Education
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Group Activities Using a Parachute

If a parachute is not available, a sheet can be substituted.

1. Have achildsitin middle of a parachute. Instruct the class to hold onto the parachute as they
walk along in a circle and spin the student.

2. Have a child sit in the middle of parachute. Two adults can lift the parachute, making a
hammock, and rock the child back and forth.

3. Have achild place a ball in the center of a parachute. Have the children raise and lower the
parachute, trying to keep the ball in the center.

4. Have the children raise and lower the parachute. Call outa few students’ names and have
them run under the parachute to the opposite side, trying to get across before the parachute
drops.

5. Instruct the children to roll up the edges of the parachute as tightly as possible, to decrease
movement of the parachute.

6. Instruct the children tc lift the parachute up, pull it behind them over their heads and sit on
it. Everyone is then inside the parachute as it billows above.

7. Have the children stand up, then pick up the parachute. Instruct them to walk quickly,
slowly, hold the parachute high or low as they walk around in a circle.

Occupational Therapy Education
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o D Resources for Rural School Occupational Therapists Kansas City, Kaneas 1990
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Puzzles

Puzzles challenge perceptual organization skills. A child must be able to visualize how the parts
of a picture fit together. These perceptual skills are also important for other learning tasks such
as map reading, or geometry.

Use picture from magazines, advertisements, etc. to make a puzzle of familiar products. Cut
into two pieces. When the child has mastered this, cut the puzzle into more pieces.

Have the child draw a picture. Paste onto cardboard and cut into puzzle pieces. The parts
will be familiar to the child.

If only a small number of puzzies are available, or if the puzzles have only a few pieces,
increase the complexity by using two or three puzzles at the same time.

Puzzles with peg handles are appropriate for very young children, ora child with poor grasp.

Let the child put puzzles together while maintaining the body in various positions (e.g.,
propped on elbows, hands and knees, half kneeling, tall kneeling, or standing).

Ask child to sit on an unstable surface while putting a puzzle together (e.g., a tiltboard,
barrel, or T-stool). Activity combinationssuch as these combine the requirement of postural
control with cognitive and perceptual demands.

D Resources for Rural School Occupational Therapists
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Scooter Boards

The following activities are designed to increase a child’s motor planning, body awareness,
overall strength and endurance and to be fun! These can be done with an individual student,
group, or incorporated into a P.E. class.

1. Havechildren lay on their stomachs or backs or sit (legs crossed or underneath them)on the
scooter boards. Then they can:

be pulled around while holding onto an object (€.g., ropz, hula hoop, towel, bat, broom
handle, rubber tubing)

push themselves in a circular motion

spin themselves in a circle

make a “train”: have children grab each other’s ankles (lying); wrap legs around
another child’s waist (sitting)

push themselves off wall with hands or feet, pretending to be a rocket

push themselves between aduit’s legs

catch a ball thrown to them while cruising across th= gym

grabbing or touching an overhead hula hoop with one or both hands

move around the room with objects placed on their backs, or stomachs

using a hallway, have the children push themselves between the two walls, hands on one
wall, feet on the other

ride down a ramp; with a heavy object on back; crash into a wall of boxes; go under a
rubber strip (¢.g., a piece of inner tube) suspended between two points tryingto catch
the strip with their hands

push themselves forward and backward quickly without picking hands up off the floor

. mov across the room using a plunger in each hand

push themselves along a path on the floor, carrying a sand bag in one hand

move through a maze of boxes or cones

pull themselves across the room using a rope that is secured on one end

complete an activity while on the scooter: (e.g., place puzzle pieces on one side of room,
and designate a place to put the puzzle together in another area of the room,
have the children get 1 piece of the puzzle at a time, as in a relay).

Many scooter board activities can also be done with the students in tall kneeling or standing
positions. This requires a higher level of dynamic balance, and should be done only with a
child who is secure and szfe when participating in scooter activities in the sitting position.
Close supervision is a necessity in these activities.

3. The children can also push/pull another child or adult on the scooter.

Occupational Therapy Education
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MANAGING UCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Shape Cards

Make shape cards by cutting the primary shapes out of cardboard. The cards can be used for

many individual and group activities which combine cognitive and motor skills.

1. Give directions that when the triangle is shown the children clap hands. When the square
is shown they tap their toes. Change or add directions as the child improves.

2. Havetwoidentical sets of shape cards. Expose a shortseries of shapes. Have the child place
the same series of cards on the table (start with a matching task, and then do it from
memory).

3. Have the children find objects in the room that match the shape on the cards.

4. Have the child choose a card and try to draw it on paper.

5. Have the children try to make their own bodies look like the shape on the card.

6. Mount small catalog and magazine pictures which show an everyday object with a familiar
geometric shape. Examples: a cracker, clock, or cushionin a circle shape; a window or table
ina rectangular shape. Direct the child to sort these pictures by shape. The child may select
a specific shape, or the sorting may be done in piles in the center of the table.

Occupational Therapy Lducaton
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Soap Bubbles

Soap bubbles provide a medium for developing eye-hand coordination, visual tracking and oral
motor control. Since students enjoy playing with bubbles, it is frequently a good activity
selection.

Blow the bubbles for the chilc. Have the child pop the bubbles; specify which finger, or
number of fingers the child can use. Select other body parts, such as feet, elbows, or chest.
Change initial body position to encourage different patterns of movement (e.g., propped on
elbows, sitting on a tiltboard, tall kneeling, 4 point position, 1/2 kneeling, or up on tiptoes.).

Ask the child to count the bubbles as they are popped.

Teach the child to blow the bubbles. Encourage the child to blow bubbles towards a
specified object. As the child gets stronger, increase the distance to the target object to
require harder biowing,

Place bubble mixture in a bowl or other container.
a. Have child blow through a straw into a mirture and make bubbles.
b. Havc child make bubbles using a kitchen whisk or beater.

Teach the child how to use a big bubble wand; this incorporates large motor movements into
the eye-hand coordination task.

K e i et et
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Therapeutic Activities Using Tires

These activities are designed to be fun and enhance the development of children’s body
awareness, balance, strength, and overall gross motor development. This “equipment” can
be easily incorporated into P.E. or recess activities.

1. Have the children push a tire across room with their hands or feet.

2. Have relay races with the children carrying a tire around their waists or on their shoulders.
3. Have the children play bumper cars while carrying tires around their waists as bumpers.
4. Place the children’s feet inside a tire and have them crawl or walk across the room.

S. Have the children straddle an old tire 2nd bounce on it.

6. Have the children run, jump, or hop through an obstacle course of old tires.

7. Have the children do different animal walks through an obstacle course made out of old

@ tires.

8. Have the children crawl or walk through tires.

‘o

Have the children run, jump or hop while rolling a tire.

10. Place the children inside several tires, and roll them across the room .

1
S et e e e o
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCA TION

OCCUPATIONAL THERAPY DATA SHEET

Student: Teacher: __
Goal: Year:
DATE
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Time Management Issues

Many therapists have inquired about appropriate caseloads for school based practice.
This is a difficult issue. Therapists want to be helpful, and so tend to increase their caseloads
ad infinitum. Occupational therapists must consider the point at which students are notactually

benefitting from their expertise, because the service provision is so diluted that its effects are .

diminished. The other danger in this ‘helping’ approach is that others may begin to feel that
occupational therapy doesn’t have any impact, which can lead to questions about why we are
in the schools at all. The American Occupational Therapy Association has created recommended
guidelines for caseload determination, which are available in the book Guidelines for Occupational
Therapy Sexvices in School Systems, 2nd ed. (1990). Rockville, MD: The American Occupational
Therapy Association, Inc.

The following entry is excerpted from:
Chapter 6: Designing Pediatric Service Provision in Pediatric Occupational Therapy: Facilitating

Effective Service Provision, edited by Winnie Dunn. Copyright 1990by SLACK Inc. Reprinted
with perniission.
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

TIME MANAGEMENT ISSUES

DETERMINATION OF CASELOAD

Animportant aspect of the service prcvision proc-
ess is the determination of an appropriate caseload.
Too many children on a caseload interferes with atten-
tion to individual needs. Therapists establish caseloads
that acknowledge the variety of tasks that are required
within the service provision process, and provide a
mechanism for interacting with significant individuals
such as family members, other team members, referral
sources and administrators.

There are three task categories in the determina-
tion of caseload. The first category is comprised of the
non-service provision tasks. This includes activities
such as travel, lunch, and supervisory responsibilities.
The time needed in this category is calculated by adding
the actual time spentin each of these tasks. The second
category is comprised of associated service provision
tasks, such as team meets and assessments. These tasks
contribute to the service provision process by provid-
ing time for interaction and data gathering. An exact
amountof time for these tasks is difficult to determine,
due to variance from week to week or by the time of
year (¢.g., more assessments at the beginning or end of
the school year for school based therapists). An aver-
age amount of time spent per week is estiraated. The
time cpent in these two categories is added and the total
subtracted from the total time available in the work
week. (see figure 6-10 for an example).

Total time available per week: 40 hours
-total of categories one and two: x hours

Time avallable for service provision: hours

"I he third category is comprised of actual service
provision tasks. Service provision includes both the
time spent with the individual and the time needed to

prepare for the intervention and document those in-
teractions properly. Documentation provides a writ-
ten record of the actions taken and decisions made on
behalf of the individual. Chapter Eight provides an in-
formative discussion about effective documentation
strategies. An 80720 ratio between time spent piovid-
ing services, and time spent in related preparation and
documentation has been suggested (AOTA, 1987).
Use of ratio means that for every four minutes of
service provision, an additional one minute is set aside
for preparation and documentation. For example,

* _for 30 minutes of service provision, addition 7.5
minutes are needed for preparation and documentation,
for a total of 37.5 minutes, This translates to 0.625 of an
hour (37.5 minutes/60 minutes = 00.625).

~ .for a 60 minute service provision session, an
additional 15 minutes would be needed for preparation and
documentation. Thistotal of 75 minutes transiates into 1.25
hours. (75 minutes/60 minutes = 1.25).

The therapist uses decimals such as these to deter-
mine the number of slots available for intervention:

hours available for service provision= no. of intervention
decimal representing length of sessions= siots available

If the therapist sees children for thirty minute sessions,
but sees children twice per week, then the total from
the above calculation must be divided by 2 to arrive at
the number of individuals that can be served. If the
therapist sees children once a week for 60 minutes,
then the total obtained from this division represents
both the number of slots available, and the number of
individuals who can receive intervention. When chil-
dren are seen in groups, the total amount of time for
the group is divided among the members to keep
calculations consistent, and to accurately represent the
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MANAGING OCCUPATIONAL THERAPY IN RURAL EpurcatioN

amount of therapist time that is dedicated solely to
each individual. All these options are combined to
produce a more realistic schedule that is responsive to
individual needs (e.g., some individually addressed in
direct service, monitoring, or consultation; some seen
in groups; some session 30 minutes per week, and some
sessions 60 or 90 minutes per week). Figure 6-11
provides an example of service provision calculations.

A maximum caseload of 40 is recommended by
AOTA (1987) for any school-based therapist. How-
ever this figure is probably too high if travel, supervi-
sion, or other duties are a regular part of the work
week. Professionals must consider seriously whether
children are actually receiving effective occupational
therapy service when caseloads exceed recommended
numbers.

SCHEDULING AND TIME MANAGEMENT

Efficient scheduling and management of time is
one mechanism that allows therapists to adequately
address the needs of all children on a caseload. Sched-
uling requires planning to increase efficiency. For
example, therapists who schedule children in one spe-
cial education classroom for services during a large
time block, will more efficiently accommodate for
scheduling problems, such as student absences, than
will the therapist who schedules children for individual
time slots (e.g., Campbell, 1987 a&b). Scheduling all
children receiving services, who are assigned to the
same public school cluster group, is another way of
scheduling to manage time more efficiently. Similarly,
scheduling home visits for all children in the same area
of the city on the same day, decreases the amount of
time that may be required for travel. Therapists also
consider creative plans for scheduling intervention
with particular children. For example, a more intense
direct service and monitoring schedule, over a shorter
pe iod of time, may enablea child to become successful

more ~i~klyin a regular education placement, than if
thats.  child received those services spread out over
the entire school year. Problems concerning schedul-
ing and time management are challenging issues for
occupational therapist. Creative solutions that are
responsive to the organizational structure of the school
or early intervention program, are possible when th-
erapists consider all options for service provision and
maximally utilize available resource personnel.

USE OF EQUIPMENT AND MATERIALS TO
ENHANCE INTERVENTION OUTCOMES

Therapists frequently use special types of equip-
ment and materials to carryoutintervention programs.
The equipment and materials are chosen because of
the properties necessary to achieve functional out-
comes. Therapists who achieve intervention objec-
tives, have many alternatives available to them from
children’s environments. For example, equipment
that provides an unstable surface to facilitate postural
weight shifts may include not only a therapy ball, but
also a high density foam block (available through fur-
niture upholsterers), the cage ball from physical educa-
tion, or rocker boats and other elementary equipment
available when therapists use available resources, but
also skills are more likely generalize to functional life
tasks. The objective of the intervention provided to
develop posturai shifting, is to enable the child to use
this skill in functional situations, such as when using
playground equipment. Skills are more likely to be
established for function use when natural, rather than
contrived types of equipment are selected.

PROVIDING COMPREHENSIVE SERVICES

Many agencies have different purposes when pro-
viding early intervention or special education and re-
lated services. The purpose of early intervention is to
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MANAGING OCCUPATIONAL THERAPY IN RURAL EpUcaioN

provide services designed to meet the developmental
needs of children and the needs of families related to
enhancing their children’s development. Public edu-
cation programs for children with disabilities are struc-
tured to provide education and those related services
necessary for children to benefit from education.
Hospitals and other community agencies have as their
missions to provide services for special purposes, such
as medically-related health, financial assistance, work
preparation and training, or mental health programs.
Pediatric occupation therapists may be employed in
any number of settings by a wide variety of agencies.
Cccupational therapy services provided under that
agency’s administration and financing are aligned with
the purpose of the agency. For example, services
provided in public education settings enable children
to benefit from educational opportunities. Addressing
all of the concerns identified through assessment is
appropriate only when all areas of concern negatively
impacton the child’s participation in education. Areas
of concern that do not influence a child’s educational
achild’s education performance are addressed by other
community agencies Or resources,

Each occupational therapist has professional goals
and purposes. It is important for therapists to define
these purposes clearly for themseives so that chosen
professional activities enhance goal attainment.
Employment choices play a major role in either en-
hancing, or blocking professional goal attainment, with
the best outcomes occurring when the mission of the
employing agency and one’s professional goals are
aligned. Agency purposes often require professionals
to play a variety of roles and perform a wide rang of
responsibilities. For example, a role that occupation
therapists may be required to playin early intervention
programs is thatof a case manager or service coordina-
tor for specifically assigned families. Similarly, many
therapists employed in school settings may be respon-
sible for coordination of children’s therapy services

with those being provided by other community agen-
cies or medical facilities. Traditional roles of occupa-
tional therapists are expanding as current practices
with infants and children change to better reflect cur-
rent public policy and legislation.
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Fact Sheets on Common Disabilities

The National Information Center for Children and Youth with Handicaps (NICHCY) has
created a wide range of materials for public use. This section contains a sample of their
information sheets on common pediatric disabilities. They are useful for teachers and parents
and were very helpful to our preservice students.

Please write to NICHCY to obtain a complete list of information sheets that are cvailable.

National Center for Children and Youth with Handicaps
P.O. Box 1492
Washington, D.C. 20013
(703) 522-3332

This fact sheet was developed by InterAnerica Research Associates, Inc. pursuant to contract 300-82-0247 with
Special Education Programs of the U.S. Department of Education. The contents of this publication do not necessarily
reflect the views or policies of the Department of Education, nor does mention of trade names, commercial products
or organizations imply endorsement by the U.S. Government.

This information is in the public domain unless otherwise indicated Readers are encouraged to copy and share
it, but please credit the National Information Center for Youth with Handicaps.
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National Information Center For Children And Youth With Handicaps

P.0. Box 1492 Washington, D.C. 20013

~ CEREBRAL PALSY

Definition

According to the United Cereural Palsy Associa-
tions, Inc., cerebral palsy is a group of disabling condi-
tions caused by damage to the central nervous system.
“Cerebral” refers to the brain, while “paisy” describes
lack of muscle control that is often (but not always) a
nervous system symptom. Cerebral palsy can be mild
or severe.

Damage to the brain may occur before or during
birth because of illness in pregnancy, premature deliv-
ery, orlack of oxygensupply to the baby; or it may occur
early in life as a result of an accident, lead poisoning,
illness, child abuse, or other factors.

Incidence

Approximately 700,000 Americans (or 16 out of
every 5,000) have some degree of cerebral palsy. Ten
thousand babies with the disorder are born each year,
and another 2,000 acquire it in the early years of life.

Characteristics

Four main descriptions of cerebral palsy have
been identified:

1. Spastic - the most common type, which results
in tense, contracted muscles;

2. Athetoid - characterized by constant, uncon-
trolled movements;

3. Autaxic - typified by poor sense of balance and
depth perception; and

4. A combination of the types of cerebral palsy
listed above.

The effects of cerebral palsy depend on the extent
and location of the brain damage. One or more of the
following conditions may occur:

- seizures;

problems in vision, hearing or speech;

abnormal sensation or perception;

impaired cognitive functioning, including men-
tal retardation; and/or

impairments in arm and leg movement.

Educational Implications

Early identification of cerebral palsy can lesson
developmental problems and lead to appropriate treat-
ment when it helps most. Special educators and physi-
cians have discovered that early intervention can make
an important difference. Early intervention programs
enlist parents and other family members to work with
the child in specific activities. These activities for
children with cerebral nalsy may include:

speech and language therapy;
occupational therapy;

physical therapy;
medical intervention; and
- social services.

Among the services that the older child with cere-
bral palsy may need are: attendant care, continuing
therapy, special education, counseling, vocational train-
ing, and recreation training. Theservices required will
vary from person to person depending on the nature
and seve:ity of the handicap.
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Treatment of cerebral palsy requires close coop-
eration between the individual and the family, along
with cooperation with educational, medical and social
services. To promote personal growth and independ-
ence, parents and teachers should avoid overprotec-
tion and encourage children to take risks within the
limits of safety and health. Teachers and classmates
should understand that, although children with cere-
bral palsy have a physical disability, they are more like
their classmates than different.

Important advances have take place in the last 15
years which have had a great effect on the long-term
well-being of children born with cerebral palsy. Ad-
vanced technology has been applied to the needs of
persons with cerebral palsy, including computers and
engineering devices. Technological innovations have
beer developed in the areas of speech and communica-
tions, seif-care, and adapting employment. The future
may bring even more significant applications.

Another important development has been the
increased ability of persons v:ith disabilities, including
those who have severe disabilities, to live independ-
ently in the community. Independent living opportu-
nities exist in the range from group shared and super-
vised apartments to individuals with disabilities living
on their own in the community with appropriate sup-
port services. Independent Living Centers, staffed and
run by persons with disabilities, have proven to be im-
portant resources for persons with disabilities. For
more information on independent living centers, please
contact NICHCY.

RESOURCES

Finne, N.R. Handling the Young Cerebral Palsied
Child at Home. 1975. (E.P. Dutton and Co., 2
Park Ave.,, New York, NY 20016.)

McDonald, E.-T. Treating Cerebral Palsy; For Clini-
cians by Clinicians. 1987. (PRO-ED, Inc,, 5341
Industrial Oaks Blvd., Austin, TX 78735.)

Prensky, A-L. & Pulkins, H.S. Care of the Neurologi-
cally Handicapped Child: A Book for Parenis and
Professionals. 1982. (Oxford University Press,
1600 Pollitt Drive, Fair Lawn, NJ 07410.)

Schleichkorn,J. ing with Cerebral Palsy: Answers
to Ques nts Ofte ; 1983. (PRO-ED,
Inc,, 5341 Industrial Oaks Boulevard, Austin, TX
78735.)

ORGANIZATIONS

American Academy for Cerebral Palsy and Devel-
opmental Medicine
1910 Byrd Ave., Suite 118
P.O. Box 11086
Richmond, VA 23230-1086
804-282-0036

ERIC Clearinghouse on Handicapped and Gifted
Children
Council for Exceptional Children (CEC)
1920 Association Drive
Reston, VA 22091
703-620-3660

National Easter Seal Society
2023 West Ogden Avenue
Chicago, IL 60612
312-243-8400
800-221-6827 (Toll Free Outside IL)

United Cerebral Palsy Associaticns, Inc.
66 East 34th Street
New York, NY 10016

212-451-6300

800-872-1827 (Toll Free)

United Cerebral Palsy Associations, Inc.
1522 K Street, N.-W,, Suite 1112
Washington, DC 20005
202-842-1266
(Toll Free Numbers)
800-872-2827 - Affiliate Relations Dept.
800-872-5827 - Community Services and Gov-
ernmental Activities Office

Occupational Therapy Fducation
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National Information Center For Children And Youth With Handicaps
_ P.O.Box 1492 Washington, D.C. 20013

PHYSICAL DISABILITIES AND SPECIAL HEALTH PROBLEMS

Definition Educational Implications
Orthopedic or physical disabilities describe medi- The contributions of such related services as physi-

cal or structurai conditions which may be serious enough cal, occupational, and speech and language therapyare
to disrupt the child’s development and require special  often central to the education of children with physical
attention in school. Typical examples oforthopedicor  disabilities. The greatest progress is achieved when
physical problems include disabilities present at birth  therapy suggestions are consistently applied in the
(such as missing limbs, spina bifids, etc.), as well as  child’s home as well as in school. This carryover
physical problems resuiting from other causes (suchas  strengthens appropriate feeding, positioning, and lan-
contractures caused by burns or fractures, etc.). In  guage stimulation patterns.

addition, neurological problems, such as cerebral palsy,

may be included in this category. Architectural factors must be considered. Section
. 504 of the Rehabilitation Act of 1973 requires that
Health impairments may result in limited strength, ~ programs receiving Federal funds make taeir pro-

vitality and/or alertness. Asthma, cardiac conditions,  grams accessible. This could mean structural changes
sicklecellanemia, epilepsy, and leukemiaareexamples  (for example, adding elevators or ramps) or schedule
of health impairments that could interfere with achild’s  or location changes (for example, offering a course on
education. the ground floor).

Prevalence Sometimes the nature of the child’s disability requires

changes in school equipment or curriculum. In the

One half of one percent (.5%) is the figure usually ~ same way as a student’s placement should be the least

cited in estimates of school aged children with physical  restrictive one for him or her, the day-to-day school
or health impairments. Cerebral palsy accounts for2  pattern also should be as “normal” as possible.

large part of this percentage, followed by spina bifida.

Physical disabilities can have profound effects on

Characteristics children’s emotions and social development. To pro-

mote growth, parents and teachers should avoid over-

Physical disabilities can produce a variety of char-  protection and encourage children to take risks within

acteristics. Children may experience a wide range of  limits of safety and health. Teachers and classmates

restrictions on their activity, from little or no to a  should also understaud that, although children with

complete restructuring of daily life. The most severely  physical disabilities and health impairments may be

affected children may require intensive medical and  physically handicapped, they are more like their class-

educational help. mates than different from them.
Physical problems may interfere with children’s Technology holds great promise for making the
motor functioning, communications, learningskills,or  lifeofa child witha disability more “normal.” Compu-
I social development. terized devices, for example, can help nonvocal, se
CGcecupauonal Therapy Education
F Resources for Rural School Occupational Therapists The Universitv of Kansas Medical Coneer
Q ] i Kansas City, Kansas 1990
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verely physically involved children communicate, per-
haps for the first time.

Students who require recurring or long term hos-
pital care for their condition may nced special services
such as tutoring or homebound instruction to keep up
with their class. Depending upon the nature and
severity of the condition, counseling for the entire

family may be helpful.
REFERENCES
Best, G.A. Individuals with Physical Disabilitics. 1978.

(C.V. Mosby Co., 11830 Wesiline Industrial Drive,
St. Louis, MO 63141)

Bigze, J.L. Teaching Individuals with Physical and

Multiple Disabilities, 1982. (Charles E. Merrill
Publishing Co., Columbus, OH 43216)

Birch, J.W. & Reynolds, M.C. Teaching Exceptjonal

Children in All American’s Schools. 1981. (The
Council for Exceptional Children, 1920 Associa-

tion Drive, Reston, VA 22091)

Calhoun, M.L., & Hawisher, M. Teaching and Learn-
ing Strategies for Physically Handicapped Stu-
dents. 1979. (University Park Press, 233 Redwood
Street, Baltimore, MD 21202)

Darling, R.B., & Darling, J. Children Who Are Differ-
ent. Meeting the Chailenges of Birth Defects in
Society. 1982. (C.V. Mosby Co., 11830 Westline
Industrial Drive, St. Louis, MO 63121)

Epilepsy Foundation of Aamerica. Epilepsy: You and
Your Child. 1980 (Epilepsy Foundation of Amer-
ica, 4351 Garden City Drive, Landover, MD 20785)

National Rehabilitation Information Center. Learn-
ing to Live with Disability: A Guidebook for
Families. 1980. (National Rehabilitation Infor-
mation Center, 4407 8th Street, NE, Washington,
DC 20017)

McCollum, A.T. Coping with Prolonged Heaith Im-
pairment in Your Child. 1975. (Little, Brown &

Co., 34 Beacon Street, Boston, MA 02106)

Mullins, J.B. A Teacher's Guide to Management of

Physical Handjcapped Students. 1979. (Charles C.
Thomas Publisher, 2600 So. First Street, Spring-

field, IL 62717)

Prensky, A.L. & Pulkes, FH.S. Care of the Neurologi-
cally Handjcapped Child. 1982. (Oxford Univer-

sity Press, 200 Madison Avenue, New York, NY
10016)

Umbreit, J., & Cardullas O. (Eds) Educating the
ica ; 1980. (Special
Press, F.O. Box 2524, Columbus, OH 43216)

RESOURCES

Accent on Information

P.O. Box 700

Guillum Road & High Drive
Bloomington, IN 61701

American National Standards Institute
1430 Broadway
New York, NY 10018

(212) 354-3300

American Coalition of Citizens with Disabilities
1346 Connecticut Avenue, NW
Washington, DC 20036

(202) 785-4265

Cancer Information Clearinghouse
Nationa] Cancer Institute
Bethseda, MD 20205

(301) 496-4070

The Candlelighters Foundation
2025 I Street, NW - Suite 1011
Washington, DC 20006

Division of Physically Handicapped

c/o The Council for Exceptional Children
1920 Association Drive

Reston, VA 22091

Epilepsy Foundation of America
4351 Garden City Drive
Landover, MD 20785

(301) 459-3700

F Resources for Rural School Occupational Therapists
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March of Dime Birth Defects Foundation
P.O. Box 2000
1275 Mamaroneck Avenue
White Plains, NY 10605
(914) 128-7100

National Association of the Physically Handicapped
76 Elm Street

London, OH 43140

(614) 852-1664

National Easter Seal Society
2023 W. Ogden Avenue
Chicago, IL 60612

(312) 243-8400

National Library Service for the Blind & Physi-
cally Handicapped

Library of Congress

1291 Taylor Street, NW

Washington, DC 20547

National Rehabilitation Infor..ation Cente.
4407 Eighth Street, NW
Washington, DC 20017

Ulnited Cerebral Palsy Association
66 E. 34th Street
New York, NY 10016

(212) 481-6300

F Resources for Rural School Occupational Therapists
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National Information Center For Children And Youth With Handicaps

P.O. Box 1492 Washington, D.C. 20013

VISUAL IMPAIRMENTS
Definitions Characteristics

The term “legally blind”, “partially sighted”, and
“low vision” may mean different things in legal and
educational contexts. The educational definitions of
the terms are given below.

- Visual handicap indicates that some type of vis-
ual problem has resulted in a need for special
education.

- Blindness refers to a condition with no vision or
only minimal (light perception). Blind stu-
dents learn via Braille or other non-visual me-
dia.

- Low vision refers to limited distance vision.
People with low vision are able to see items
close to them. They use a combination of
vision and other senses to learn, although they
may require adaptations in lighting or size of
print.

Visual impairments can include myopia, hyper-
opia, and astigmatism; problems in the visual field; and
muscular problems that result in visual disturbances.

Incidence

The rate at which visual impairments occur in the
general population increases considerably with age,
especially after 65. For individuals under 45, the esti-
mated incidence is 7 per 1,000; for individuals over 65,
it is 44.5 per 1,000.

The effect of visual problems on a child’s develop-
ment depends on the severity, type of loss, age at which
the condition appeared, and overall functioning level
of the child. The child may be delayed in motor,
cognitive, and/or social development.

A young child with visual handicaps has little
reason to explore interesting objects in the environ-
ment, and thus may miss opportunities to have experi-
ences and to leamn. This lack of exploration may con-
tinue until hearing becomes motivating or until inter-
vention begins.

Because the child cannot see parents or peers, he
or she may be unable to imitate social behavior or
understand nonverbal cues. Visual handicaps can create
obstacles to a growing child’s independence.

Educational implications

The student with visual impairments should be
tested early in order to assess remaining vision. Main-
streaming has been a successful way of serving the
academically oriented student with visual hancicaps.
These students may need additional help with special
equipment and modifications in the regular curricu-
lum to emphasize listening skills, communication,
orientation and mobility, vocation/career, and daily
living skills, Students with low or limited vision may
need help in using their residual vision more efficientiy
and in working with special aids and materials. Stu-
dents who have visual handicaps combined with other
types of handicaps may have greater need for an inter-
disciplinary approach and may require greate; cmpha-
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sis on self care and daily living skills. It is important
that all members of the schooi team and parents under-
stand the child’s physical capabilities 2nd limitations.
To promote growth, parents and teachers should avoid
overprotection and encourage chilaren to take risks
within the limits of safety and health. Teachers and
classmates should also understand that, although chil-
dren with visual impairments and children who are
blind are handicapped, they are more like their class-
mates than different from them.

REFERENCES.

Barraga, N. Visual Handicapsand Learning: A Devel:

opmental Approach. 1976. (Wadsworth Publish-
ing Co., 10 Davis Drive, Belmont, CA 94002)

Book+: der, Susan. Mainstreaming: What Every Child
Needs to Know About Disabilities. 1978. Contains
classroom unit on blindness. (Exceptional Parent
Press, 605 Commonwealth Ave., Boston, MA
02215)

Cleary, Margaret. Plecase Know Me As [ Am, A Guide
to Help Children Understand Children With Special

Needs. 1975. (Exceptional Parent Press)

Corn, A., & Martinez, E. When You Have a Visually

Handicapped Child in Your Classroom: Sugges-
tions For Teachers. 1983. (The American Founda-

tion for the Blind, 15 West 16th Street, New York,
NY 10011)

Ferrell, Kay A. Parentiug Preschoolers: Suggestions

for Raising Young Blind and Visually Impaired
Children. 1984. (The American Foundation for

the Blind, 15 West 16th Street, New York, NY
10011)

Kamien,Janet. What If You Couldn’t - A Book About
Special Needs. 1979. Contains classroom unit on

blindness. (Charles Scribner and Sons, 115 5th
Ave., New York, NY 10003)

Kastein, S., Spaulding, 1. & Scarf, B. Raising the Young
Blind Child. A Guide for Parents and Educators.
1980. (Human Sciences Press, Inc., 72 Fifth Ave-
nue, New York, NY 10011)

Kelley, Jeny Regreation Programming For Visually
dren and Youth. 1981. (The Ameri-

cen Foundation for the Blind, 15 West 16th Street,
New York, NY 10011)

Krents, Harold. To Race The Wind. The film, “But-
terflies Are Free” is based on this young man’s
account of growing up blind. 1974. (G.P. Putnam
and Sons, 200 Madison Avenue, New York, NY
10016)

National Learning Resource Center of Pennsylvania.
[carning Aids for the Visually Impaired Child.
1977. (Available from the ERIC Document Re-
production Service, P.O. Box 190, Arlington, VA
22210. ED 149503, 16 pp.)

Nelson, Roberta. Creating Community Acceptance

for Handicapped People. 1978. (Charles C. Tho-
mas, Publisher, 2600 South First St., Springfield,

IL 62717)

Nousanen, D., & Robinson, L.W. Take Charge! A
Guide to Resources for Parents of the Visually Im-
paired. 1980. (The National Association for Par-
enis of the Visually Impaired, 2011 Hardy Circle,
Austin, TX 78575)

Schuch, J., Get Ready, Get Set, Go! A _Guide for
Parents of Visually Impaired Children. 1975. (Inter-

national Institute for Visually Impaired, Rutgets,
East Lansing, MI 48823)

Stratton, Josephine. The Blind Child in the Regular
Kindergarten. 1977. (Charles C. Thomas, Pub-
lisher, 2600 South First St., Springfield, IL 62717)

When You Have a Visually Handicapped Child In

Your Classroom: Suggestions for Teachers by
Teachers. 1977. (American Foundation for the

Blind, 15 West 16th Street, New York, NY 10011)

Willoughby, D.A. Resource Guide for Parents and
Educators of Blind Children. 1979, (National Fed-

eration of the Blind, 1800 Johnson Street, Balti-
more, MD 21230)
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Yeadon, A., & Grayson, D. Living with Impaired

Vision: An Introduction. 1979. (The American
Foundation for the Blind Inc., 15 West 16th Street,

New York, NY 10011)

Tannenbaum, Robin. A Different Way ofSeeing. 1983.
(The American Foundation of the Blind, Inc,, 15

West 16th Street, New York, NY 10011)

RESOURCES

American Association of Workers for the Blind
206 North Washington Street
Alexandria, VA 22314

American Council for the Blind
1211 Connecticut Avenue, NW
Washington, DC 20036

(800) 424-8666 toll free

(Z32) 833-1251

American Foundation for the Blind
15 West 16th Street
New York, NY 10011

(212) 620-2000

American Printing House for the Blind
1800 Frankfort Avenue
Louisville, KY 40206

(502) 895-2405

Association for Education of the Visually Handi-
capped, Inc.
206 N. Washington Street
Alexandria, VA 22314
(703) 836-6060

Division for the Visually Handicapped
c/o The Council for Exceptional Children
1920 Association Drive
Resion, VA 22091

(703) 620-3660

International Institute {or Visually Impaired 0-7
Inc.
1975 Rutgers Circle
East Lansing, MI 48823
(517) 351-6300

OR
14 Gay Street
Newtonville, MA (2160
(617) 527-0476

National Association for Parents of ihe Visually
Impaired, Inc.

2011 Hardy Circle

Austin, TX 78757

National Association for the Visually Handicapped
305 East 24th Street, 17-C
New York, NY 10010

(212) 889-3141

National Eye Institute
Natioral Institutes of Health
Building 31, Room 6A32
Bethesda, MD 20205

(301) 496-5248

National Federation of the Blind
1800 Johnson Street
Baltimore, MD 21230

(301) 659-9314

National Library Service
Division for the Blind & Physically Handicapped
Library of Congress
1291 Taylor Street, NW
Washington, DC 20542
(202) 287-5100

National Retinitis Pigmentosa Foundation
8331 Mindale Circle
Baltimore, MD 21207

(301) 655-1011

(301) 655-1190 (TTD)

(8C0) 638-2300

National Society to Prevent Blindness
89 Madison Avenue
New York, NY 10016

(212) 684-3505

Recording for the Blind, Inc.
20 Roszel Road
Princeton, NJ 08540

(509) 452-0606

F Resources for Rural School Occupational Therapists
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National Information Center For Children And Youth With Handicaps

P.O. Box 1492 Washington, D.C. 20013

MENTAL RETARDATION

Definition

People with mental retardation are those who
develop at a below average rate and experience diffi-
culty in learning and social adjustment. The regulia-
tions for Public Law 94-142 (The Education for All
Handicapped Children Act) provided the following
technical definition for mental retardation:

“Menzally retarded’’ means significantly subaver-
age general intellectual functioning existing concurrently
with deficits in adaptive behavior and manifested during
the developmental period, which adversely affects a child’s

educational performance.”

“General intellectual functioning™ refers to a score
obtained on an intelligence test. Persons with mental
retardation usuallyscore 70 orbelow. Adaptive behav-
ior refers to a person’s adjustment to everyday life.
Difficulties may occur in learning cormunication, social,
academic, vocational, and independent living skills.

Mental retardation is not a disease, nor should it
be confused with mental illness. Children with mental
retardation become adults; they do not remain “eter-
nal children.” They do learn, but slowly, and with
difficulty.

Incidence

Some studies suggest that approximately 1% of
the genera: population has mental retardation (when
both intelligence and adaptive behavior measures are
used). According to data reported to the U.S. Depart-
ment of Education by the states, in the 1985-86 school
year, 686,077 students ages 0-21 were classified as
having mental retardation and were provided services

by the public schools. This figure represents approxi-
mately 1.7% of the total school enrollment for that
year. It does not include students reported as having
multiple handicaps or those in non-categorical special
education pre-school programs who may also have
mental retardation.

Mary authorities agree that people with mental
retardation develop in the same way that people with-
out retardation, but at a slower rate. Others suggest
that persons with retardation have difficuities in par-
ticular areas of basic thinking and learning (cognition),
sucti as attention, perception, or memory. Depending
on the extent of the retardation - mild, moderate,
severe, or profound - individuals will develop differ-
ently in academic, social, and vocational skills.

Appropriate educational opportunities that begin
in infancy and continue throughout the developmental
period and beyond will enable children with mental
retardation to develop to their fullest potential. Most
can enter the competitive labor market and the main-
stream of daily life. With apprcopriate support, cthers
can live productive and independent lives.

Educational Implications

Persons with mental retardation bave the capacity
to learn, to develop, and to grow. The great majority of
these citizens can become productive and full partici-
pants in society. As with all education, modifying
instruction to meet individual needs is the starting
point for successful learring. Throughout their child’s
education, parents should be an integral part of the
planning and teaching team.

F Resources for Rural School Occupational Therapists
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In teaching persons with retardation, it is important to:

-Use concrete materials that are interesting, age-
appropriate and relevant to the students;

-Present information and instructions in small,
sequential steps and review each step fre-

quently;

-Provide prompt and consistent feedback;

-Teach these children, whenever possible, in the
same school theywould attend if they werenot
mentally retarded;

-Stress success;

-Teach tasks or skills that students will use fre-
quently in such a way that students can apply
the tasks or skills in settings outside school;
and

-Remember that tasks that many people learn
without instruction may need t0 be struc-
tured, or broken down into small steps or
segments, with each step being carefully taugh.t.

Children and adults with retardation need the
same basic services that al! people need for normal
development. These include education, vocational
preparation, health services, recreational opportuni-
ties, and many more. In additior, many peisons with
retardation need specialized services to meet special
needs. Such services include disgnostic and evaluation
centers; special early education opportunities, begin-
ning with infant stimulation programs and continuing
through preschool; and educational programs that
include age-appropriate activities, functional academ-
ics, transition training, and opportunities for inde-
pendent living and competitive employment to the
maximum extent possible. As citizens with mental
retardation gain greater access (o integrated educa-
tional and coinmunity living opportunities, they are
demonstrating greater abilitics to learn, work, and live
independently.

R Findi

Recent scientific and medical research shows that
mental retardation can be caused by different biologi-
cal factoss occurring before, during, or after birth.
Probably the greatest number of children with mental
retardation have chromosome abnormalities. Other
biological factors include (but are not limited to):
asphyxia (lack of oxygen); blood incompatibilities
between mother and fetus; and matemal infections,
such as rubella or herpes. Certain drugs have been
linked to problems in fetal development. During the
1980°s, medical research has focused on the harmful
effects of heavy alcohol, tobacco, and illegal drug use,
as well as drugs and medications used during preg-
nancy.

In addition, there are some biological factors that
occur after birth that may lead to mental retardation.
These include: brain tumors and infections, head inju-
ries, severe malnutrition, and accidental poisoning
from environmental toxins (such as lead or mercury).
Modern medical technology has made advances in pre-
vention and early treatment for infonts at risk for
mental retardation.

Medical science continues to investigate causes
and possible treatmeant for a wide variety of conditions
associated with meutal retardation. Educational re-
searck is involved in developing and implementing
model programs for nontzaditional learners that will
give them greater skills in educational and community
settings. Social scientists continue their work to inte-
grate people with mental retardation into the commu-
nity. Through the application of the current develop-
ment of new knowledge, researchers continue to seek
the causes and prevention of disorders and conditions
that can lecad to mental retardation.

RESOURCES

Books, Articles and Other Publications

He'p for Families

Cougan, T., & Isbell, L. We Have Been There: Families
Share the Joys and Struggles of Living with Mental
Retardation. 1983. (Abdingdon Press, 201 8th
Avenue S., Nashville, TN 37202)
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antheon Boob 2201 East SOth Street, New
York, NY 10022)

Cutler, Barbara C. Unraveling the Special Education
uide . 1981, (Re-

search Press, Box 3177, Dept. D., Champangn,
61821)

Mather, J. Make the Most of Your Baby. 1981. (Asso-
ciation for Retarded Citizens of the United States,

2501 Avenue J, Arlington, TX 76006)

Perske, R. Hope For the Familics: New Directions

For Parents of Persons with Retardation and Other
Disabilities. 1981. (Abingdon Press, 201 8th
Avenue S,, Nashville, TN 37202)

Tumbuli, H.R., & Turbull, A.P. Parents Speak Out:
Then and Now. (2nd edition). 1985. (Charles E.
Merrill Publishing Company, Columbus, OH 43216)

. Zukeman, L. & Yrua, M.T. Raising the Exceptional
ild: ti v 1 e
Handicapped or Retarded Child. 1979. (Hawthorn
Books, 2 Park Avenue, New York, NY 10016)

Education

Macnillan, D.L. Mental Retardation in School and
Society. (Little,Brown & Company, 34 Beacon
Street, Boston, MA 02106)

Mulick, J.A. & Pueschel, S. Parent-Professional Par-

ticipation i lopmental Disability Services:
Foundations and Prospects. 1983. (The Ware
Press, Cambridge, MA)

Reynolds, M.C. & Birch, J.W. Teaching Exceptional
Children in All America’s Schools. 1982, (The
Council for Exceptional Children, 1920 Associa-
tion Drive, Reston, VA 22091)

Occupational Therapy Education
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National Information Center For Children And Youth With Handicaps

P.O. Box 1452 Washington, D.C. 20013

E +.>TIONAL DISTURBANCE

Définition

Many items are used to denote severe behavior
problems (emotional handicaps or disturbances, be-
havior disorders, physiological disorder, social malad-
justment, delinquency, schizophrenia, mental illness,
and psychosis). However, most people would agree
that each of these terms indicate behavior that is sig-
nificantly different from what is expected of someone
at a particular age.

Public Law 94-142, The Education for All Handi-
capped Children Act, defines serious emotional distur-
Lances as “a condition exhibiting one or more of the
following characteristics over a long period of time and
to a marked degree, which adversely affects educa-
tional performance.

- An inability to learn which cannot be explained
by intellectual, sensory, or health factors;

- An inability to build or maintain satisfactory in-
terpersonal relationships with peers and teach-
ers;

- A general pervasive mood of unhappiness or
depression; or

- A tendency to develop physical symptoms or
fears associated with personal or school prob-
lems” (U.S. Federal Register 42, August 23,
1977, pp. 42478-42479).

The Federal Register definition includes children
who are schizophrenic. The law excludes socially
maladjusted children (except those determined to be
seriously emotionally disturbed) and autistic children
(who are included in the “other health impaired”

category).

Incidence

For the school year of 1983-84, 362,073 children
and youth with emotional disturbances were provided
services in the public schools (Seventh Annual Report
to Congress, U.S. Department of Education, 1985).

Characteristics

The causes of emotional disturbance have not
been adequately determined. Although various fac-

_tors such as heredity, brain disorder, diet, stress, and

family functioning have been suggested as possible
causes, research has not shown any of these factors to
be the direct cause of behavior problems. Some of the
characteristics and behaviors seen in disturbed chil-
dren include:

Hyperactivity (short attention span, impulsiv-
ity);

Aggression/self-injurious behavior (acting out
fighting);

Withdrawal (failure to initiate interaction with
others, retreat from exchanges of social inter-
action, excessive fear or anxiety);

Immaturity (inappropriate crying, temper tan-
trums, poor coping skills);

- Social maladjustment (truancy, delinquer.cy),
and

-Learning problems (deficits in academic achieve-
ment).
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The profoundly disturbed child is typically identi-
fied as psychoticor schizophrenic. His or her behavior
tends to show distorted thinking, excessive anxiety,
bizarre motor acts, and frequent mood changes.

Many children who are not emotionally disturbed
may display these same behaviors at various times
during their development. However, when a child is
emotionally disturbed, these behaviors continue over
long periods of time. The child’s behavior tnus signals
that the child is not coping with the environment or
peers and, in fact, may be bringing harm to himself or
herself, and/ur others,

Edu=zation

Educational instruction for children with emo-
tional disturbances may besimilar to the programming
provided to other handicapped children. Major objec-
tives include developing social skills and increasing
seif-control. Other goals in addition to teaching basic
self-care may include teaching basic self-care skills.
Career education (vocational programs) is rapidly
becoming a major part of secondary education for
those children, and is recommended as part of every
adolescent’s individualized education program (IEP).

Behavior modification is one of the most widely
used approaches to teaching children with emotional
behavior disorders. This approach increases appropri-
ate behaviors and decreases inappropriate beaaviors
by using the principles of reinforcement and shaping.
Art, music, playand drama therapies have been helpful
to some children. Most professionals consider a well
structured program to be vitally important when work-
ing with disturbed children, regardiess of the particular
approach chosen. It is importan: that teachers and
parents react as consistently as possible.

The approaches described above, together with
extra support for teachers, have allowed more children
with emotional disturbances to be educated in the
public schools in the past. Programs are moving to-
wards intensive, short term intervention rather than
specialized placements. The focus of intervention is
carly detection and prevention.

Other Considerations

Families of children with emotional disturbance
may need help in understanding their child’s condition
and in learning how towork effectively with him or her.
Help is available from psychiatrists or psychologists in
public or private mental health settings. Sometimes it
is necessary to remove the child from the home and to
obtain residential care. Each child should be provided
services based on his or her individual needs and all
persons who are involved with the child should be
aware of the care he or she is receiving, that is, it is
important to coordinate all services with communica-
tion between home, school, and the therapeutic com-
munity.

REFERENCES
Help for Famihes

Bernheim, K., Lewine, R., & Beale, C. (1982). The

Caring Family. (Random House, Inc., 400 Hahn
Rd., Westminister, MD 21157)

Brehm, S. (1978). Help for Your Child: A Parent's
Guide Ith Services. (Prentice-Hall
International, Inc.,, 301 Sylvan Avenue, Engle-
wood Cliffs, NJ (07632)

Oiiver, B. (1976). The ABC's of Hanging On While

Raisinga Family witha Disturbed Child. (Flo-Bet
Press, P.O. Box 511, Westwego, LA 70094)

Park, C.C. & Sahpiro, L. (1979). You are Not Alone:
Understanding and Dealing with Mental Iliness.
(Little, Brown and Company, 34 Beacon Street,
Boston, MA 02106)

Education

Algozzine, R., Schmid, R., & Mercer, C.D. (1981).
Childhood Behavior Disorders, Applied Research
and Educational Practice. (Aspen Systems Corpo-
ration, 1600 Boulevard. Rockville, MD 20850)

Blankenship. C., & Lilly, S.A. (1981). Mainstreaming
Students with Learning Behavior Problems. (Hoit,
Rinehart and Winston, 383 Madison Avenue,
New York, NY 10017)
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Morse, W.C., Ardizzon, J., MacDonald, C., & Pasick, P.
(1530). Specia
and Youth. (Council for Exceptional Children,
1920 Associaiion Drive, Reston, VA 22091)

Stainback, S. & Stainback, W. (1980). Educating Chil-
dren With Severe Maladaptive Behaviors. (Grunc
and Stratton, 111 Fifth Avenue, New York, NY
10003)

Other

Fagan, S.A., Long, N.J.. & Stevens, D.J. (1975). Teach-
ing Children Self Control. (Charies E. Merrill Co.,
1300 Alum Creek Drive, Columbus, OH 43216)

Kaufman, J.M. (1981). Characteristics of Children’s
Behavior Disorders. (Charles E. Merrill Co., 1300
Alum Creek Drive, Columbus, OH 43216)

Reinert, H.C. (1980). Children in Conflict. (CV.
Mosby Co., 11830 Westline Industrial Drive, St.
. Louis, MO 63141)

'Nﬂfofd' R. (1979). A@W

. (Prentice-

Hall International, Inc.,, 301 Sylvan Avenue, Engle-
wood Cliffs, NJ 07632)

RESOURCES

American Association of Psychiatric Services for
Children

1133 Fifteenth Street, NW, Suite 1000

Washington, DC 20005

(Provides information on meetings and profes-
sional journals)

Council for Children with Behavioral Disorders
¢/o Council for Exceptional Children

1920 Association Drive

Reston, VA 22091

(Distributes fact sheet on emotional disturbance)

-

Families as Allies Project

Research & Training Center to Improve Services
to Emotionally Handicapped Children and
Their Families

Portland State University

P.O. Box 751

Portland, OR 97207

(Designed to “promote collaboration between
families of children with emotional handicaps
and the professionals who serve them”. Pub-
lishes “National Directory of Organizations
Serving Parents of Seriously Emotionally
Handicapped Children and Youth”.)

National Alliance for the Mentally 11l

1901 N. Fort Myer Drive #500

Arlington, VA 22209

(Distributes literature on emotional and behav-
joral problems. State affiliates provide sup-
port services).

* ational Mental Heaith Association

1021 Prince Street

Alexander, VA 22314-2971

(Offers referral services to parents. Some affili-
ates provide parent support services).
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National Information Center For Children And Youth With Handicaps

P.0. Box 1492 Washington, D.C. 20013

SEVERE AND/OR MULTIPLE HANDICAPS

efinition

The terin severe handicap indicates an intense
degree of a condition such as mental retardation, deaf-
ness, blindness, physical disability or emotional distur-
bance. It may also refer to more than one, or a “mul-
tiple” handicap, such as mental retardation and cere-
bral palsy or blindness and physical disability.

An individual with severe handicaps need not be
multihandicapped. Severity describes the degree of
involvement in a specific disability.

Incidence

In the 1985-86 school year, the states reported to
the U.S. Department of Education tuat they were
providing services to 89,231 children with multiple
handicaps. This number represents .22% ofthe school
enroliment. Severe handicaps are not one of the cate-
gories reported.

Characteristics

Children and youth with severe or multiple iandi-
caps may exhibit a wide range of characteristics, de-
pending upcn the combination of handicaps, the child’s
age, and the severity of the disabilities. There are,
however, some traits that these children may share,
including:

- Limited speech or communication;
- Difficulty in basic physical mobility;

- Inability to care for themselves;

- Failure to relate to or attend to others; and

- Tendency toward self-injury or abuse.

Medical implications

Many different medical problems may accompany
severe handicaps. A few examples include seizures,
hydrocephalus, and scolicsis. These conditions should
be taken into consideration when establishing services
for the child. A multidisciplinary team consisting of
thechild’s parents, educational specialists and medical
specialists in the areas in which the child demonstrates
problems <hould work together to plan and coordinate
the child’s ~rvices.

Educational Implications

In the past, children with severe and/or multiple
handicaps were regularly excluded irom the public
schools. Since the implementation of Public Law 94-
142, the Education for All Handicapped Children Act,
public schools are now serving large numbers of se-
verely and/or multiply handicapped students. Some of
these children and youth have returned from institu-
tions, others may be entering structured programs for
the first time, and still others are graduates of high
quality intervention programs.

Educational programs for children with severe
and/or multiple handicaps need to incorporate a vari-
ety of compo:. "!s 10 meet the ‘remandsug preds of
these children. Thus, instruction should cover the
following areas:
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- Academics;

- Communication;
- Sensory stimulation; and
- Self-sufficiency.

Related services are of great importance, and the
multidiscipl’1ary approach is critical. Appropriate
persons such as speech and language therapists, physi-
cal and occupational therapists, and medical special-
ists need to work closely with the classroom teacher
and parents.

Frequently, classroom arrangements must take
into consideration students’ needs for medication, special
diet, or special equipment. Special aids and adaptive
equipment enable these children (o increase their range
of functioning. Inrecent years, for example,computers
have become effective communication devices. Other
aids which may be seen in classrooms include: wheel-
chairs, typewriters, headsticks (headgear), clamps,
modified handles on cups and silverware, and commu-
nication boards.

Integrated with nonhandicapped students is an-
other concern. For many of these students, placement
in a special class of a local school allows for interaction
during the normal school day.

Vocational and leisure skills are a critical consid-
eration for children and youth with severe handicaps.
Programming for maximum independence should begin
as carly as elementary school. In order to prepare the
student for post-school adjustment and the greatest
degree of independence and self-sufficiency, the pro-
gram should draw on community services including
group homes, vocational programs, and recreational
programs,

RESOURCES
Blacher, J. Severely Handicapped Young Children
and Their Familjes: Research in Review. 1984.
(Academic Press, Inc., Orlando, FL. 32887)

Orelove, F. & Sobsey, D. Educating Children with

proach. 1987. (Paul H. Brookes Pub. Co., P.O. Box
10624, Baltimore, MD 21285-0624)

Valletutti, . 1. & Simms-Tucker, B.M. (Eds.) Severely
an¢ Profoundly Hapdicapped Students: Their
Nature apd Nzeds. 1984. (Paul H. Brookes Pub.
Co., (see above).

ORGANIZATIONS

The Association for Persons with Severe Handi-
caps (TASH) ‘

7010 Roosevelt Way, N.E,

Seattle, WA 98115

206-523-8446

Council for Exceptional Children (CEC)
1920 Association Drive

Reston, VA 22091

703-620-3660

March of Dimes Birth Defects Foundation
1275 Mamaroneck Ave.

White Plains, NY 10605

914-428-7100

National Easter Seal Society
2023 West Ogden Ave.
Chicago, IL 60612
800-211-6827 (Toll Free)

National Industries for the Severely Handicapped
(NISH)

2235 Cedar Lane

Vienna, VA 22180

703-560-6800

703-560-6512 (TDD)

F Resources for Rural School Occupational The=apists

O up.xtmnd] Theraps b Gt
The Univessity of Kansas NMedpaio oo
Kw‘l““;\!.“\ (-it‘.', K(‘”‘l‘%d"v 1\“)[)

| K




MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

National Rehabilitation Information Center
(NARIC)

8455 Colesville Rd., Suite 935

Silver Spring, MD 20910-3319

800-588-9284 (Toll Free)

800-346-2742 (Voice/TDD) (Toll Free)

SKIP - Sick Kids (Need) Involved People
¢/o SKIP of New York

500 E. 83rd Street, Suite 1B

New York, NY 10028

212-628-5994

Trace Research & Development Center on Com-
munication, Control and Computer Access
for Handicapped Individuals

1500 Highland Ave., S-151 Center

University of Wisconsin-Madison

Madison, WI 53705

608-262-6966

Orecupational Therapy b e
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National Information Center For Children And Youth With Handicaps

P.C. Box 1492 Washington, D.C. 20013

GENERAL INFORMATION ABOUT LEARNING DISABILITIES

Definition

The regulations for Public Law 94-142 (The Edu-
cation of the Handicapped Act) define a learaing dis-
ability as a “disorder in one or more of the basic
psychological processes involved in understanding or
in using spoken or written language, which may mani-
fest itself in an imperfect adility to listen, think, speak,
read, write, spell or do mathematical calculation.”

The Federal definition further states that learning

disabilities include “such condijtions as perceptual -

handicaps, brain injury, minimal brain dysfunction,
dyslexia, and developmental aphasia.” According to
the law, learning disabilities do not include learning
problems that are primarily the result of visual, hear-
ing, or motor handicaps; mental retardation; or envi-
ronmental, cultural, or economic disadvantage. Defi-
nitions of learning disabilities also vary among states.

Having a single term to describe this category of
children with handicaps reduces some of the conf :-
sion, but there are many conflicting theories about
what causes learning disabilities and how many there
are. The label “learning disabilities” is all-embracing;
it describes a syndrome, not a specific child with spe-
cific problem. The definition assists in classifying chil-
dren, not teaching them. Parents and teachers need to
concentrate on the individual child. They need to
observe both how and how well the child performs, to
assess strengths and weaknesses, and invent ways to
help eachchild learn. Itis important to remember that
there is a high degree of interrelationship and overlap-
ping among the areas of learning. Therefore, children
with learning disabilities may exhibit a combination of
characteristics. These problems may mildly, moder-
ately, or severely impair the learning process.

Incidence

Many different estimates of the number of chil-
dren with learning disabilities have appeared in the
literature (ranging from 1% to 30% of the general
popuiation). In 1987, the Interagency Committee on
Leaming Disabilities concluded that 5% to 10% is a
rcasonable estimate of the percentage of persons af-
fected by learning disabilities. The U.S. Department of
Education (1987) reported that 4.73% of all school
aged children received special education services for
learning disabilities and that in the 1986-87 school year
over 1.9 millionchildrenwith learning disabilities were
served under Public Law 94-142. Differences in esti-
mates perhaps reflect variations in the definition.

Characteristics

Students who have learning disabilities may ex-
hibit a wide range of traits, including problems with
reading comprehension, spoken language, writing, or
reasoning ability. Hyperactivity, in-attention, and
perceptual coordination problem may also be associ-
ated with learning disabilities. Other traits that may be
presentinciude a variety of symptoms of brain dysfunc-
tion, such as an uneven and unpredictable test per-
formance, perceptual impairments, motor disorders,
and such emotional characteristics as impulsiveness,
low tolerance to frustration and problems in handling
day-to-day social interactions and situations.

One of the most apparent characteristics of learn-
ing disabilities is a significant difference in the child’s
achievement in some areas, as compared to his or her
overall intelligence.

( ‘('1'(1}‘).”1\\“‘&! B QH'I.!})‘.’ | S ETRRTANNE
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MANAGING OCCUPATIONAL THERADPY IN RUrRAL EDUCATION

Learning disabilities may occur in the following
academic arcas:

- Spoken language: Delays, disorders, or discrep-
ancies in listening and spezking;

- Written language: Difficulties with reading,
writing, and spelling;

- Arithmetic: Difficulty in performing arithmetic
functions or in comprehending basic conc2pts;
and

- Reasoning: Difficulty inorganizingandintegtat-
ing thoughts.

Education Implications

Because learning disabilities are manifested in a
variety of behavior patterns, the Individual Education
Program (IEP) must be designed carefully. A team
approach is important for educating the child with a
learning disability, beginning with the assessment process
and continuing through the development of the [EP.
Close collaboration among special class teachers, par-
ents, resource room teachers, regular class teachers,
and others, will facilitate the overall development of a
child with learning disabilities.

Some teachers report that the following strategies
have been effective with somestudents who have learn-
ing disabilities:

- High structure and clear expectations;
- Using short sentences and simple vocabulary

- Opportunities for success in asupportive atmos-
phere;

- Flexibility in classroom procedures (e.g., allow-
ing the use of tape recorders for note-taking
and test taking when students have trouble
with written language),

- Self-correcting materials, which provide imme-
diate feedback without embarrassment;

- Using coraputers for drilland practice and teach-
ing work processing; and

- Positive reinforcement of appropriaie social
skills at school and home.

RESOURCES

Interagency Committce on Leamning Disabilities.
Leaming-Disabilities: A Report to Congress. 1987,
(National Institute of Child Heaith and Human
Development, 9000 Rockville Pike, Bethesda, MD
20892)

Journal of Learning Disabilities.” (PRO-ED, Austin,
TX)

Lerner, J. Learning Disabilities: Theories, Diagnosis,
and Teaching Strategies. 1985. (Houghton, Mif-
flin Co., Boston, MA)

Smith, S. swers -- rning Disabled Child.
1981. (Bantam Books, New York, NY)

ORGANIZATIONS

Association for Children and Adults with Learn-
ing Disabilities (ACLD)

4156 Library Road

Pittsburgh, PA 15234

412-341-1515

or

412-341-8077

Co-ADD (Coalition for the Education and Sup-
port of Attention Deficit Disorder)

P.O. Box 242

Osseo, M1 55369

612-425-0423

Division of Learning Disabilities
Council for Exceptional Children
1920 Association Drive

Reston, VA 22091
703-620-3660
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MANAGING OCCUPATIONAL THERAPY IN RURATL P DOUCATION

Foundation for Children with Learning Disabili-
ties (FCLD)

99 Park Avenue

New York, NY 10016

212-687-7211

National Network of Learning Disabled Adults
(NNLDA)

808 North 82nd Street, #F2

Scottsdale, AZ 85257

602-941-5112

Orton Dyslexia Society
724 York Road
Baltimore, MD 21204
301-296-0232
800-222-3123 (Toll Free)
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MANAGING OCCUPATIONAL THERADTY IN RURAL Ero vios

Annotated Bibliography

There are many excellent resources available in the marketplace, but it is sometimes |
difficult for the rural school-based occupational therapist to locate these resources. We hope
you find them useful. The annotated bibliography includes sources we have found useful and |
recommend to practicing occupational therapists. |

Bissell, J., Fisher, J., Owens, C., & Polcyn, P. (1988). Sensory motor handbook: A guide for
implementing and modifying activities in the classroom. Torrance, CA: Sensory Integration

International. 178 pages.

This guide provides occupational therapists with a resource to assist classroom teachers in
analyzing activities. Based on neurological principles underlying learning, the handbook
presents information in lay terminology regar:ing sensory processes and motor components
that promote classroom success or may cause problems. The authors use a problem-oriented
approach to analyze possible classroom difficulties, looking at the difficulties in terms of which
possible sensory and/or motor components may be affecting performance. Suggested activities
are given to remediate and/or compensate for these components. A large section of the text
. provides activities and games that can be used by the teacher to assist in facilitating sensory

motor development. Instructions for some materials are included. The bibliography lists
references for both theoretical and practical information.

Cicirello, N., Hall, S., Hylton, J., & Reed, P. (1988). Teaching nontherapists to do positioning
and handling in educational settings. Portland, GR: Oregon Health Sciences University. 80
pages. Project Ties.

Developed to help physical and occupational therapiste teach non-therapists to carry out
recommendations for positioning and handling, this manual discusses movement and motor
impairment, handling body mechanics, and positioning. Portions of the manual can be
photocopied and given to nontherapists to reinforce the therapist’s instructions and
demonstrations. The manual contains illustrated positions and information about their
advantages, disadvantages, tips for their use, and space for therapist-generated, student-
specific information; as well as st: ategies for teaching about muscle tone, the use of proper body
mechanics and the application of the pri.iciples of pisitioning and handling. The manual is
designed to be used in conjunction with the videotape, Teaching Nontherapists to Protect Their
Backs When Moving Studenis Who Have Physical Disabilities.
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Cicirello, N., Hall, S., Reed, P., & Hylton, J. (1989). The therapists role in adapted physical
education. Portland, OR: Oregon Health Sciences University. 36 pages. Project Ties.

This manual on adapted physical education, its goals and its practices, offers informaticn that
will enable therapists to consult knowledgeably with the teachers who conduct adapted PE
programs. Stating cleerly that “physical therapy is not physical educaiion”, the manual
delineates the essential difference between the two in terms of their differing gcals for students,
and separate training and certification of practitioners. The manual offers a variety of
suggestions for working with teachers to alter equipment, rules, time limits, positions, size of
teams and playing areas so students with disabilities will have PE experiences that are
meaningful and beneficial.

Dunn, W,, Campbell, P.H., Oetter, P.L., Hall, S., Berger, E., & Strickland, L.R. (1989).

Guidelines for mgupgggng] therapy services in early intervention and preschool services.
Rockville, MD: The American Occupational Therapy Association, Inc.

The purpose of these guidelines is 10 provide philosophies and procedures for the provision of
occupational therapy services to infants, toddlers, and preschool children as mandated by the
passage of P.L. 99-457. The ainendments to the Education of the Handicapped Act of 1986
. outlining service provision to this group of children are provided for the reader. The position

paper established by the American Occupational Therapy Association is included. Public
policy and occupational therapy’s role in the development of that policy is discussed. The book
provides discussions of “best practice” versus standard practice, the role of valu-. : “each
team member in decision making, referral and discharge planning, commumcatu, , Service
provision, and team models. Because services for the infant/toddler group are provided as a
familyservice, informationis given for the occupational therapist’s role in working with families
and providing services using interagency collaboration. Best practice is discussed in terms of
both the infant/toddler population and preschool population. Discussion of transitions from the
early intervention programs to preschool programs are provided. An extensive bibliography is
provided for the reader. The appendixes include: evaluation performance components,
monitoring parameters, determination of caseload, AOTA publications, and a guide to classifying
occupational theragy personnel. The process and format for developing Individualized Family
Seivice Plans concludes the guidelines.

Hall, S., Cicirello, keed, P., & Hylton, J. (1988). Considerations for feeding children who have
a_neuromuscular disorder. Portland, OR: Oregon Health Sciences University. 19 pages.
Project Ties.

Speech-language pathologists, occupational therapists and physical therapists wno have
responsibility for training others to conduct feeding activities will find this manual a valuable
. addition to their training and demonstrations. Written in nontechnical language, the manual
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MANAGING OCCUPATIONAL THERAPY IN RURAL Eouroa o

discusses feeding procedures as they relate to general nutrition, socialization and communication.
It deals withselecting food textures and consistencies, positioning the child for feeding, selecting
equipment for feeding, and precautions that must be exercised during feeding. This manualis
a companion to Selected Articles on Feeding Children who have a Neuromuscular Disorder. :

Hall, S., Meek, M., Cicirello, N., Reed, P., & Hylton, J. (Eds.). (1988). Selected articles on
feeding children who hav cular disorder. Portland, OR: Oregon Health Sciences
University. 43 pages. Project Ties.

Intended for speech-language pathologists, physical therapists, and occupational therapists
who assess and treat feeding disorders, this selection of technical articles covers normal and
abnormal oral-motor development, anatomy and physiology of the oral-pharyngeal mechanism,
normal feeding patterns, the influence of cerebral palsy on oral-motor functioning, procedures
for promoting jaw control, and guidelines for feeding children who have an oral-motor
dysfunction. Together, the articles present the background needed for a sophisticated and
practical approach to diagnosing and managing abnormal feeding patterns. This manual is a
companion to the one entitled Considerations for Feeding Children Wino Have a Neuromuscular
Disorder.

Hanft, B.E. (Ed.). (1989). Family-centered care: An early intervention resource manual.
Rockville, MD: The American Occupational Therapy Association, Inc.

This manual is written in response to the passage of Public Law 99-457, establishing federal and
state programs of early intervention services for infants and toddlers. The American Occupational
Therapy Association developed workshops focusing on family-centered care and provided this
manual for use by thcse involved in the early intervention process. The text is divided into five
units, with articles written by occupational therapists, educators, parents, and other health care
professionals who have been involved in early intervention programs. Unit I: Family Systems
discusses the family of today and examines culture, values, and resources and the role these
factors play in the function of any family. Unit JI: Parent/Professional Partnerships focuses on
the relationships parents and professionals may be sharing during the provision of early
intervention services and importance of empowering parents with the skills that will facilitat=
both the parents skills as their children’s advocates and the skills of the children wich handicaps
or at-risk conditions. Unijt III: Family-Centered Services discusses the shift from child-centered
care to that of family-centered care. Included is information regarding the Individualized
Family Service Plan and a review of selected family needs and resources assessment tools. Unit
IV: Family-centered Teams focuses on the relationships parents and professicnals have had as
team members and suggests approaches which may enhance the productivity of such teams.
Issues in consultation and specialization for occupational therapists are addressed in this unit.
Unit V: Interagency Collaboration discusses issues in the law providing for the coordination of
. services between the various state agencies. Funding, program evaluation, and the actual law
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

are included. A list of state agencies and committee chairpersons, parent advocacy groups, and
national organizations is provided. Each unit also includes an annotated bibliography on the
various topics.

Hylton, J., Reed, P, Hall, S., & Cicirello, N. (1989). The roles of physical and occupational

mmp_;_;__m_hg_&hgg_l_g_mng Portland, OR: Oregon Health Sciences Univeristy. 69 pages.
Project Ties.

This manual was prepared particularly for therapists who are new to the school setting but it will
be useful to anyone interested in the quality of therapy services offered in school programs.
Therapists, as well as therapy assistants, teachers, administrators, and parents can gain a better
understanding of the mission of therapy in the schools and the laws, policies and principles that
gunde the execution of that mission. The manual discusses therapy’s prima:y role of providing
services prowded by therapists in schools, guidelines for matching services with student needs,
an overview of a functional approach to intervention, and a formula for determing the size of
caseloads.

Klein, M.D. (1983). Pre-dressing skills. Tucson, AZ: Communication Skill Builders. 152 pages.

. This guide provides occupational therapists, as well as teachers and parents, with a resource for
both dressing and undressing skills. Dressing is discussed in relation to general principles of
growth and developmental maturation (cephlo-caudal, proximal-distal, medial-lateral, and
general-specific). The skilis are then discussed as they relate to specific infant to six-year-old
development. A developmental checklist of pre-dressing skills is provided. Prerequisite motor
and sensory skills for dressing aic addressed. Intervention strategies are discussed in terms of
using standard, adaptive, and assistive techniques and devices. Each type of clothing and
fastener that is typically worn is addressed, providing a checklist, standard and adaptive
techniques, and modifications that may be necessary. The author discusses teaching dressing
skills to children with physical handicaps and provides resources for obtaining adapted clothing.
Classroom activities for pre-dressing skills, including games, are provided. Sample formats of
weekly activity plans and preparation for individual pre-dressing programs are given.

Klein, M.D. (1987). Pre-scissor skills (rev. ed.). Tucson, AZ: Therapy Skill Builders. 67 pages.

This book provides occupational therapists, as well as teactersand parents, with a concise guide
to the development of pre-scissor skills. First, prerequisite skills for scissor usage are discussed.
A sequence for scissor usage is given as well as a checklist for skill development. The author
provides the reader with a graded list of eight cutting materials. Types of scissors commercially
available are described along with suggested appropriate usage. Material and method adaptations
. are suggested for clients with a variety of needs. Activities are provided for developing pre-
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scissor skills. Adaptations to classroom activities provide the reader with a variety of suggestions.
The final section is devoted to the preparation of individual education plans for scissor usage.

Klein, M.D. (1988). Pre-sign language motor skills. Tucson, AZ: Communication Skill
Builders. 103 pages.

This guide provides occupational therapists, teachers, barents, and other service providers with
a resource for understanding the motor components necessary in teaching sign language. The
motor requirements used in sign language are discussed in relation to the principles of normal
growth and development (cepho-caudal, proximal-distal, and general-specific). The use of sign
language is discussed in terms of sign relationship to the body, hand usage patterns, and hand
shapes giving a developmental progression in each area. The author stresses the importance
of sign analysis when beginning or progressing with sign language instruction and provides an
outline for such analysis. A pre-sign assessment is detailed for both informal and formal
evcluation. Teaching techniques are suggested along with trainer rules and some adaptations
that might be effective. Several pre-sign activities are provided. A forrat for anindividualized
sign language program is provided.

. Morris, S.E., & Klein, M.D. (1987). Pre-feeding skills: A comprehensive resource for feeding
development. Tucson, AZ: Therapy Skill Builders. 399 pages.

This book provides theoretical, factual, and practical information about feeding. The reader is
introduced to the topi. through discussions of anatomical structures and physiological processes
that occur within the oral-pharyngealstructures. As a basis for treatment of problems, a lengthy
discussion is provided detailing normal development of pre-feeding skills. Normal developmental
issues of movement and sensation are presented. Feeding skills are analyzed from both
| sequential (processes within feeding) and global (developmental stages) references. Feeding
' problems which can occur within the oralstructures, the sensory process, or the feeding process
are explored. Feeding assessment is presented as an ongoing process, with steps for this process
described and rationale for each stepis given. Guidelines for establishing a treatment program,
including roles for each member, are given. Options for communication and learning for the
child, feeder, and therapist are related. Environmental, positioning and handling .ctors are
considered with equipment suggestions offered. A discussion of nutrition explores the normal
caloric/fluid needs of infants and young children as well as problems that may occur (such as
allergies, reactions to medications, etc.). Specific treatment recommendations are discussed in
terms of problems related to oral structures, sensory processes, and feeding processes. A
sequence of normal self-feeding is presented with suggested techniques for facilitation of skills
and recommended equipment. A discussion of the relationship between feeding and speech s
presented. Pre-feedingissues specifically identified with children who are premature, tube-fed,
with cleft palate, who are blind, and with minimal involvement are aiscussed, with treatment
. suggestions and equipment recommendations. Materials for assessment and treatment are
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presented along with criteria for use and addresses of distributors and manufacturers. The
volume provides information using text and illustrations and includes suggested participation
experiences and probes throughout. Forms, which may be reproduced or used as a basis for
individualized records, are provided for the various stages of the assessment process and in
developing a pre-feeding plan.

Play; A skill for life. (1986). Rockville, MD: The American Occupational Therapy Association,
Inc. 66 pages.

This monograph is a compilation of five articles related to play of children with handicapping
conditions and with its use in occupational therapy. The first article discusses the significance
of play in normal children and suggests rationale and methods for fostering play with children
who have handicapping conditions. Next, a study evaluating toys and their use with children with
severe mental handicaps provides the reader with a method of evaluating what materials to use
and recommendations to facilitate independent and/or functional play. Play and therapy as
individual activities are discussed in the third article as well as the appropriate use of play
activities to achieve therapy goals. Use of costumes and dress-up play as a therapeutic aid in
t=aching dressing and undressing skills to children with handicaps is provided in the fourth
article. The program follows a developmental continuum for achieving these skills and suggests
additional materials for the program’s success. The final ar cle discusses infant play in
relationship to Piaget’s stages of cognitive development and the acquistion of motor skills.
Knowledge of these stages of development can assist the occupational therapist in planning
intervention that is relevant to the child with a handicap.

Reed, P., Hylton, J., Cicirello, N., & Hall, S. (1988). A model plan for the supervision and
evaluation of therapy services in educatiopal settings. Portland, OR: Oregon Health Sciences

University. 81 pages. Project Ties.

Supervisiors in schools who have responsibility for evaluationg and supervising the work of
physical and occupational therapists often find themselves untrained to evaluaie the parrts of
the therapists’ jobs that actually encompass therapy. On the other hand, therapists who are

relatively new to the school setting may need substantive comment on their performance in an
environment that is entirely different from the one in which they received their training. This
manual, written to serve as a model for school districts when developing procedures for
supervising and evaluating therapy services, will be useful to supervisors and therapists alike.
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Useful for professionals, parents and paraprofessionals who have responsibility for students
with physical disabilities, this richly illustrated manual offers pra-tical information on developing
adaptations for self-help and independence, mobility, positioning, toys and play, computer
access, instruction, and architectural access. It discusses, in a well organized approach, the
principles underlying the selection, fabrication and application of adaptation, and it contains
sources of equipment and materials.

Reed, P., Hylton, J,, Cicirello, N., & Hall, S. (1988). Consultation and tcam skills for therapists
in educarional settings. Portland, OR: Oregon Health Sciences University. 50 pages. Project
Ties.

This manual offers information about the skills that occupational and physical therapists need
in order to function effectively in school settings as consultants, team members, and participants
in various groups. The manual adapts tkis information particularly for therapists in discussion
on consuitation as a process, collaborative decision making, tips for making meetings more
. effective, and guidelines for training other adults.

Young, S.B., & Keplinger, L. (198C). Movement is fun: A preschool movement program.
Torrance, CA: Sensory Integration International. 104 pages.

This book describes a movement program based on general principles of movement education
and applies the theories of sensory integration development. The program was developed to
be used with preschoolers three to five years old. The authors state three applications for the
program: early identification of children with possible developmental lags, enhancement of
normal developmental skills, and development of group activities based on sensory integration
goals. The activities can be used for therapeutic purposes with groups of children when a
therapist has identified, through evaluation, specific developmental needs of children. The text
includes suggestions for space, scheduling, teachers, and equipment needed. Details for group
management are outlined. Twenty-six lesson plans are provided for the reader. These are
divided into the following areas: introduction, tactile system, vestibular system, propricceptive
system, postural responses, bilaterality, and motor skills. The plans provide a basis for activities
to be used in hopes that the user of the program will expand the program as he/she becomes
more familiar with it.
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Additional Resources

As we compiled information for our students, we identified many state and national
resources which useful information on specific topics. The next section contains addresses and
phone numbers of a number of national organizations who serve individuals with handicapping
conditions. A list of health-related toll free phone numbers is included. Finally, a list of Kansas
reources is provided to demonstrate the resources available within a state (resource sheets for
individual states, ar2 available from NICHCY upon request).

The National information Center for Children and Youth with Handicaps (NICHCY),
is funded by the United States Department of Education, Office of Special Education and
Rehabilitative Services (OSERS). NICHCY functions as « national clearinghouse that provides
information and referral sources to both parents of children with disabilities and the professionals
who serve in the disabilities field.

ALL PUBLICATIONS ARE PROVIDED FREE OF CHARGE.

For more information and a publications list,write:

NICHCY
P.O. Bax 1492
Washington, D.C. 20013
(703) 522-3332
i
i
|
Occupational Therapv Education
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National Information Center For Children And Youth With Handicaps

NATIONAL RESOURCES
CLEARINGHOUSES National information Certer on
Deaf-Blindness
Center for Special Education Technology Gallaudet University. Coliege Hall 217
Council for Exceptional Chiidren (CEC) 800 Florica Avenue, N.F.
1920 Association Drive Washington, D.C. 20002
Reston, VA 22091-1589 202-651.5280
703-620-3660
800-345-TECH (Toll Free) National Retabiikation Information
Certer (NARIC)
ERIC Clearinghouse on Handicapped and Gifted 8455 Colseville Road, Sulte 835
Children Siiver Spring, MD 20010-3319
Council for Exceptional Children (CEC) 301-538-9284
1920 Asaociation Drive 800-348-2742 (Voice/TDD)
Reston, VA 22091-1589
703-620-3660 QORGANIZATIONS
Higher Education and Adult Training for American Counclil of Rural Special Education (ACRES)
peopi2 with Handicaps (HEATH) Westem Washington University
One Dupont Circle, N.W,, Sulte 800 Miler Hall 350
Washington, D.C. 20036-1193 Bellingham, WA 98225
202-939-9320 206-676-3576
800-544-3264 (Voice/TDD)

National Clearinghouse for Professions
in Special Education
2021 K Stroet, N.W., Suite 315

Washington, D.C. 20006
202-296-1800

National Health information Center
P.O. Box 1133

Washington, D.C. 20013-1133
201-565-4167 (in Marylend)
800-336-4797 (Toll Free)

National information Center on Deafness (NICD)
Geliaudet University

800 Forida Avenue, N.E.

Washington, D.C. 20002

202-651-5051 (Voice)

202-651-5052 (TDD)

P.O. Box 1492 Washington, D.C. 20013

A norican Foundation for the Blind (AFB)
15 West 16th Street

New York, NY 10011

212-620-2000

800-AFBLIND (ToH Free)

American Physical Therapy Association (APTA)
1111 North Fairfax Street

Alexandria, VA 22314
703-684-2782

American Occupational Therapy Association (BOTA)
P.0. Box 1725

1383 Piccard Drive

Rockville, MD 20850

301-948-9626

H Resources for Rural School Occupational Therapists
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(ASHA)

10801 Rockville Pike
Rockville, MO 20852
301-897-5700 (Volce/TDD)

Association for the Care of Children's Health (ACCH)
3615 Wiaconsin Ave., N.W.

Washington, 0.C. 20016
404-244-1801

Association for Children and Adults
with Leaming Disabiiities (ACLD)
4158 Library Road
PA 15234
412-341-1518 or 412-341-8077

Azsociation for Persons with Severs Handicaps (TASH)

7010 Roosevelt Way, N.E.
Seattle, WA 98115
206-523-8446

Association for Retarded Chizens of
the United States (AR?)

2501 Avenue J
aglington, TX 76005

81.7-840-0204

Autiam Soclety of America
(fomerly NSAC)
1234 Maseachusetts Ave., N.W.

Washington, D.C. 20005
202-783-012%

Council for Exceptional Children (CEC)
1920 Association Drive
Reston, VA 22091

703-620-3680

Ephepey Foundetion of America (EFA)
4352 Garden Clty Drive, Sulte 408
Landover, MD 20785

301-45-3700

Head Start (Project

Administration for Chiidren, Youth and Famiiles
Offices of Human Development Services

U.S. Dept. of Health and Human Services

P.O. Box 1182

Washington, D.C. 20013

202-785-7710

independant Living Research Utiltzation Project (iLRU)
The inathuse for Rehebilitation and Resserch

3400 Blsacrnet, Sulte 101
Houston, TX 77005
713-666-0244

March of Dimes Birth Defects Foundation
1275 Mamaroneck Avenue

Whie Plasins, NY 10609

914-428-7100

Muscuier Dystrophy Association (MDA)
#10 Seventh Avenus

New York, NY 10019

212-586-0800

Nationsl Allance for the Mentaily il

(NAMI)
1901 N. Fon Myer Drive, #500

Arington, VA 22209
703-524-7600

National Down Syndrome Congress
1800 Dempeter Strest

Park Ridge, . 60068-11468
3128237550 (L only)
800-232-NDSC (Toll Free)

Nationai Down Syndrome Sociaty
141 Filth Avenue

Nows York, NY 10010
212.460-9330 (NY only)
800-221-4602 (Tok Free)

National Eastor Sesl Society
2023 West Cgdan Avanue
Chicago, il 60612
312-243-8400

312-243-8800 (TOC)
800-221-6827 (Catts Cueside IL)

National Head Injuty Foundation, Inc.
333 Tumpike Road

Southborough, MA 01772
617-485-2950

National Library Service for the

Biind & Physically Handicapped
The Litwery of Congress
Washington, D.C. 20542
202-287-5100

H Resources for Rural School Occupational Therapists
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National Spinal Cord injury Association Trace Ressarch and Devalopment Center on
600 West Cummings Park, Sulte 2000 Communication, Control, and Computer
Wobum, MA 01801 Access for Handicapped individuais
6817-935-2722 $-151 Walaman Center
800-962-9629 1500 Highiand Avenue
University of Wisconsin-Madison
Orton Dysiaxia Society Madison, Wi 53705
724 York Road &08-202-0068
Bakimora, MD 21204
301-296-0232 United Carebal Palsy Associetion, inc.
800-222-3123 (Toll Free) 68 East 34th Strest
New York, NY 10016
Sibiing Information Network 212-481-8300
University Affiliated Program 800-872-1827 (Tck Frae)
991 Main Strest, Sulte 3A
East Havtford, CT 06106
203-282-7050
Sick Kikis (need) invoived People (SKIP}
¢/0 SKIP of New York
500 E. 83rd St, Suite 1B
New York, NY 10028
212-628.5994
Special Olympics
1350 New York Avenue, N.W., Suite 50C
. Washington, D.C, 20005-4709
202-628-3630
Spina Bifivia Association of America
1700 Fiockvilie Pike, Sulte 540
Rockville, MD 20852
301-770-7222

800-621-3141 (Toil Free)

0 L O P A R A R
This fact shect was deveioped by Intersiate Research Associates, Inc. pursuant . 2 Cooperative /. greemeri #G0087C3051
with the office of Special Education Programs of the U.S. Departrment of Education  TF.e contents of this publication
do not nzcessarily reflect the views or policies of the Departmens of Educarion, nor does mention of trade names,
commiercial products or organizations imply endorsement by the 11.S. Government.

This information is in the public domain unless otherwise irdirated. Readers are encouraged 1o copy end share it, but
" piease credit the National Information Center for Youth wita Handicaps.
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

National Information Center Por Children And Youth With Handicaps
. P.O.Box 1492 Washington, D.C. 20013
NATIONAL TOLL FREE NUMBERS
ADOPTION
National Adoption Center 1-800-TO-ADOPT
AIDS
Nauonal Gay Tesk Force AIDS information Hotline 1-80C-221-7044
Nationsl Sexually Transmitted Dissases Hotiing 1-800-227-8922
Public Haalth Servics AIDS Hotline 1-8500-342-AIDS
ALCOHOLISM
Aicoholism Hotline at AD Care Hospitel 1-800-ALCOHOL
{it caliing from New Jerssy) 1-800-322-5525
National Cleeringhouse
' for Alcoho! and Drug information 1-800-622-HELP
BLINDNESS/MSION
% American Council for the Biind 1-800-424-8666
American Foundation for the Biind 1-600-AFBLIND
Job Opportunities for the Biind (JOB) 1-800-638-7518
National Association for Parents
of the Visunlly Impaired 1-800-561-6265
National Eye Care Project Hotiine 1-800-222.EYES
National Library Services for
the Blind and Physically Handicapped 1-800-424-8567
National Retinitis Pigmertosa Foundation 1-800-638-2300
BURN VICTIMS
intemational Sheiners Headquariers 1-800-237-5055
( calfing from Florida) 1-800-282-9161
(it cafing from Canad.) 1-800-361-7258
CANCER
AMC Cancer Irformation Line 1-8C0-525-3777
Nationei Cancar institute information Service 1-800-4-CANCER
CAREER COUNSELING
ERIC Clearinghouse on Agult
Career and Vocstional Education 1-800-818-4815
High ar Education and Adult Training of
peopie with Handicaps (HEATH Resource Cntr) 1-800-54 HEATH

Occupational Therapy Fducation

, . . The Lniversity of Kansas Medicad Cerntos
I Resources for Rural School Occupational Therapists ; i SO e '
£ Kansaz City, Kansas 1990
;o
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

Job Accomodation Network (JAN)

(¥ caling from West Virginia)
Job Opportunities for the Biind (JOB)
National Committes for Ctizens in Education

CEREBRAL PALSY
United Cersbral Paley Associations, inc. (UCPA)
National Headquarters (New York, NY)

UCPA Affiilate Relations Division (Washington,DC)
UCPA Community Services Division (Washington,DC)

CHILD ABUSE
National Child Abuse Hotline
Parents Anonymous Hotline

(f calting from California)

CLEFT PLATE
American Cleft Paiate
Educational Foundation Cleftiine
(i caling from Pennasylvania)

COMPUTERS
Appie Office of
Special Education
ATAT Computers (General Sale)
Center for Special Education Technology
¢/o Council for Exceptional Children
iIBM Neational Suppont Ceriter
for Persons with Disabilities

COMMUNICATIONS DISORDERS
American Spech-Language-
Hearing Association
National Center for Stuttering

DEAF-BLINDNESS
National information Canter
on Deal-Blindnoss

(i calling from Washington DC)

DEAFNESS/HEARING iMPAIRMENTS
Better Hearing Institute Hearing Helpiine (Voice)
Captioned Fiims for the Desf
John Tracy Clinic on Deainess
National Hearing Ald Socisty
Hearing Ald HelpLine
Occupational Hearing Sarvices
(Diai A Hearing Screening Test)
(¥ caling from Pennsyivania)
TRIPOD GRAPEVINE, Service
for hearing impaired
(it calling from California)

1-800-526-7234
1-800-526-4606
1-800-836.7518
1-800-NET

1-800-USA-1UCP
1-800-USA-2UCP
1-800-USA-SUCP

1-800-422-4453
1-800-421-0353
1-800-352.0386

1-800-24-CLEFT
1-800-23-CLEFT

1-800-732-3131
Ext. 275
1-800-247-1212

1-800-345-TECH

1-800-iBM-2133

(v/TDD) 1-800-638-8255
1-800-221-2483

1-800-672-6720
(V/TDD) Extension 5269
(V/TDD) 6515289

1-800-424-8576
(V/TDD) 1-800-237-6213
(V/TDD) 1-800-522.4582

(Voice) 1-800-521-5247

(Voice) 1-800-222-EAHS
(Voice) 1-800-345-3277

(V/TDD) 1-800-352-8888
(V/TDD) 1-800-346-8858

I Resources for Rural School Occupational Therapists
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

DIABETES '
Juvenile Disbetes Foundation Hotline 1-800-223-1138
DISEASES
Alzheimer's Disease and
Related Disorcers Association 1-800-621-0379
(¥ caliing from Minole) 1-800-572-6037
American Leprosy Missions (Hanaen's Disease) 1-500-543-3131
Huntington's Dissese Society of America 1-800-345-4372
Lupud Foundstion of America 1-800-558-0121
National Association for
Sickie Cell Dissssss, inc. 1-800-421-8453
National Cystic Fibroals Foundation 1-800-344-4823
Nationsi Health information Center (NHIC) 1-800-336-4797
National information Center for
Omhan Drugs and Rare Dicsanss (NICODARD) 1-800-336-4797
National Organization for Rare Disorders (NORD) 1-800-477-NORD
National Parkineon Foundation 1-800-327-4545
(¥ caliing from Florida) 1-800-433-7022
Parkinson's Education Program 1-800-344-7877
DOWN SYNDROME
National Down Syndrome Congress 1-800-232-NDSC
National Down Syndrema Society 1-800-221-4602
. DRUG INFORMATION
Drug Abuse 1-800-544-KIDS
(¥ cakiing from Mew Jersey) 1-800-225-0196
National Ceeringhouse
for Alcohol and Drug information 1-80C-662-HELP
Parents Rasource instihae
foi Drug Education (PRIDE) 1-800-221-9746
EDUCATION
Educaiors Publishing Service, Inc.
(Specific Learning Disstyities) 1-800-225-5750)
Nationai Committes for Cliizens in Educaiion 1-800-NETWORK !
EMFLOYMENT i
Job Accomodation Network (JAN) 1-800-526-7234
{if calling from Waegt Virginia) 1-800-523-4898
Job Opportunities for the Biind (./OB) 1-800-628-7518
EQUIPMENT ,
AT&T National Special Needs Certer 1-800-333-3232 '
EPILEPSY |
Epilepsy Foundation of Amarica 1-800-EFA-1000 :
FINANCIAL AID
Federal Hill-Burion Foe Care Progiam 1-800-492.0359 !
(i calling frorn Marytand) 1-800-638-0742 :
Occupaticnian Therapy Edbncstion
The University of Kansas Medival Center

1 Resources for Rural School Cccupational Therapisis AT

Lot Kansas City, Kansas 1990
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Financial Ald for Education Avallable
from the Federal Govemment
Health Care Finencing Adrniniatration
(¥ caling from Maryland)

GROWTH DISORDERS
Human Growth Foundation

HEAD INJURY
National Head Injuny Foundation
(For use by Patients & their Families only)

HEALTH INFORMATION
National information System
for Health Related Services
National Health informastion Center

HEART DISORDERS
Association of Heart Patients Heartline

IMMUNOLOGY
National Jewish Center for Immunology

and Respiratory Medicine

KIDNEY DISORDERS
American Kikinay Foundation
{if calling from Maryiand)

LEARINING DISABILITIES (DYSLEXIA)
Educators Publishing Services, Inc.
Specific Language Disabilities (Dysiaxia)
(¥ calting from Maryland)
Orton Dysilexia Society

UVER D!'SORDERS
American Liver Foundation

MAINSTREAMING INTO THE COMMUNITY
National Organization on Disability

MEDIA
Handicapped Media, Inc.
Inforration Center for Special
Education Media and Materials

MEDICAL DEVICES
Practioners’ Reporthig System
(¥ calling form Maryland - cal! collect)

MENTAL RETARDATION
Arnerican Association on Mental Retardation

(¥ calling from Weshington, DC)

Association for Retarded Citizens of the Unitad States (ARC)

1-800-333-INFO

1-800-482-6603

1-800-451-6434

1-800-444-NHIF

1-800-922.9234
1-800-336-4797

1-800-241-6993

1-800-222-5864

1-800-492-8361

1-800-225-5750
1-800-792-5166
1-800-222-3123

1-800-223-0179

1-800-248-ABLE

1-800-321-87C8

1-800-772-7372

1-800-638-8725
301-881-0256

1-800-424-3088
387-1968
1-800-433-5255

1 Resources for Rural School Occupational Therapists

Occupational Therapy Educauon
The University of Kansas Medical Coenter
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

MISSING CHILDREN
National Center for Missing and Expioited Children 1-800-843-5678
NEUROLOGICAL IMPAIRMENT/F ERALYSIS
Amaerican Paralysie Association 1-800-225-0292
National Head injury Foundation '
(For use by Patients & Farmnilies only) 1.-800-444-NHIF
National Headache Foundation 1.800-843-2256
(¥ calling from Kincis) 1-800-823-8653
National Spinal Cord injury Hotine 1-800-526-3458
(¥ calling from Maryland) 1-800-838-1733
NUTRITION
Beech-Nut Nutrition Hotline 1-800-523-6633
Garber Products Co. 1-800-443-7327
Johnaon & Johnson Baby Products informetion 1-800-526-2967
ORGAN DONORS
The Living Bank 1-800-528-2971
ORTHOPEDIC PROBLEMS
intemetional Shriners Headguarters 1-800-237-5055
(¥ calling from Florida) 1-800-262-9161
RARE DISORDES
Comelia deLange Syncrome Foundation 1-800-223-8355
National information Center for Orphan
Drugs and Rare Dissasss (NICODARD) 1-800-336-4797
Naticnai Orgenization for Rare Disorders (NORD) 1-800-477-NORD
National Reye’s Syndrome Foundation 1-8(x)-233.7363
(¥ calling from Ohio) 1-800-231-7393
National Tubarous Scisrosis Association 1-800-CAL-NTSA
REHABILITATION
D.T. Watson RehabiRation Hoepital 1-800-233-8806
National Rehabiiitation information Centsr (NARIC) 1-800-34-NARIC
RESPIRATORY DISEASES
Nationai Jewish Center for lmimunology
and Respiratnry Medicine Lung Line 1-800-222-LUNG
SPINA BIFIDA |
Spina Bifida Hotiine 1.800-821-3141
SUDDEN INFANT DEATH SYNDROME (SIDS)
Neational Sudden infant Death Syndrome Fouindation 1-800-221-SIDS
SUICIDE PREVENTION
National Adolescent Suicide Hotline 1-800-821-4000
SURGERY
National Second Surgical Opinion Program 1-800-633-6833

Occupational Therapy Education

hool , o , The University of Kansas Medical Center
Qo I Res es for Rural Sc Occupa ! pists 2‘ : 3 Kansas City, Kansas 1990




MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

TELEPHONE USAGE FOR PERSONS WITH DISABILITIES

Tele-Consumer Hotline 1-800-332-1124
( calling from Washington, DC) 2234371
TOYS (Safe)
Consumer Product Safety Commnission 1-800-638-2772
TRAUMA
American Trauma Society 1-800-556-7890

This information sheet was developed by Interstate Research Associates Inc., pursuant to Coopera-
tive Agreement #G0087C3051 with Special Education Programs of the United States Department
of Education. The contents of this publication do not necessarily reflect the views or policies of the
Department of Education, nor does mention of trade names, commercial products or organizations
imply edorsement by the U.S. Government.

This information is in the public domain unless otherwise indicated. Readers are encouraged to copy
and share it, but pleaze credit the National Information Center for Children and Youth with
Handicaps (NICHCY).

(Revised July, 1988)
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Y

National Information Cznter For Children And Youth With Handicaps

—————————

P.C Box 1492 Washington, D.C. 20013

RESOURCES IN KANSAS

STATE DEPARTMENT OF EDUCATION

James E. Marshall, Dir.
Div. of Special Education
State Dept. of Education
120 E. 10th St.
Topeka, KS 6866812
(913) 296-3868

(800) 3326262

Lucille Paden

Education Program Specialist
Div. of Special Education
State Dept. of Education

120 E. 10th Street

Topeka, KS 66612

(913) 296-7454

STATE VOCATIONAL REHABILITATION
AGENCY

Joan B. Watson, Comm.
Rehabilitation Services
Dept. of Social and Rehab,
Services

Biddie Building, 2nd Floor
2700 W. Sixth St.

Topeka, Ks 66606

(913) 296-3911

Noma J. Phillips, Admin.
Ciliort Assistance Program
Rehablitation Services
Dept. of Social and Rehab.
Services

Biddie Buliding, 2nd Floor
2700 W. Sixth Strest
Topeka, KS 06807

(913) 208-3011

(800) 432-2326

OFFICE OF STATE COORDINATOR OF
VOCATIONAL ZDUCATION FOR
HANDICAPPED STUDENTS

Carolyn Oison

Program Specialist
Vocational Education
Stata Dept. of Education
120 E. 10th St.
Topeka, KS 66612
(913) 2784821

STATE MENTAL HEALTH AGNECY

Gaeraid T. Hannah, Comm.

Div. of Mental Heaith and
Retardation Services

Docking State Office Bidg., 5th Fi.

Topeka, KS 66612

(913) 296-3773

J Resources for Rural School Occupational Therapists

Orccupational Therapy b ducation
The University of Kansas Medicai Centor

Kansas City, Kansas 1990
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STATE MENTAL HEALTH REPRESENTATIVE
FOR CHILDREN

Jane Adarns

Education Program Specialist for
MH and Youth Services

Youth Canter at Topeka

1440 N.W., 25th Strest

Topeka, ICS 66617

(913) 2087711

STATE MENTAL RETARDATICON
PROGRAM

Tory Lybarger

Dir. of instRutional Programs
Div. of Mental Health and
Retardation Services

Docking State Office Bidg., 5th Fl.
Topeka, KS 68612

(913) 296-3471

STAITE DEVELOPMENTAL DISABILITIES
PROGRAM

John Kelly, Exec. Dir.

Planning Council for Deveiopmental
Disabiities

Docking State Office Bidg., 5th Fl.
Topeka, KS 66612

(913) 296-2608 {TDD & Voice)

PROTECTION AND ADYOCAVY AGENCY-DD, MH

Joan Strickier, Exec. Di.

Advocecy & Protective Service
for the DD, Inc.

513 Leeverworth St., Sulte 2

Mz hattan, KS 66502

{913) 776-1541

(800) 432-8276

CLIENT ASSISTANCE PROGRAM
See State Vocational Rehabiiitation Agency

PROGRAMS POR CHILDREN W/SPECIAL
HEALTHCARE NEEDS

Cassis Lauvar, Program Director
for Children w/Special

Heslhcare Nc.sds

Landon State Ofiice Buliding

900 S.W. Jackeon St

Topeka, KS 00820

(913) 802-93680

DISABILITY AGENCIES

Autism

Margere Dipaling, Pres.
Kansas State Sockaty for
Children 4 Adults with Autism
5856 8.W. 28 Terrace

Yopeka, KS 66614

(913) 272-7412

Carstral Paloy

Dave Jones, Exac. Dir.

Unitad Cerebral Pailsy Assn. of Kansas. Inc.
P.O. Bax 8217

Wichita, KS 67208

(316) 688-1888

Colepey
Curtis Gaylor, Exc. Dir.

Eplispey-Kaneas, inc.
1127 N. Emporia

P.O. Box 284
Wichita, KS 672010284
(316) 2F3-2528

Greater Kansas City Epilepsy Foundation
4948 Pnckhill Road
Kansas C.;, M0 64110

Leaming Disabulties
Joseph Swaiwel, Pres.
Kansas Assn. for Children
with Leaming Disabiiities
P.O. Box 4424
Topeka, K8 66608

(913) 272-0033

Mental Health

Kay Mettner, Exec. Dir.

Mental Health Assn, in Kansas
1205 Harison

Topeka, KS 66612

(913) 357-5119

J Resources for Rural School Occupational Therapists

Occupational Therapv Education
The University of Kansas Medical Center
Kansas City, Kansas 1990
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Mental Retacdegion

Brert Clazier, Exsc. Dir.

Kanoss Asen. for Retarded Clizens
11111 West 58th Terrace
Shawnee, KS 08203

(913) 268-8200

Soeech and Heering

Dbde Heinrich, Coor.

KS Spesch-Language-Hearing Assn.
3117 20h 8L

Great Bend, KS 67350

Soina BiNda

Spina Bifide Asen. of Kansas City
P.O. Box 5482
Kansas Cly, MO 84131

Univeraly AMiigied Faciities
Joseph Hollowell, M.D., Dir.
Kansas Univ. Affiated Faculty-
Kensas Cly

Chiidren’s Rehabiltation Unit
Kanses Univ. Medical Center
35th and Rainbow Boulevard
Kansas Cy, KS 68103

(913) 588-5000

Joant Ann Summers, Dis.

Kansas Univ. Affliated Facility Central Office
Bureau of Child Resesarch

348 Haworth Hall

University of Kansas

Lawrence, KS 66045

(913) 8644950

Joseph Spradiin, Dir.

Kansas University Affiated Facutly at Parsons
2601 Gabriel

Parsons, KS 67357

(316) 421-6550 x 1754

AGES OF ELIGIEILITY

states to serve children birth through age 2).

Children are eligible for educational servies from 3 10 21, Some Local Educcation Agencies provide services for children
under 3 years of age. (The 1986 reauthorization of the Educatire of the Handicapped Act (EHA) through P.L. 99-457
provides that special education service made be available by i990-91 to children 3-5. The timeline may be cxtended
if congress does not appropriate an adequate level of funding. In addition, discretionary funds are 10 be available 1o

PARENT ORGANIZATIOMS

Patricia Gerdel, D¥r.
Families Together
P.O. Box 88153
Topeka, KS 66686
(913) 2736343

Kathy Payne, Dir.

KS Parent Asen. For Deaf
and Blind Children
1915 S.E. Herachell 3d.

Tecumeaeh, KS 66542

J Resources for Rural Schoo! Occupational Therapists
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Other Useful References

Ayres, AJ. (1985). Developmental dy:
Sensory Integration International.

Ayres, A.J. (1973). Sensory integration and learning disorders. Los Angeles, CA: Western
Psychological Services.

Bobath, B., & Bobath, K. (1975). Motor development in the different types of cercbral
palsy. London: William Heinemann Medical Books Ltd.

Bobath, K. (1978). Ther . London: William

Heinemann Medical Books Ltd.

Bochme, R. (1988).

Erhardt, R.P. (1982). Develc i 2C
treatment. Laurel, MD: RAMSCO Pubhshmg Company

Finnie, N.R. (1975). Handling the young cerebra] palsicd child at home. New York: E.P.
Dutton.

Mailloux, Z. (Ed.). (1987). Sensory integrative approaches in occupational therapy. New
York: Haworth Press.

McClannahan, C. (1987). Feeding and care for infants and children with special needs.
Rockville, MD: The American Occupational Therapy Association, Inc.
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APPENDIX 1

University of Kansas Qccupational Therapy
Department and Fieldwork Sites Contract

Occupational Therapy Eaucaizon
Appendices The Univ_ersity of Kar}sas‘Mvdiunl Center
-, Kansas City, Kansas 7940

Q ‘f) )
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MEMORANDUM OF UNDERSTAMDING
<

RETWEEN
THE UNIVERSITY CF KANSAS
and
THIS AGREEMENT, entered into this day of s 19 .

by and between The University of Kansas (Hereinafier "Univaersity") and

(Heceinafter "Pacility:).

WITNESSETH:
WHEREZAS, the University wishes tc obtain clinical facilities for

students onrolled fo varicus programs of the University's Department of

Occupatiﬁuag Therapy Education and WHEREAS, the Facility vishes to dev:lop and

utilize fisldwork experience for students; NOW THERZFORE, in consideration
. of these premises and of :iie mutual agreements set forth herein, the

University and the Faciliry agree as follows:

The Univerzity and the Facility mutually agree:

1. to extablish tha educational objectives for the fieldwork
experience, devise methods for their iupleuentation, and avaluate
coniinually the effectiveness of each, and;

2. to make no distinction amcng studants covered by this Agreement,
on the basis of race, color, sex, creed, age, cr national origin.

7, that references or transcriyt: pertaining to students in the program
shall not bz provided to a third party by the University or the
Facility without written authorization from the student, ({Family

Educationzl Rights and Privacy Act of 1974.)

ERIC dil)




The University agrees:

l.

2,

3.

.

6.

to assume responsibiliity for assuring continuing compllance with
the educational standards estabtlished by the American Occupational
Therapy Aasociation, and;
ro mgtablish and m:intain communication with the Fleldwurk
Suparvigor of ihe Facility on itews pertinent to occupational
therapy educaticn, (Such communication way include, but not be
1imited to, a description of tte curriculum, relevant course
outlinee, policies, faculty, and major changes in thig informatiun.
On-2ite visits vill be arranged when feasible.)
to notify *he Fieldwork Supervisor and the Facility, at a time mutually
agreed upon, of its planned echedile of student assignment, including
the name of the student, lavel of ccademic preparation, and iangth
and dates of fieldwork experlience;
to refer to the Facilicty only those students who have
satisfactorily completed the prerequisite didactic portion of the
curriculum which is applicable to the Facility;
to inform the student of the Facility's requirements for
acceprance, (citizenship, health statnus, etc.j;
te sdvige the assigned student of the responsibility for:
a. complying with the exisring pertinent rules and regulations
of the Facility;
b. provicing the necessary and appropriate uniforms reusuired but
not provided by the Facilicy;
¢, providing his/her tremsportation and living arrangeneats when
not provided by the Facllity;
d. conforming to the standerds anc practices established by tbz

iniversity for students receiving training in the Fucility.

-
tor
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7.

8.

9.

the University sgreas to refer to the Facllity culy those students
who are covared by the Uriverai: 's professional liability insurance
policy;

to supply the Fieldwork Sunervisor with appropriate forms to be

used in evaluzting the performanze of the assigned student, andj

to have the student provide prior to the ccamencsment of the

student assignment such confideniiai informazivo as may be

rejuired by the Facility or deemed necessary icr the training and

guidance of the student.

e Yagility Agreass:

L.

2.

3.

4.

Se

6.

tc designate as Fieldwork Sup:Tvisor che ctaff wmember whe will be
responsible for the plamring and implementation of the Fieldwork
Exteriance, The staff mamber sc derignated shall meet the

critaria established by the American Occupational Therapy Association
for supervising students; |

to provide the Fieldwork Supervisor wich time to plan and

implement the Fleldwork Exparience including, when feaaitvle, time

to attend relcvant meeiinzs and conferences:

to provide the physical facilit}ea and equlpment necessary to
conduct the Fieldwor« ixperilence;

to have avsilable a written descriptivm of the Fieldwork Experience
being offerad;

to advise the University of any changes in its personnel, operation,
or policies which may affuct fialdwork experience;

to determine and nctify the Univeraity of the number of students

which it can accomodate during a given period of time;



7.

8.

9.

10,

1i.

12,

13.

14.

15,

to provide the assigned student, whenever possible, with use of
library facilities and reasonable study and storage space;

to provide the assigned student with a copy of the Facility's
existing pertinent rules and regulations with which the student is
expected to comply;

te make available, whenevar possible, emergency health care for the
assigned student (the student to be otherwise responsihle for

his or her health care);

to evaluate the pérformanca of the assigned student on a regular
basis using the evaluation form developed by the American Occupational
Therapy Association and supplied by the University;

to forward the completed evaluation to the University within one (1)
week following conclusion of the student's fieldwork experience;

ro Advise the University at least by mid-term of any serious
deficiency noted in the apility of the assigned student to progress
rovard achievement of the stated objectives ¢f the fieldwork
experience (it then becoming the muiual responaibilities of the
assigned student, the Fieldwork Supervisor, and the Fieldwork
Coordinator to devise a plan by which the student may be assisted

to achieve the stated objectivee);

to have the righ:t to terminate any student whose health or performance
is detrimental to patient well-being or to achievement of the
stated objectives of the fieldwork experience;

to notify the University of any such terminations, and;

to support continuing education and professional growth and

davelopment of thoge staff who are respounsible for student aupervision.

21



Terms of sament :

1. This agreement shall be effactive when executed by both parties
for a period of one year snd shali be automatically renewed
annually unless otherwise terminated by written notice by one of
tha parties ip sccordance with paragraph three (3) below.

2. This agreement may be revised or modified by written anendmant
when both parties agree o such amendment.

3. If either party wishes to terminate this agreemsnt, it is
undexstood that written notice of at least threc (3) months shall

be given the other paz.y.

IN WITNESS WHEREOF, the University and Facility have coused this

Agreement to be signed by their respective administrative officers.

THE UNIVERSITY OF KANSAS

(Facilicy)

BY: BY:

D. Kay Clawzon, M.L.
Executive Vice Chancellor

tirle

BY:

James Conney, Ph.D.
Dean, School of Allled Healith

Approved as to Fuzm and Substance:

BT:

-

Steven L., Ruddick Letha J, Mosley, OTR
Unive-sity Atcorney Acalemic Fieldwork Coordinator
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CLASSROOM INTEGRATION QUESTIONNAIRE

Scale and items
Directions: Rezd each behavioral description and circle the
. corresponding letter to the laft of each item as
follows:

A. In regular classroom

B. In regular classroom all day with supplemen-
tal mcterials and advice

C. In reqular classroom part of the day with
supplemental materizls and advice

D. In special class all day.
E. Not for public education
(Circle only one letter item.)

A B C D E 1. Joe is in an electric vheelchair. He can
move his shoulders and elbows some, but has
only minimal =movement in his hands. He
wears hand splints. He has a catheter that
needs to be checked periodically.

A B C D E 2. Larry is totally dependent in all his care.
He iz transported in a wheelchair. He has
‘ a few gestures for communication.

A B C D E 3. George at times answers questions inappro-
priately. His thoughts do not always seem
to flow together. He has trouble pronounc-
ing words with the letters r and 1.

A B C D E 4. Llarry takes medication for seizure control
each morning before coming to school. oc~
casionally he has a seizure at school. He
does not appear to have any warning the
seizures are going tc begin.

A B C D E 5. Dick is arle to walk around the school in
the morning but by the afternoon he re-
quires the use of a wheelchair.

A B C D E 6. Chester is deceitful, tells lies and cheats
in school and at play; he has baen involved
in several thefts and is & persictent tru-
ant.

A B C D E 7. Billy tends to skip wcrds while reading and
neads to use a moving finger, pencil or
other artifact to avoid omissions.

. A 3 C D E 8. Sam has just returned to school after being
hospitalizcd and at home for severe burns
for a year. He wears a special pressure

garment to reduce the swelling over most of
his body.
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10.

11.

l12.

14.

15.

16.

17.

18.

Jerry does reasonably good work as long as
he is left alone; he becomes extremely
tense and anxious however, whenever an
adult speaks to him. He baconmes very upset
when he makes a mistake and just freezes up
when called on in class.

Richard is a likeable boy; he makes friends
easily and is very sensitive of how others
see him. He is two years behind his peers
in wmath skills and four years behind in
reading.

Dotty is eight; she has difficulty follow-
ing the class activities, and doesn’t seem
able to learn to read at all.

Rachel’s muscles in her legs are tight and
her legs turn in when she valks. She can
walk short distances (such as within her
classroom) by herself, but requires a
walker to get from room to room or down the
hall to the bathroom or cafeteria.

Henry has an artificial leg. He is able to
do wmost things by himself, but does need
assistance at times. He can’t alwvays keep
up with the other kids on the playground or
in physical education.

Judy eventually mutilates or destroys ev-
erything that gets into her hands; her
books are marked and torn, her desk is
inkstained and scarred, and she has even
managed to crack a blackboard panel.

Alan seems to have very few (friends. He
stays by himself most of the time watching
the other children. He is never chosen for
games and never interacts with other
children about bis school work.

Katy has only partial use of her right
hand. She is unintelligible in speech and
drools frequently. She is clumsy.

Susan fregquently reads words and numbers
raeversed and confuses similar words and
letters when reading, but does alright with
oral spelling.

Earl is eight and wears cowboy boota ¢to
class because he hasn’t learned tc tie his
own shoelaces; he is generally cheerful and
well-behaved, but talks very 1little in
class and is incapable of doing anything
but the most simple work assignments.
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19.

20.

21.

22.

23.

24.

25,

26.

27.

28.

29.

30.

Stella can read orally but doean’t compre-
hend the meaning of what she reads. She
can identify 3ll the vords in a sentence
but cannot paraphrase the sentence or tall
what it means.

Alfred is defiant and stubborn, 1likely to
argue with the teacher, be willfully dis-
obedient and otherwise interfere with the
normal classroom discipline.

Chloe wears long-leg braces. Twica daily
she needs to stand in a standing table for
weight-bearing.

Luke has no movement from his waist down.
He can independently get around in his
vheelchair.

Nancy has to take insulin four times a day
for her diabetes. One administration must
be given at school.

Chuck doesn’t seem abvle to catch on to
things s quickly as most, and needs to
have things explained over and over again;
eventually, though, he appears to learn ev-
erything the other do, even though it has
taken longer.

Tiamy is overly aggressive. He seems to
pick fights, tease and bully other chil-
dren. He is a poor sport and argues about
rules and lecisions.

Doris is abse:.t-minded and a dJdaydreamer;
she seems unusua’)'y quiet and withdrawn,
avoids others and is inhibited and re-
strained in her behavior.

Jarod wears long leg braces and twister
cables with which he needs some assistance
in the bathrocn.

Betty works very rapidly and usually is the
first one finished in her section. How-
ever, most of her responses are incorrect.

Sammy, in second grade, can’t corractly re-
peat oral directions or correctly repeat a
7-10 word statement. He onits and/or
transposes words, can’t recite days of the
week, the alphabet or numbers in order.

John frequently misinterprets simple state-
ments and directions given to the group; he
does better if he can repeat the directions
to the teacher.
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Milly 1is slow to comprehend instructions
that involve directionality. She is con-
fused about left-right, up-dowvn and
confuses prepositions (over, under) in her
oral expression.

Beth is not akle to achieve in any area of
academics on a level with the other chil-
dren. All areas of acadenmics must be done
on an individual basis.

Martha is a hyperactive child. She is al-
vays Jjumping out of her seat, running
around the room; she can’t seem to sit
still for any length of time. While she’s
running around, she annoys and disrupts
other children.

Sam uses a magnifier and large print to do
his classroom assignments.

Although Eric seems very bright doing sci-
ence experiments and other activities
involving manipulation of mnaterials, he
still does poorly in his reading and
arithnetic assignments.

Richard is overly dependent on the teacher.
He seeks out excessive adult attention. He
has no sense of self-direction. He never
does anything without being pushed or prod-
ded.

Brenda seems very unhappy and depressed in
school. She sometimes appears to have been
crying and never seems to smile even when
she’s playing with the other children.

Adrienne wears a phonic ear for functional
hearing. The phonic ear batteries must be
checked each morning. Occasionally, the
ear wil /histle and needs to be adjusted.

Florence is immature and oversensitive,
likely to burst into tears at the slightest
provocation. She pouts or sulks if she
can’t do what she wants to do.

Carla is a persistent talker, whisperer and
notepasser.

Adapted from Classroom Intearation ouestionnaire Mainstreamina:

. M. Kaufman, J.A. Agard & M.I.

Learners and Their Environment
Semmel, Brookline Books, Cambridge, MA, 1985.

M.O.R.E. Managing Occupational Therapy in Rural Education
Project. The University of Kansas Occupational Therapy Cur-

riculum, 1987.
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Family Questionnaire

Please answer each question to the best of your knowledge.

1.

© ® N o ¢ s W N

14b.
15a.
15b.
16a.

16b.
17a.
17b.
18a.

18b.

How many peopile live in your home? Count yow tzther, mother, brothers,
sisters, aunts, uncles, grandparents and any athers who live with you.

How many chiidren are in your family? (Children refers to chiidren under 18).
How many telephones do you have in your home?

Does your family have a record player, hi-fi, or stereo?

What large apphiances do you have in your kitchen?

Does your family have a dictionary? What type?

Does your family have an encyclopedia? What type?

What types of transportation do family members use?

Does your farnily have an air conditioner?

Does your family get a newspaper every day?

Does your family get any magazines regularly at home?

What kinds of books do you have at home for children to read?

How many books do you have?

How often did adults read to children before they entered school.

Do children read to themselves?

How often do they read t0 themselves?

Does mother or father or someone in your family read to the children now?
(f yes) How often does someone read to them?

Do you have any games in your home to with such as card games,
gth::rl;grs, Monopoly, Chutes and Ladders, Sand Land, Spirograph and any
(if yes) How many games do you have?

Do children play with these garmes with your friends or brothers and sisters?
(i yes) How often do you play these games?

Does mother or father or some grownup in your family play these games with
children?

(if yes) How often do grownups in your family play these games with children’

NH:H
21)_‘-

19a.

g8

ge8 BIRIZPPRIRENDY

Dmmm'?nmtomm.mmmmmmm.

(1 yes) How oten do you gc on tips?

Do mother or father children learn to do important armund home
lkecookmamhﬂ.gm? fobs you

(it yes) How often do they heip children learn their job?

How many television sets does your family have.

On school days, how much tims do children watch TV at home?
Do mother or father usually watch TV with children?

Do chiidren have work to ¢o at home for school?

(f yes) About how rmuch time do they spend each day on omework?
Do children and your parents talk about school work?

(ff yes) How often do you talk about school work?

Did children go to kindergarten?

Did chiidren go to nursery school before going to kindergarten?
How do children usually get to school in the morming?

Do children in your family tend to want {0 stop going to school as soon as they
can? (At age 16)

Do children usually want to finish high school?
Do children in your family usually want to go to college?

When children in your family finish school, what sort of job do you think they wiil
have'

Do chiidren in your family usually like schooi?

This questionnaire is adapted fiom the Children’s Questionnaire

used in Project PRME conducted in Texas in the 1970’s.
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Attitudes Toward School Based Services
(ATSBS)

From Gnlfoyle Elnora M (1981) Training: Qccupatijonal

. Bg;g (TOTEMS Pro;ect) Roclmlle
MD: American Occupatlonal Therapy Assocation, Inc. Used

with permission.
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Q

CODE

Page 1

TRAINING: OCCUPATIONAL THERAPY EDUCATIONAL MANAGEMENT

ATTITUDES TOWARD SCHOOL BASED SERVICES*

AISBS

DATE

READ

EACH STATEMENT AND CIRCLE THE APPROPRIATE NUMBER ON THE ATTACHED

ANSWER SHEET.

PLEASE ANSWER EVERY QUESTION

School systems should have special school facilities for
handicapped students.

Teachers have little interest in interdisciplinary collaboration
regarding students placed in their ciassroom.

Teachers 1in regular classroom programs are not prepared to have
handicapped students placed in their classroom.

Because the law mandates occupational/physical therapy services,
school administrators have negative feelings toward therapists.

Teachurs/school personnel have the major responsibility to adapt
to the inclusion of new professions, such as occupational/physical
therapy.

The development/preparation of IEP’s require too much time for the
value of its outcomes/product.

Special education teachers have little knowledge and skills about
occupational therapy services.

Related services should have administrative/financial priorities
over physical educaticn, music and/or art programs for handicapped
students.

School programs should facilitate the plscement of handicapped
students into regular classrooms.

*Adapted from the Attitude Toward Disabled Persons (ATDP) Ecale.
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ATSBS

10.

1l1l.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Page 2

Occupational therapy has more to offer preschool and early primary
school-aged students than to students enrolled in secondary educa-
tional programs.

Principles resent parental requests for related services for their
children.

Ooccupational therapists shculd treat those children with sensory
integrative dysfun_tion as the first priority for occupational
thersapy services.

Public schools should have the responsibility to provide medical
services needed to enhance the students’ potential for learning.

Principals and/or special education directors should provide su-
pervision to occupational therapists in school-based programs.

Teachers are interested in working with parente regarding the de-
velopment of educational programs for their students.

The occupational “herapist should be present and participate at
the IEP staffings for students who may be and are receiving
occupational therapy services.

School-based programs/facilities should become the major area for
occupational therapy services with schoocl-aged people.

Principals are not aware of the occupational therapy services that
ars being provided in their schocols.

Teachers do not understand the basic principles of sensory-motor
development.

The full range of physical/occupational therapy services needed by
handicapped students should be provided by and financed through
school budgets.

Adaptive physical education teachers feel they can provide
occupational/physical therapy services to handicapped students.

Vocational teachers/counselors feel they do not need consultation
from an occupational therapist regarding career development pro-
grams for handicapped students.

School administrators hire occupational therapists as "token" em-
ployees, to satisfy the mandates of PL 94-142.

Because of their medical background, therapists are threatening to
teachers.

Therapists have 1little knowledge about the philosophies  of
education and/or the educational systen.

Developing self-help skills and daily living tasks should be a ma-
jor pricrity for occupational therapy educational programs.

) I o
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27.
@ ..
29.
30.
31.
32.
313.

34.

35.

Page 3

Principals are interestec in devaleping occupational therapy pro-
grams within their schools.

Regular classrcom teachers have little knowledge of occupational
therapy services.

2ccupational therapists employed in schools should not be super-
vised by non-medically trained parsovnnel.

A vhysician’s referral ghould be required for handicapped students
receiving direct service care by an occupatiocnal therapist.

Occupational therapists have more knowledge about child davelop-
ment than teachers.

Occupational therapists should spand the majority of the scheol
day providing direct one-to-one/group treatment sessions.

PL 94-142 has had a negative impact upon @ducational systems.
school administrators balieve Adaptive Physical Education Special-
ists can carry out the roles and functions of occupational/
physical therapists.

Salaries for occupational therapists should be on 2 higher pay
scale than those of teachers.

Special education directors have little knowledge akout occupa-
tional therapy services.



Page 4
CODE

DATY

. ATSBS ANSWER SHEET

Use this answer sheet to indicate how much you agree or disagrae
with each of the statements. Circle the appropriate number from
-3 to +3 depending upon how you feel about each statement.

-1: I DISAGREE A LITTLE +3: 1 AGREE VERY MUCH
~-2: 1 DISAGREE PRETTY MUCH +2: I AGREE PRETTY MUCH
-3: I DISAGREE VERY MUCH +1: I AGREE A LITTLE
PLEASE ANSWER EVERX 1TEM
(1) =3 =2 -1 +1 +2 +3 (19) ~3 =2 =1 +1 +2 +3
(2) =3 =2 =1 41 +2 +3 (20) =3 =2 ~1 41 +2 43
(3) =3 =2 =1 41 +2 43 (21) =3 =2 =1 +1 42 43
(4) =3 =2 -1 41 42 43 (22) =3 =2 =1 41 +2 +3
(5) =3 =2 -1 41 42 43  (23) =3 =2 -1 41 42 +3
(6) -3 -2 =1 41 +2 3 (24) =3 -2 =1 41 42 43
‘I' (7) =3 -2 =1 41 +2 +3 (25) =3 =2 =1 +1 +2  +3
(8) =3 =2 =1 +1 42 +3 (26) =3 =2 ~1 41 42 43
(9) =3 =2 =1 41 42 43 (27) =3 =2 =1 +1 +2 43
(10) =3 =2 =1 41 +2 +3 (28) =3 =2 =1 41 42 43
(11) =3 =2 =1 41  +2 +3 (29) =3 =2 =1 +1 42 +3
(12) =3 =2 =1 +i 42 +3 (30) =3 =2 =1 +1 42 +3
(13) -3 -2 -1 +1 +2 +3 (31) -3 -2 -1 +1 +2 +3
(14) =3 =2 =1 +1 +2 42 (32) =3 -2 =1 41 +2 +3
(15) =3 =2 =1 +1 42  +3 (33) =3 =2 =1 +1 +2 43
(16) =3 =2 =1 41 +2 43 (34) -3 =2 =1 41 42 43
(17) =3 =2 =1  +1  +2 43 (35) =3 w2 =1  +1 42 43
(18) -3 =2 =1 +1 +2 +3 (36) ~3 =2 =1 +1 42 43
(37) ~3 =2 ~1 41 42 43
®
Gy~




MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

APPENDIX 5

Occupational Therapist Needs Survey

I,

Occupationai Therapy Education
The Universitv of Kansas Medicai L entes
)i Karsas City, Kansas 1990




OCCUPATIONAL THERAPIST

Needs Survey

1. What roles have you performed in the schools that you serve?

2. List the top 5 content areas you feel are necessary in pre-
service training:

1.
2.
3.
4.
5.

Did you feel you had adequate preservice training to meet the
roles you have been assigned? Explain.

3. List the top 5 challenges you see in occupational therapy
. service delivery to educational settings:

1.
2.
3.
4.
5.

4. List the top 5 needs you see in occupational therapy service
delivery to educational settings:

RERES
Q L




What inservice topics have you preszented to other pro-
fessionals and staff for your job?

What topics do you feel are relevant for basic and advanced
inservice training of other personnel?

What other team members do you work with?

educator psychologist
special educator social worker
speech therapist behavior specialist

physical therapist parents

other

How often do you have team meetings? (This includes, but is
not limited to IEP meetings.)

What is your service area?

nunber of schools

miles traveled

time spent traveling per week

total number of children served

What types of children do you currently serve?

physically and visually impaired
other health

impairment (includ-

ing autism)

mental retardation severly multiply
handicapped/deaf blind

specific learning early childhood

disabled handicapped

behavior disorders language, speech, and

hearing impaired

other




9. How many children do you currently serve?

0 - 2 Years

. - 3 - 5 years 15 ~ 20 years

10 ~ 15 years

5 - 10 years 20 - 25 years

10. List the 5 occupational therapy assessments most frequently
used in your setting.

1.
2.
3.
4.
5.
11. List the top 5 resources you find most helpful to you as an

occupational therapist (including human, curriculum, and pro-
fessional resovcrces).

- Q 2{1
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Competencies I

The child generally demonstrates a pincer grasp using opposition
of the thumb and forefinger at:

a. 2-3 months

c. 15-18 months

d. 19-20 months

A well organized body scheme develops as a result of integration
of:

a. vestibular input

b. proprioceptive input

c. tactile input

d. all of the above

The major tasks that confront the school age child are:

a. achieving personal freedom and developing a healthy
self-image

b. forming friendships and peer groups

c. developing fundamental academic skills of reading,
writing, and math

d. all of the above

Adequate motor planning is dependent on:
a. good vision

b. a well organised body scheme

c. visual sequencing

d. good academic skills

Distinguishing foreground stimulation from background

stimulation can be described as the ability to:

a. differentiate one stimulus from another

b. perceive an object pattern in the environment as a
separate entity and keep it separate

c. to recognize and identify a form even when it is
presented in a different way

d. none of the above

For a child to attend to a task, he must be able to:
a. react to habituated stimuli

b. be able to motor plan that task

¢. inhibit surrounding stimuli

d. none of the above

An internal awareness of the right and left sides of the
body and the relationship between the two is referred to
as:

a. right-left discrimination

b. bilateral coordination

c. bilateral integration

d. crossing the midline

23



Match the following:

. 8. Describe development as genetically a. Kohlberg
(C) pre~programmed.

9. Describe the progression of devel- b. Piaget
(A) opment in making decisions regarding
right and wrong.

10. Describe the progression of cognitive c¢. Gesell
(B) development.

11. Describe psychological development as d. Erickson
(D) resulting from the interaction between
maturational processes and society.

12. The sensory system that reinforces 85% of what the child
learns through his other sensory systems is the:
a. auditory system
b. tactile system
c. vestibular system
d. visual system

13. Hand dominance usually occurs around
(*) a. 3-4 years
b. 4-5 years
' cC. 5=6 Years
d. 7-8 years

14. The newborn infant in the first week recognizes his
mother through:
a. vision
b. hearing
¢c. smell
a. all of the above

15. Frequent ear infections may cause:
a. speech and language delays
b. balance problems
¢. all of the abocve
d. none of the above

16. The child that uses a few real words interspersed with
jargon is probably between:
a. 9-11 months
c. 24-28 months
d. 30-~36 months

17. <Children generally wall between:
a. 6-10 years
b. 11~15 years
. c. 16-18 months
d. 20~22 months




18.

19.

20.

21.

22.

23.

24.

The first physical change that occurs in the child that
signals the approach of adolescence is

a. Secondary sexual changes

b. Growth spurts in height and weight

¢c. Onset of menarche and nocturnal emissions

d. None of the above.

™o assess a 9 year old child’s ability to accurately
reproduce drawings, which of the following tools would
you use:

a. Test of Visual Perceptual Skills

b. Denver Developmental Screening Test

c. Motor-free Visual Perception Test

d. Test of Visual Motor Skilis

give us the framework to allow us to reach,
grasp, and release

a. prehensile reactions

b. primitive reflexes

c. righting reactions

d. equilibrium reactions

A primitive reflex:

a. is pathological when present in newborns

b. is considered obligatory when persistent beyond time
they should be integrated

c. is never fully integrated

d. none of the above

An inrant acquires reach and touch skills with the
integration of

a. asymmetriocal tomnic neck

b. plantar grasp

c. crossed extension

d. optical righting

A normal, term newborn will typically have
a. rooting reflex

-b. asymmetrical tonic neck reflex

c. visual placing
d. symmetrical tonic neck reflex

The normal gestation period for interuterine fetal
development is

a. 30-34
b. 38-42
c. 36-38
d. 42-44

The primary job of the necnate is to:
a. reach for objects

b. learn to roll over

c¢. accomodate to extrauterine life
d. begin eating solid foods



Competencies II

According to the laws regarding special education occupational
therapy is classified as:

a. a medical service

b. an itinerant service

¢c. a related service

d. a school health service

Which one of the folliowing team memberz is not considered z
related service:

a. paraprofessional

b. adaptive physical education

c. vision specialist

d. school psychologist

The procedures for developing an Individual Education Plan must

include: |

a. statement of current level of function, long term goals, and
physician’s authorization

b. independent evaluation data, long term goals, short term
objactives

c. statement of current level of function, long term goals,
description of extent of participation in regular education

d. annual goals and short term owjectives

According to federal reqgulations, handicapped students and their
parents are entitled to if there are unresolved
conflicts within the educational systeu.

a. monetary compensation

b. independent services

c. due process

d. free legal advice

Kansas Medicaid and Kansas Crippled and Chronically Ill Children
Services pay for occupational therapy services for children only
if the services are considered:

a. habitative

b. on-going

c. developmental

d. rehabilitative

School-aged children with handicaps receive services primarily
through funds provided by:

a. PL 94-142

b. PL 99-457

¢. medical insurance

d. federal supplementary income
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7. Children 0-5 with at-risk or handicapping conditions receive
. funding for services by:
a. PL 94-142
b. PL 99-457
¢. medical insurance
d. federal supplementary income

8. Characteristics of athetoid cerebral palsy include:
a. increase muscle tone with resistance to passive movement
b. decreased muscle tone with disturbances in balance and
' equilibrium
c. fluctuating muscle tone with difficulty sustaining postural
control
d. none of the above

9. Autism is characterized by:
a. bizarre behavior
b. age appropriate language skills
c. onset of symptoms during 3rd year of life
d. all the above

10. Children classified as emotionally disturbed can be
characteriatically described as:
a. shy and withdrawn
b. agaressive and acting out
¢. aandbd
. d. none of the above

11. A child with a measured IQ score of 48 would be classified in
school as:
a. educabably mentally retarded
b. trainably mentally retarded
c. severely nmentally retarded
d. autistic

12. A major concern associated with both visually and hearing impaired
children in development is:
a. learning to communicate
b. inadequate gross motor skills
¢. inadequate concapt formation
d. inzdequate fine motor skills

13. Down Syndrome is an example of what type of birth defect?
a. physical malformation
b. chromosomel abnormality
¢. in-born error of metabolism
d. perinatal complications

14. To be classified as mentally retarded the following
cnaracteristics must be present:
a. subaverage general intellectual functioning
b. age appropriate adaptive behavior
. c. manifested during the developmental period
d. all of the above




15.

16.

17.

18.

19.

A non-progressive lesion in the immature central nervous system
that vresults in a disorder of posture and movement describes

a. spina bifida occulta

b. Hurler’s syndrome

c. cerebral palsy

d. mental retardation

Curriculum emphasis of simple math and reading skills would be
appropriate for a nine year-old child educationally identified as
a. multiply handicapped

b. trainable mentally handicapped

c. heal*h impaired

d. learning disabled

Behavioral short term objectives developed for an individual
education program should ke

a. relevant to function

b. measurable (specific criteria)

c. achievable in l-year

d. all of the above

consultation is preferred by educators and
administrators because. . .
a. expert model
b. collaborative mcdel
c. nental health model
d. medical model

Teaching and direct supervision of other professionals or
paraprofessionals who are involved with implementation of
intervention procedures describes the service provision pattern
of:

a. individual direct service

b. monitoring

c. dgroup direct service

d. case consultaticn

For each of the following vingettes choose the one best answer in each
of the following categories:

Diagnosges:

a. cerebral palsy

b. muscular dystrophy

c. learning disabilities
d. developrental delay

a. autism

b. severe/multiply handicapped
c. visually impaired

d. Down Syndrome



a. spina bifida

b. educable mentally handicapped
‘I’ c. trainable mentally handicapped

d. 1learning impaired

a. Neurodevelopmental Treatment

b. Sensory Integration

c. Holistic approach to learning disabilities
4. Spatio-teaporal

e. Neurophysiological rehabilitation

a. Beery Test of Visual Motor Integration
Test of Visual Perceptual Skills
Bruininks-Oseraetsky Test of Motor Proficilency
Southern California Sensory Integration Test

b. Reflax Assessment
Brigance Inventory of Early S8kills
Muscle Test
Range of Motion Evaluation

¢c. Peabody Developmental Motcer Scales
Developmental Programming for Infants and Young Children
Denver Develcpmental Screening Test
. Hawaii Early Learning Profi.e

d. Prevocational Assessment
Daily Life Tasks Inventory
Environrental Assessment

e. Reflex Assessment
Range of Motion Evaluation
Test of Visual Perceptual Skill
Muscle Testing




Dirgnousis - Choose one best answver.

Kate is a two year old in a self-centered classroom of six childrer.
At 10 months she was diagnosed with profound hearing loss and has been
in educational programs since 1 year. Her strengths include fine motor
manipulation and kasic counting skills. Concerns are significant lan-
guage delay difficulty with gross motor balance and coordination. and
attending skills.

20. Diagnosis: (D)
21. Treatrent Apprcach: (D or B)
22. Assessment: (C)

Mark is a 10 year old. He was born with a portion of his spinal cord
outsicda the vertebral column and had surgical rapair at 7 days. He has
no sensation or motor function below the waist. He uses a wheelchair
for mobility. Strengths include moat academics, strength and coordina-
tion of arms, self care except transfers. Concerns are Mark’s ability
to participate in physical education and field trips with his class.

23. Diagnosis: (A)
24. Treatment Approach: (E)
25. hAssessment: (E or D)

Ralph is a2 seven year old. He was born prematurely and at 3 months de-
veloped retrolental fibroplasia. He is in a 1st grade class at a spe-
cial school. As an iafant he cried frequently, did noct want to be
held, and had feeding probleams. Strengths include language skills and
self-care skills for dressing, feeding, and grooming. Concerns are
Ralph’s concept formation (e.g., categorization, same/different), fine
motor manipulation, and reading w«nd math performance.

26. Diagnosis: (D or C)
27. Treatment Approach: (B or C)
28. Assgsessment: (A)

Sally is 1% yrs old and attends a spescial school. Her strengths in-
clude her fine motor skills and independence with grooming and hygiene
tasks. Her measured 1IQ is in the high 40’s to low 50’s. Areas of con-
cern include her limited expressive and receptive language skills,
clumsiness in gross motor skilis, and inappropriate social behavicr.

29. Diagnosis: (C)
20.* Treatment Approach: (D)
31. Acssessment: (D)



Twelve year old Jan has gensralized muscle spasticity. She is enrolled
in sixth grade. Her strengthz include normal vision and hearing,
academics, communication using picture board, and ability to maneuver
her wheelchair with her right hand activating a directional rod. Con-
cerns include no indepandent motor function and different expectations
cnce Jan enters junior high.

32. Diagnosis: (&)
33.* Trsatment Apprecach: (D)
34. Assesspent: (D)

George, at 10 is repeating 3rd grade. Psychological testing found his
IQ to be in the xid-60’s with corresponding adaptive behavior skills,
His strengths include gross motor skills, especially with team sports.
Concerns are in academics. His classroom teacher is currently modify-
ing the regular curriculum and adapting instructional materials. He is
slower at tasks than his paers, and does better with non-reading tasks.
Fine motor skills are below averags.

35. Diagnosis: (C or B)
36. Treatment Approach: (C)
37.* Assessmnaent: (D)

Sam is an 8 year old second grader. He was retained in the 1st grade
because academic difficulties and immaturity. His strengths inclucde
his verbal skills and his creativity. Areas of cencern include his
poor attention span, difficulty with handwriting, organization skills,
and the subjects of reading and math.

38. Diagnosis: (C)
39. Treatment Approach: (B or C)
40. Assessment: (A)

Matthew is a 9 year old who attends a special class for childrzn with
adjustment difficulties. His strengths include his IQ scores, which
are in the normal range. Areas of concern include his lack of coop-
eration, pocor self concept and interaction gkills with his peers and
adults. He has been arrested twice for shoplifting.

41.% Diagnosis:
42.* Treatment Approach:;
43.*% Assessment:

Chad 1is a 6 year cid who attends a self contained classzoomn. His
strengths include his positive relationship with his family and his
friendly personality. Areas of concern incliude his motor and coanitive
skills. He can sit unsupported for a brief period of time before fail-
ing, cannot walk and communicates with a headshake for yes and no,

44. Diagnogis: (BR)
45. Treatment Approach: (A or D)
46. Assessment: (C or B)
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SBS Project, Feb. 1980 - Do not duplicate,
distribute or reproduce without permission
of the authors.

THE SBS INVENTORY
OF
TEACHER SOCIAL BEHAVIOR
STANDARDS AND EXPECTATIONS
BY
HILL M. WALKER, Ph. D. AND RICHARD RANKIN, Ph. D.
UNIVERSITY OF OREGON

Demographic Information

1. Teacher Nape:
2. Sex: ( ) Male ( ) Female

3. Teaching Experience:
(# of years total) (# of years in your

current position)

4. Teaching Level: ¢ ) Preschocl ( ) Primary " () Intermediate
(CURRENT) ( ) Junior High ( ) High School ( ) Other

‘5- Type of Handicapped children Woxked With: () None () LD
() ED () TMR () EMR ( ) Deat ( ) Blind

( ) Crthopedically Handicapped ( ) Multiply Handicapped
( ) Cther (please specify)

6. Classroom Setting Yoy Currently Teach .In: ( ) Regular ( ) Resource
( ) Special ( ) Other {please specify)

Rater Insiructions: This inventory consists of two sets of items descrip-
tive of child gocia]l behavior in the classroom setting. The first set of
items (Section I) describes child social behavior competencies and skills
that are considered appropriate to the classroom setting. The second set
(Section II) describes child behavior that is considered maladaptive, in-
appropriate and/or disruptive to the classroom setting. As a classroon
teacher, you are asked to make one of three rating judgements about each
item in Sections I and II of the inventory.




Instructions for Section I: For the items in this section, please indi-
cate whether tha behavior described is (a) critical, (b) desirable or (c)
unimportant to a successful adjustment in your classroom by placing a
check in the appropriate parentheses. The line to the left of each item
will be used later.

Critical means that possession of the behavior is absolutely essential to
a successful or satisfactory adjustment in your classroom

Desirable means that possession of the behavior is not essential or
critical to a satisfactory classroom adjustment but is encouraged.

Unjmportant means that you perceive the behavior as not being necessary or
required for a satisfactory adjustment in your classroom.

Section I: Descriptions of ADAPTIVE, appropriate child behavior(s).

Critical  Desirable Unimportant

1. ¢Child is flexible and can adjust
to different instructional situa-
tions, e.g. changes in routine,
teachers, setting, etc. () ( ) ()

2. Child listens while oi'er children
are speaking, e.g. as in circle
or sharing time. () () ()

3. Child communicates adequately,
e.g. speaks normally and can be
understood. () () )

4. Child takes his/her turn. () () ()

5. Child uses academic tools correctly,
e.g. paper, pencils, scissors, etc. () () ()

6. Child seeks teacher attention at
aporopriate times. () () ()

7. Child models or imitates the
appropriate behavior of other
children. () () ()

8. Child uses free time appropriately. () () ()

9. Child makes her/his assistance needs
known ir an appropriate manner, e.g.
asks to go to the bathroom, raises
hand when finished with work, asks for
help with work, lets teacher know when
sick or hurt. () () ()

24



Critical  Desirable Unimportant
10. Child listens carefully to teacher
instructions and directions for

assignments. () () ()

! 11. ¢Child volunteers for classroom
activities, e.g. assisting the
teacher, reading aloud, class-
room games, etc. () () ()

12. Child complies with teacher
commands. () () ()

13. cChild improves academic or
social behavior in response
to teacher feedback. () () ()

14. Child is considerate of the
feelings of others, e.g. says
or does things indicating an
avareness of another’s feelings. () () ()

15. Child produces work of accept-
able quality given her/his skill
level. () () ()

16. Child cooperates with peers in
group activities or situations. () () ()

17. ¢Child follows established class-
@® ' roon rules. () () ()

1. Child can have normal conversations
with peers without becoming hostile

or angry. () () ()

19. Child can work on projects in
class with another student. ( ) () ()

20. Child compliments peers regarding
some attribute or behavior. () () ()

21. Child has independent study skills,
e.g. can work adequately with mini-
mal teacher support, attempts to
solve a problem with schoolwork
before asking for help. () () ()

| - " qr
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22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Child speaks to others in a
tone of voice appropriate to
the situation.

Child answers or attempts to
answer a question when called
on by the teacher.

Child copes with failure in an
appropriate manner, e.g. doesn’t
give up on assignment or project
involved in.

Child behaves appropriately in
rnion classroom settings (bathroon,
hallways, lunchroom, playground),
e.g. walks quietly, follows play-
ground rules, etc.

Child resolves peer conflicts or
problems adequately on her/his
own without requesting teacher
assistance.

Child can accept not getting his/
her own way.

Child attends consistently to
assigned tasks.

Child ignores the distractions
or interruptions of other stu-
dents during academic activities.

Child knows when to ask permission
of the teacher or other children.

child tolerates usual school
frustrations adequately, e.9q.
delays, schedule changes, etc.

Child can participate in and con-
tribute to group instructional
situations/activities.

Child can follow teacher written
instructions and directions.

oo
‘.

critical Desirable Unimportant
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34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45,

46.

Critical Desirable Unimportant

Child avoids breaking classroom
rule(s) even when encouraged
by a peer.

child has good work habits, e.g.
makes afficient use of class time,
is organized, stays on task, etc.

Child is honest with others, e.qg.
tells the truth, isn’t deceptive.

Child responds to requests and
directions promptly.

child questions rules, directions
or instructions that are not clear
to her/hinm.

Child shares materials with others
in a work situation.

child makes productive use of time
while waiting for teacher assistance,
e. g. continues to work on problems
that do not prove difficult.

Child raises hand before asking a
question where appropriate.

Child completes tasks within
prescribed time limits.

Child uses social conventions
appropriately, e.g. says "thank
you", "please", apologizes, etc.

Child observes rules governing
movement around the room, e.g.
when and how to move.

Child responds to teasing or name
calling by ignoring, changing the
subject or sora other constructive
means.

Cchild expresses anger appropriately
e.g. reacts to situation without be-
ing violent or destructive.

o
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._ 47. child initiates conversation with
peers in informal situation. () () ()

48. Child uses classroom equipment
and materials correctly. () () ()

49. Child uses vlayground equipment
appropriately. () () ()

50. Child does seatwork assignments as
directed. () () ()

51. Child sits up straight in seat
during classroom instruction. () () ()

52, Child waits quietly for recog-
nition before speaking out in
class. () () ()

53. ¢Child follows simple directions
after hearing them once. () () ()

54. Child carries out decision(s)
or plan formulated by the group. () () ()

55. Child can recognize and describe
.— moods/feelings of others and self. () () ()

56. Child responds to conventional
behavior management techniques. () () ()

Instructions for Section II: For the items in this section, please indi-
cate whether the behavio:r described is (a) unacceptable, (b) tolerated or

(c) acceptable in your classroom.

Unacceptable means that you would not tolerate the behavior occurring in
your classroom. Should an instance of the behavior occur, you would
initiate active methods to (a) suppress or eliminate it and (b)
prevent its future occurrence.

Tolerated means that while you will "put up" with the behavior in question
(at least temporarily) you would prefer to see it reduced in fre-
quency and/or replaced by an appropriate, incompatible behavior.

Acceptable means that the behavior presents no problems for you and you
would not initiate procedures to decrease or eliminate it.




Section II: Dsascriptions of MALADAPTIVE, inappropriate child behavior(s).

‘l’ Unacceptable Tolerated Acceptable
___ 1. Child whines. () () ()
____ 2. Child tests or challenges tea-

cher imposed liaits, e.g.

classroom rules. () () ()
3. Child is easily distracted from

the task or activity at hand. () () ()
___ 4. Chi)d has tantrunms. () () ()
5. Child babbles to her/himself. () () ()
___ 6. Child disturbs or disrupts the

activities of others. () () ()
. 7. child engages in stereotyped

repetitive behavior, e.g.

repezts the same response over

and over in the same way such as

pencil tapping, drumming fingers

or playing with objects. () () ()
. 8. Child refuses to share. () () ()
___ 9. Chiid engages in silly, attention

getting behavior, e.g. makes un-
usual noises/gestures, imitates
cartoon characters, etc. () () ()

___10. child lies. () () ()

11. child is verbally aggressive with
others, e.g. teases, taunts, engages
in name calling. () () ¢ )

12. child manipulates other children
and/or situations in order to

get his/her own way. () () ()
___13. child refuses to obey teacher
imposed classroom rules. () () ()
____14. Child uses obscene language. () () ()
___15. Child pouts or sulks. () () ()
- @
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1. child ignores teacher warnings
or reprimands.

17. child is physically aggressive
with others, e.g. hits, bites,
chokes, holds.

18. child cheats, e.g. coples work
from others.

19. Child becomes visibly upset or
angry when things do not go hor/
his way.

20. Child talks out of turn.

21. Child ignores the social ini-
tiations (overtures, advances,
etc.) of other children.

22. Child damages others’ property,
e.g. academic materials, per-
sonal possessions, etc.

23. ¢Child asks irrelaevant questions,
e.g. questions serve no functional
purpose and are not task related.

._ 24. Child reacts with defiance to
instructions or commands.

25. Child steals.

26. Child does not follow specified
rules of games and/or class
activities.

27. Child obeys only when threatened
with punishment.

28. Child refuses to play in games
with other children.

29. Child behaves inappropriately
in class when corrected, e.g. shouts
back, defies the teacher, etc.

30. Child forces the submission of

peers by being dominant, bossy
and/or overbearing.

‘ 26”
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31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

child starts activities but
does not finish them.

Cchild argues and must have
the last word in verbal
exchanges with peers and/
or teacher.

Child appears to be unmoti-
vated, e.g. not interested
in school work.

Child makes lewd or obscene
gestures.

Child displays highk levels of
dependence, @.g. needs exces-
sive amounts of assistance,
feedback and/or supervision
to complete simple tasks.

Child does not respond when
called upon.

Child creates a disturbance
during class activities, e.qg.
is excessively noisy, bothers
other students, is out of
seat, etc.

Child is overly affactionate
with other children and/or
adults, e.g. touching, hugging,
kissing.

Child is excessively demanding,
e.g. demands too much indivi-
dual attention.

Child is inexcusably late for
the beginning of class acti-
vities.

Child is seriously withdrawn,
e.g. whenever possible avoids
social contact with other
childrer and/or adults.

Unacceptable Tolerated Acceptable

()

(
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Unacceptable Tolerated Acceptable
42. Child interrupts the teacher
when the teacher is engaged
in a presentation or activity. () () ( )

43. Child engages in inappropriate
sexual behavior, e.qg. mastur-
bates, exposes self, etc. ( ) () ()

44. Child is self abusive, e.g.
biting, cutting or bruising
self, head banging, etc. () () ()

45. Child wants to participate in
playground activity in progress
but is afraid to ask to join. () () ( )

46. Child does not share toys and
equipment in a play situation. ( ) ( ) ()

47. Child does not follow and/or
give into necessary rules of
games and class activities. () () ()

48. Child does not correct migtakes
when teacher indicates there are
errors. () () ()

_. 49. Child does not ask permission
to use others’ property. () () ()

50. child’s remarks or questions
are irrelevant to classroom
discussions. () () ()

51. Child reacts negatively to
assigned school work, e.q.
complains, sulks, refuses to
start task. () () ()

10
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OCCUPATIONAL THERAPY Name :

) STUDENT EVALUATION OF FIELDWORK EXPERIENCE

' : PART I: IDENTIFYING INFORMATION
NAME AND ADDRESS OF FACILITY: _

DATES OF ASSIGNMENY: From To
Full time “Part time
ORDER OF FIELDWORK: First Second Third " fourth —

TYPE OF FIELOWORK:

AGE GROUPS TREATED: (Indicate the approximate number of patients
treated in each grouping)

0~ 3yrs __, 3- 6yrs ___, 6-12yrs ___,12-19yrs _,
20 - 40 yrs ___, 41 - 60 yrs ___, 61 ~ 80 yrs'___, 81 and atove ___
PART II: STRUCTURE OF FIELOWORK EXPERIENCE

A. ' STUGENT ORIENTATION
1. Indicate your view of the orientation provided by checking “yes® (Y) or
"no" (N) regarding the following factors.
. ADEQ = Orientation was ADEQUATE in content.

ORG = Orientation was ORGANIZED in approach.
TIME = Orientation was TIMELY in presentation.

T AGEQ | ORG ; TIME |

‘ b Y_ _ N Y _N__Y_ N

a. APPRO A N N ! : ! ! 1 ! L

by, PHY H 1 HI ! ! .

c.__ORGAI Qﬂll!.[liﬂ'hﬂﬂ ! H ! ! ! H !

d. LITY ADMINISTRAVION ! : { ! . : !

e. FACILITY/OEPARTMENT PHILOSOPHY : ! ! ! L !

. OCCUPATI0 RERAPY SERVICES : R VS A :

g. OEPARTMENT TREATMENT FRAME(S) i ! ' i i : :

- ' ' ' ! - A

‘ ' ' ] f ] 1 ] ] ]

: ATMERTAL DOCUMENT/ S S N R

7. FIELOWORK OBJECTIVES e B S B R

REQUIREMENTS N N R B

k. STUDENT SUPERVISION : i H H H H !

1. ANCILLARY SERVICES J - 1 1 H :

m. COMMUNLTY FACILITIES ! ! i : : H H

n"""m GENCY PROCEDURES ! A P : \ :

OTHER specify l | : | \ | i

[] ] i !. ] ] ]

[] ] ] [} ] [} ]

. Note any changes you would recommend for orientation to this fieldwork
setting:

‘)’;—"\;;

ERk(I
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B WRITTEN AND/OR ORAL ASSIGNMENTS

1. -indicate the. number of written and oral assignments that you did.
-Indicata their value to ywur learning experience by circling the

- appropriate number, #1 being the least valuable and #5 being the

. most valuable.

MUMBER
ORAL

NUMBER
WRITTEN

st

W L

. '~
ool B

{
|
|
i
{
|
' 3
[
NSERVICES | 1 "3 L]
PR TION ] | | !
9. i 1 ¢ 3 g |
¢ PRE ATIONS | A
‘h. dER: Specify { 1 2 3 5!
1. ! :
! :
2. = | T 2 3 & § 5
! '
2. Note any changes you would recommend for student assignments according
. to their educational value for you. :
C. PATIENTS OR CLIENTS

1. List the specific diagnoses treated and the number of patients you
treated with each listed diagnosie. (Please do rot abbreviate.)

OTAGNOSTS / " TOVAL # 1! OIAGNOSTS/ " TOTAL #
CONDITION i_TREATEL _ !! CONDITION ' TREATED
[] (K] []
a ir. e
f [} 1
] [ []
b. : g |
| ¥ '
C. ' e i
| ' !
d. ; at. :
' " i
e. ! HE |

2. List the specific avaluation or assessment tools that you used in
assessing patients. (Piease dn not abbreviate.)

l LS
Q Pl
ERIC
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3.

2, Were you responsible for treatment groups? Yes No If yes,
11st the type of treatment groups, frequency of group treatment,
whether you were leader (L) or co-leader (C), and the number (#) of
patients in the groups.

. " GROUP FREQUENCY L/C ¢ Group FREQUENCY L/c #

RN

4, Primary treatment approaches utilized:

PART ITI:  SUPERVISION
Name/s and title/s of Supervisor/s

A. Frequency of supervisory meetings formal and informal:

B. For each item circle the number that was characterfstic of your supervisor
‘I’ and the type of supervision received. (Code for different supervisors).

ITEM RARELY  CONSISTENTLY

1 PRESENTED CLEAR EXPLANATIONS AND EXPECTATIONS . . . . .1 2 3 4 5
2  REVIEWED WRITTEN WORK IN A TIMELY MANNER -. . . . . . .1 2 3 4 5
3 ACCOMODATED TO STUDENT'S INDIVIDUAL NEEDS . . . . . . .1 2 3 4 5
4  ADJUSTED WORK LOAD TO FACILITATE STUDENT'S . . . . . . i 2 3 4 5

PROFESSIONAL GROWTH
S PROVIDED SUPERVISION AS WEEDED . . . . . . « . . . .. 1 2 3 4 5
6 PROVIDED FEEDBACK IN A TIMELY MANNER . . . . . . . . . 1 2 3 4 5
7 PROVIDED FEEDBACK ON STUDENT'S STRENGTHS . . . . . . .1 2 3 4 5
8 PROVIDED CONSTRUCTIVE FEEDBACK ON STUDENT'S WEAKNESSES 1 2 3 4 5
3  GAVE SUGGESTIONS ON METHODS TO IMPROGVE SKILLS OR . . .1 2 3 4 5

PERFORMANCE

10 FACILITATED STUDENT'S PROBLEM SOLVING SKILLS . . . . .

11  ENCOURAGED SELF-DIRECTED LEARNING AS APPROPRIATE

12 ZHCCUNASGED STUDEMT TO PROVIDE FEEDBACK TO SUPERVISORS -
. 13 SEEMED APPROACHABLE & INTERESTEZD IN STUDENTS

14  SHOWED OBJECTIVITY & FAIRNESS WITH STUDENTS . . . . .1 2 3 4 5§
15  PROVIDED A POSITIVE ROLE-MODEL OF PROFESSIONAL BEHAVIOR 1 2 3 4

O "6 MADE Mt FEEL COMFORTABLE & PART OF DEPARTMENT . . . . . 1 2 3 4 5
256

. .
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(" Note any recommendations that you have that would improve the student
supervision and guidanca. .

‘ Part IV: PROFESSIONAL RELATIONSHIPS
A For each item circle the number that seems descriptive of your
experiences, #1 being rarely and #5 being consistently.
ITEM -7 RARELY  CONSISTENTLY
1 INTERDISCIPLINARY APPROACH TO CARE . . . . . . . . . . 1 2 3 4 5
2 YOU INTERACTED WITH OTHER DISCIPLINES IN PLANNING. . . 1 4 3 4 5
- PATIENT TREATMENT
3 APPROPRIATE THERAPEUTIC RELATIONSHIPS MODELED. . . . . 1 2 3 4 5

FOR YOU BY OCCUPATIONAL THERAPY STAFF

4 INFORMED OF ADDITIONAL EDUCATIONAL OPPORTUNITIES . . . 1 2 3 4 5
AVAILABLE AT FACILITY OR IN THE COMMUNITY

5 ~You TOOK ADVANTAGE OF THE ADDITIONAL EDUCATIONAL . . . 1 2 3 4 5

- OPPORTUNITIES

6 PROVIDED WITH OPPORTUNITY TO EXPAND . . . . . . . . . 1 2 3 4 5
INTERDISCIPLINARY KNOWLEDGE .

7 PROVIDED WITH OPPORTUNITY TO NETWORK WITH OTHER . . . 1 2 3 4 5-
HEALTH PROFESSIONALS A

8 PROVIDED WITH OPPORTUNITY TO NETWORK WITH . . . . . . 1 2 3 4 5
RELATED AGENCIES

. 9  PROVIDED WITH OPPORTUNITY TO EXPAND XNOWLEDGE . . . -1 2 3 4 5

OF COMMUNITY RESOURCES

B If applicable, what other students were doing fieldwork during your
placement, ard how did this affect your learning experiences?

C Would you recommend this center as a student fieldwork experience?

Yes Mo Why? -

——— ——————

PART V: HOUSING, ECT.

Please comment on availability of housirg and other pertinent information for students
who will be moving to the area.

ERIC h
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Part V: Academic Preparation ~ University of Kansas

Name of Fieldwork Center:

. | Type of Fieldwork: __
Order of Fieldwork Experiencea: ____ _1st, 2nd,

ird

Please rate each group of the fallowing as to the adequacy of

preparation you received for this fieldwork according to the following
. scale: R
1 2 3 S 5
Preparation: Poor Fair Adequate Good Excellent

Also rate each droup of content areas according to the degree of utiliza-
tion or application at this fieldwork based on the following scale

1 2 3 4
Utilization: ~ Rarely Occasionally Frequently Consistently
RATING FOR Please make specific
PREP/UTIL CONTENT/SUBJECTS comment§ on each section

e Theory

Normal Growth & Development (0T205, OT255)
Generic OT Theories (OT 201)

Frames of Reference (0OT301, OT351, OT365,

|
!

; OT 411, OT 421) ,

| :
[

[

I

Science

Human Anatomy (Anat 388)
Neuroanatomy (OT 345)
Kinesiology (OT 335)
Neurophysiology (Fslg 398)

®
T

Abno
Orientation to the Medical Setting (0T"11)

Psychiatric Conditions (0T 3350)
Clinical cConditions (OT 375)
Developmental Disabilities (OT 365)

Documentation

Activity Analysis

| ills/Application
Generic skilis-chserving, interviewing,
analyzing activities, leading groups,

_teaching, etc. (0T201, OT203, OT213, OT256)

Applying skills to hormal populations, e.g.

! administering standardized assessments

| _(oT 205, Or 253, _OT 255, QT 33%) _ . _ _ _ _

Applying skills to normal populations, e.q.

' adapting activities, transfers, splinting

| (or 301, O 303, OT 351) :
Selecting and applying spacific evaluation

| and treatment procedures to abnormal condi-

] ticns (OT3GS5, 0OT411, OT413, OT421, 0OT423)

i

|

= —l— - e —_ el .

Professional Commitment
Professional Ethics & Rehavior (0T201, 07T353)
I Management (OT 4295)

Resoarch (0T 440, OT 353, OT 445)

IThis information may be utilized for Program Evaluation. Please add
any general recommendations for changes in the Kansas University
Merljcal Center Occupational Therapy Curriculum to the back of this

Ll

SINI Ao list of course Litlas and numbers is alao oo Uhe bavlh of

o - . g T my g .
arm lor your rrelbearoneoe, o

» T
EBiq 8.\j

IToxt Provided by ERI



Additiénal Comments:

KANSAS UNIVERSITY MEDICAL CENTER

w—-—————q--ﬁ--——-——--——-—h--n_-—--—-—--- e s - A -

Semester 1 O.T. Semester 2 O.T. Semester 3 O.T.
rall . Spring Fall
OoT 201 ' OT 253 OT 351
Con. & Skills FW I: Adult Theory & Practice
. Adaptation
oT 293 _ OT 255 OoT 353
FW I: Early Dev. Dev. Life Tasks II Prof. Dev. Sem.
OT 205 OT 301 OoT 375 '
Dev. Life Tasks I Con. & Skills III - Clin. Conditions
ANAT 388 OT 345 PSLG 398
Anatomy _ Neurology Neurophys.
oT 211 OT 350 OT 3C3
Orient. te Medical Clinical Psych. FW I: Adapted
Setting Occupation
oT 213 OT 335 L OT 256
Woodworking Kinesiology Activity Analysis
1 OT 440
Research
250

T " — S GED S Sup S NS g S e S S s

e e L R —

A — L T G R T A . S i — S > Sl . . ——

Senester 4 O.T.
Spring

OT 411
Psychosoc. Dysfunction:
Theory & Practice

OT 413"
FW I: Psychosoc Dys.

OT 421
Physical Dysf.:
Theory & Practice

OT 423
FW I: Phy. Dysf.

OT 435

Service Mgmt and Prof.
Trends

OT 445
Advanced Topics

OT 365
Developmental Dis.

11/89



O

Note any changes you would recommend to the university nrogram.

Student's Signature date

Supervisor's Signature date

Gretchen M. Schmalz, Ed.D., OTR

Ted James, MA, OTR

Caroline Polliard, MA, OTR

Kimberly A. Vogel, Ed. D., OTR 2(:1

56865/6
10/88



APPENDIX 9

Fieldwork Performance Report

Copyright 1987 by the American Occupational Therapy
Association.

Occupational Therapy Education
Appendices The University of Kansas Medical Centen

) _ Kansas City, Kansas 1990
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Full Tt Provided by ERIC.



THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC.
FIELDWORK EVALUATION FOR THE OCCUPAT!IONAL THERAPIST

. Ms./Mr.
(Last) (First) (Middie)
Social Security Number:

(Maiden)

Coliege or University:

Facility name and address: Name

Address

City State

Type of Fieldwork:

Zip

Dates of placement: From 19 :To - 19

Number of weeks or hours completed:

RATING SUMMARY

Performance Judgment
Sub-Scores e
Assessment  (A) ] - I___]
Planning ) ] 1
Treatment €) l:] l—__]
. Problem solving (D) :i N E
Administration/ e
Professionalism (E) ] B |:1 ,
« TOTAL
Sum of A-E Sum of 1-51 .Sum of 1-51
Comments:
. | have read this report Signature of Rater
Signature of Student Position .
Number of persons contributing to this
Date report

Q




This instrument is a revision of the Field Work Performance Report (FWPR) and is produced by a committee of The
American Occupational Therapy Association, Inc., in resporse to Resolution 584-82 of the Representative Assembly.

DIRECTIONS FOR RATING:

This instrument consists of a listing of tasks performed by occupational therapists. The purpose is to assess entry-level
compeience of the occupational therapy student in practice. it is to be usad at the completion of a Level Il fieidwork
experience. Successful completion of fisldwork is a necessary prerequisite for iaking the national certification
examination.

The tasks are listed as “ltems” and include a total of 51. Each item is rated on three different scales: Performance,
Judgment, and Attitude. Definitions of the scales are given at the top of each page. The rating scales should be
carefully studved prior to using this instrument. A rating must be made for each item: and a value entered on the form
where indicated. On those items with a corresponding biackened box no scose is needed.

DIRECTIONE FOR SCORING:

Scoring is to be completad separately for the Performance, Judgment, and Attitude scales. The scoring is a 5 point
scale with a range of 1 (poor) to 5 (excelient). Scores are arrived at by adding the individual ratings for each item and
totaling each column on each page. The page totals are racorded on the Rating Summary on page 1. The Performancs
scale contains sub-scores and a total acore while the Judgment. and Attitude scales have only total scores. (The small
boxes for the Judgment and Atlitude scales are for the convenience of the rater in computation.)

The scores for Performance, Judgment, and Attitude constitute the final ratings. No overall total score is calculated.
Criterion score is the recommended minimum passing score.

Use of the instrument at midterm-—see !ast page.

SCORES:
Criterion Maximum
Scores Score Possible
Performance 125 or higher 230
Judgment 132 or higher 240
Attitude 146 or higher 255

PERFORMANCE SUB-CATEGORY DEFINITIONS:

A. Assessment: the process of obtaining, interpreting, and documenting the data necessary to make initial and
subseqguent treatment decisions.

B- Planning: the identification of goals, and methods tc achieve those goals, in initial and subseqent treatment.

C. Treatment: the use of specific activities or methods which are employed to develop, maintain, improve, restore, or
maximize function and compensate for dysfunction.

D. Problem Solving: ihe skill and ;iedor-manca of identifving and organizing solutions to difficulties.

-

€. Administration/Professionalisni; skills and attitudes which allow the individual 1o participate in the occupational
therapy facility and service.

Sub-scores of Performance may be used to identify specific areas of strength or weakness. The Judgment and Attitude
categories present an overall rating.
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Rating Scuies
Pedormance Judgment Atiitude
indicate the lavel of quality Indicade the axdent 10 which indicate the degres 10
wmmxung the sludent demonstraies an  which the student
periorme task. Do not of the tationele  exhbbits prfessional
coneidgr the attitude with and ior his'or her  behaviors and
Nh:: of tne task. mdﬂ:‘.m
Da not consider the
quality with which the
student performs ha
task.
1. Poor 1. Poor 1. Poor
2. Fair 2. Fair 2. Fair
3. Goced 3. Good 3. Good
4. Very Good 4. Veiy Good 4. Very Good
5. Excelient 5. Excellent 5. Excellent
d iTEMS PERFORMANCE JUDGMENT
1. Gathers necessary information before '
2. Selects relevant areas 10 2355083, E :j ‘
3. Selects the correct methods 10 assess ' |
. 4. Obtains complete information from
staf!, family members, patient, and
records. E:] [:]
5. Adminisiers the assessment
procedures according to standardized
or recommended techniques. l:_-] E
6. Adapts assesament method when usual
brocadures are not practica. ] ]
7. interprets assessment data accurately. [:] !___]
8. Reporte the “esults of assessment and
reassessment(s) accurately and
9. Reassesses the patient's programs and
progress at yegular intervals. - D
10. Estabiishes relevani and attainable
short term goals which refiect the
assessment data. r:l E
11. Documents and reports the treatment
plan. ] ]
12. Documents and reports treatment. E] [:]
Sub-Score A PR —|
(sum of 1-12) E




. Rating Scales
Perormance nont Attitude
indicate the ievel of quality indicete the extent to which indice  the degree 10
with which the student the student demonstrates an  which tia student
periorme the task. Do not urderctanding of the rationsle  exhibitc
consider the attituc.; with and justification for his or her  behaviors and
which the studet performs performance of the task. attudes during the
the task. performance of the task
Do not coneider the
qualily with which the
student parforms the
task,
1. Poor 1. Poor 1. Poor
2. Fair 2. Fair 2. Fair
3. Good 3. Good 3. Good
4. Very Good 4. Very Good 4. Very Good
S. Excellent 5. Exceflent 5. Exceilent
ITEMS PERFORMANCE JUDGMENT ATTITUDE
13.Emuumnmmﬂa:ummw e -
14. Collaborates with the patient in e :
15. Coliaborates with other practitioners to o ‘ L '
18.001%00%.!&::‘.“ R P o
17. Egtablishes treatment priorities with L ey R
18. Reviews progress with patient, family, u SRR ' =
anc significant others at reguiar : —
19, Mmmw,mm . S s .
20. Devsiops and documents discharge .
and follow-up programs In accordance / . ] .
with patient's probable discharge
21. Coltaboratos with patient, family, ) S
significant others, and staff i0 formulate .
discharge and fodow-up plans. L] PR I - .
- 1 b w0 ‘
Sub-Score B . -
(sum ot 13-22) I — [:3 | . I




Performance .
indicate the level of quality indicate the extent 10 which
with which the siudem the student demqQneiraies an
performs the task. Do nat understanding of the rationsle
consider the attitude with and justification for his or her
which the student periorms performence of the task.
the task. -
1. Poor 1. Poor
2. Fair 2. Fair
3. Good 3. Good
4. Very Good 4. Very Good
5. Excelent 5. Excollent
ITEMS PERFORMANCE JUDGMENT
23. Propares the patient for initial and T
ongoing treatment. {__._L L
procedures 10 patient, family and S i
significant others in a manner o o
consisient with their level of ‘ [:J |
‘ 25. Expiains the steps of the activity at the o
patient’s laveil of understanding. - ':]
26. Eslablishes and maintains s 'herapeutic
reiationship with the pationt. ﬁ._i{-:,‘.]..k.-;
|
27. Maintains established treatment plan. ‘ - :

28. Croates an environment which
maximizes patient's responses.

29. Adheres 0 treatment precautions and
contraindications.

30. Recponds fo changes in the patient's
physical and emotional rtatus during
administration of the assessment
procecures.

31. Intervenes, whon neces3ary, at signs of
fatigue or frustration.

e an

J2. Usaes praise or other reinforcers to elicit

33. Sets necsssary limits in response to
undesirable physical or social behavior.

34. Incorporates prevention related
activities .n treatment.

‘
‘ .
.
) .
. .
- N

LIDDDD Jumog o

Sub-Scora C r
(sum of 23-34) L

100000 oo




Rating Scalas
Performance Judgment Attitude
Indicato the level of quakity indicate the extent to which indicate the degree to
with which the student the student demonstrates an which the student
performe the task. Do nt understanding of the rationale exhibits professionsl
consider the aftitude with and juatification for his or her  behaviors and
thom'::. pert of the task. porhnrmow:’:usk
Do not consider the
qQuality with which the
student performs the
sk,
1. Poor 1. Poor 1. Poor
2. Fair 2. Fak 2, Fair
3. Good 3. Good 3. Good
4. Very Good 4. Very Good 4. Very Good
5. Excellent 5. Excellent 5. Excwellent
ITEMS PERFORAMANCE JUDGMENT
3%. Plans treatment basad upon an
accuraie analysis of activities. [:] D
38. Dwermines the logical sequences of
reatment activities to attain the
‘ 37. Selects treatrment activities that
demonstraie an understanding of -
38. Modifies goails as patient’s condition or
response 0 treatment changus. [___:] '::]
39. Uses gurposeful ectivities to maximize
40. Uses a variety of pussibie stralegies for
achieving treatment Qosls. ] C_J
41. Adepts treatment activities, wiien !
necessary, (o reach desired goails. D E_]
42, Demonstrates problem-solving skills in
patient treatment. E :;
Sub-Score D —
{sum of 35--42) E

t

i,

s

~




with which the student the studeit demonttrates an the student

performs the task. Do not understanding. of the ratioriale - exhibits protessions!

consider % attitude with aid justitication for his ot her  behaviors and

vehich the student performs performance of the task. stiRtudes during the

the task. . periormance of the tesk
Do not consider the
Quality with which the
student performs the
task

1. Poor 1. Poor 1. Poor

2. Fair 2 Fak 2. Fair

3. Good 3. Good 3. Good

4. Very Good 4. Very Good 4. Very Good

5. Excellent 5. Exceilent 5. Excellent

" ITEMS PERFORMANCE JUDGMENT

43. Manages lime effectively.

44. Adjusts priorities according to the
needs of the program, department, and
others.

45. Complies with the institution's policies
' and procedures.

468. Participates responsibly in the
supervisory relationship.

47. Adjusts to change and modifies own
behavior according to the dsmands of
the situgtion.

48. Assumaes responsibility for professional
behavior and growth, .

49. Demonstrates an understanding of
professional standards and code of
ethics.

50. Mainlains work area, equipment, and

supplies in a manner conducive 1o
efficioncy and safety.

51. Demonstrates an understanding of the
implications of treatment costs and
financial support on occupational
therapy services.

I—IIDDDDDDD

Sub-Score E
{sum ot 43-51)

JR 0000000 0

TOTAL SCORE

—

Placa total Sum of
SCOres on A-E

’ front sheet.




MIDTERM USE

i‘?ﬁspotﬁonofﬁndommtmwrﬁlonaﬂormoFloldworkEvmgﬁmhadbeonappmvedbymoComnmmOﬂ
Education and the Representative Assembly in April 1986. It is presented in response to the many concems about
evaluating students at midterm. it will be voted on at a iater Jate.

The Fleldwork Evaluation for the Occupational Therapist is an asseasment tool for evaluating student competence at the
complation of each Level I fleidwork experience. It may also be used at midterm to assess the student’s progress on all
three scales with the tasks listed in the evaluation. When used at midterm, the recormmended ratings for sach of the 51
tasks are as follows:

r.

rating of Not Observed (NO) may be used at midterm if the task is one to which the student will not be exposed until ¢
sacond hait of the affiliation. \WWhen NO is used, task expactations for the end point buhavior need to be identified.
heiptul

for students to assess their progress independently. Thia provides an opportunity for seil-evaluation and for,
fication of the congruence o7 incongruence of student and supervisor perceptions of competence. Therefore, the
. student and supervisor shouid compiete evaluation forms prior to the midterm review seasion.

During the micterm review process, the student and supervisor shouid collaboratively develop a plan which would
enabie the student {0 achieve entry level competencs by the end of the fieldvwork experience. This pian should include
specific objectives and enabling activities to be used by the student and supervisor in order 1o achieve the competence

s 33

§

it, at any point in the fisidwork experiencs, a student exhibits unsatistactory behavior in a substantial number of tasks
and/or if the student’s potential for achieving entry level competence by the end of the affiliation is in question, the
supervisor must contact tha Fieldwork Cocordinator to discuss action.

January 1987

Copyright 1987 by the American Occupational Therapy Association

8 ey
24!\1




. THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION,.INC.

STUDENT EVALUATION OF FIELD WORK EXPERIENCE

This form is important feedback for your field work experience supervisor,
your faculty and other students at your school. The feedback provides information
to change and/or cosmend the field work and academic programs. Pleace make concrete
suggestions.

Part I. IDENTIFYING INFORMATION

1. Name and address of facilicy

2. Dates of assignmedt: From To
Full-time Part-time
. 3. Order of field work (circle): First Second Thira Fourth

4, Type of field work (circle one or more):
Physical Disability Psychosocial Disability General Medicine and Surgery
Pediatri;s Adolescent Adult Geriatrics Day Care Center  School
Community Agency In-Patient Acute Convalescent Chronic

Other .

Type of experience (circle): Prevention Remediation Health Maintenance

‘n

Daily Life Tasks Vocational Adjustment

6. Living accommodations: (include type, cost, lease, location, condition)

0o
~Z
I

52.
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Part 1I. STRUCTURE OF OCCUPATIONAL THERAPY PROGRAM

A. Orientation

1.

Please use one of the following letters to describe how you were
oriented to the following aspects of the program:

a. orientation was provided, well organized and plauned
b. orientation was provided, but disorganized

¢c. crientation was provided, but too late

d. orientation was not provided

Physical facilities at center
Organizatinn and administration of the facility
Occupational therapy sarvices offered at the center

Treatment orientation and method of approach of Occupational
Therapy Department

Philosophy of facility

Bahavioral objectives of field work established by supervisor and
student

Format of Supervision

Occupational Therapy Department Records
Orientatican to other departments; library
Orientation to facilities in the community

L

Emergency procedures

State what you would add, change, or delete from the orientation phase
either in content or timing.

B. Written and Oral Assignments

1.

Indicate the type and amount of written and/or oral work required.
List those individuals present for oral reports.

Written Oral Those Fresent

Patient evaluations
Treatmeat plans
Case study
Progress notes
Note book

Paper

Other

What specific changes would you make in the amount or format of thase
assignments according to their value to your learning experience?



C.

N

Patiants/ Clients

1. Describe the patient/client population for whom you were responsible.
State diagnostic categories and number of clients if applicable.

2. For what kinds of groups were you responsible? How many patients/clients
were in each group? '

3. List the types of evaluations and/or tests you used in assessing
patients/clients.

Part IiI. SUPERVISION
Structure
1. Was there a(n) (check one or more)

___ on site OTR supervisor

___ faculty member supervisor

____ OTR supervisor in the community

____ other (teachers, social workers, etc.)

2. State the frequency of supervision meetings. Was this sufficient?

Guidance

1. What method was used to review written and oral work, patient/client
interaction and treatment? Who determined this method?

o
~1
-
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c.

Guidance (continued)

2.

Did you receive, from your supervisor, an evaluation of your strengths
end weaknesses as a therapist? Did you receive specific suggestions to
improve your skills as a therapist? Please explain.

3. Was the "mount of responsibility that you were given for patienc/client
care ac ‘- ‘°d to your professional growth? By the end of your field work
experiern: . ‘id you feel your workload was comparable to a beginning
gtaff thei...ist? Explain.

4. Did you participate in supervising others?

Recommendations

1. Could you suggest any alternative and/or additional methods to improve
the supervision and guidance?

Part IV, PROFESSIONAL RELATIONSHIPS

1.

Was there an interdisciplinary approach toward patient/client care?



] Part 1IV.
)
@
2.
3.
4.
o
5.
1.

PROFESSTONAL RELATIONSHIPS (Continued)

How did this affect communication channels between occupational therapy
and other disciplines?

How did this affect the treatment of patients?

Did you plan or conduct treatment for the patient/client with other
professioials? If so, please list the other professionals.

Which professionals were role models for you in patient-therapist relation-
ships? .

List the schools and academic levels of students present during your field
work experience.

Comment on how the presence of other students affected your field work.

Part V. ACADEMIC PREPARATION
In what way did your occupational therapy theory courses prepare you for

this field work experience. List each course separately and give apecific
reasons. (Were any 0.T. courses not beneficial?)

What additional information did you need?

Qv
~4
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In what way did your basic science courses prepare you for this fieid work
experience? List each course separately and give specific reasons. (Were
any 0.T. courses not beneficial?)

What additional information did you need?

Did you find correlation between theories and concepts learned at school and
their practical application at this center? Give examples of this type of
correlation,

Part VI. SUMMARY

Were you made aware of the opportunities available in the field work
experience?

Did you take advantage cf these opportunities?

Apart from the responsibilities specifically assigned to you, did you take
any iniciative to increase your learning experiences? Please explain.

In summary, what recommended changes would you make in the field work program?

In summary, what recommended changés would you make in the University program?

Would you recommend this center as a student field work experience? Why?

-
b

R
~d
—
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Part VII. ADDITIONAL COMMENTS

Please feel free to add any further comments, descriptions or information concern-
ing your field work at this center. (Please use another sheet if needed for your

comments.)

(Signature of Student) (Signature of Supervisor)

(College or University) (Date)

COUNCIL ON EDUCATION ANNUAL MEETING
OCTOBER, 1975

\."

£
~1
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

APPENDIX 10

Teacher Climate Control Questionnaire

From Kaufman, M, Agard I & Semmel, M. (1985).
: earmne : ent. Cambridge,

MA Brooklmc Books Used with perrmssxn

Occupational Therapy Eduation
. The University of Kansas Medical € e
3 Kansas City, Kansas 1960

Appendices
[Kc

Aruitoxt provided by Eic:
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1 = strongly disagree

TEACHER CLIMATE CONTROL QUESTIONNAIRE

Factors and It_ms

5| Factor I: ati

iversification

‘The children in rmy class help ma make plans for the day.

in my class | use many Worary books wnd referer.ce materials in aodition to
textooks.

Students are enrouraged to expiore new activities independently,

The chikdren in my classroom have pennission 0 move ther seats
together into groups in order 10 work together.

Chisiren try 10 heip each other with their work.

|| Students are required 10 test thelr hypotheoss with experiments.

The ciass actively participates in discussion.
The class leaming materials inciude iots cf meterials | have developed,

My class program inchudes use of the neighborhood resowrces.

The class lsarning materials include materials developed or supplied by
the children.

We have a it of fun in my class.

| occasionally allow the children in my class 0 manage themsaeives.

Chiiiren use “Dooks” witien by their classmates as part of their reading
and relerence materisls.

Most members of the class aren’ interested in what th2 class does.

The children l00k 8t and Glacuss ach other's work,

Children are permitied 10 Use most malerials in the cinss without asking
parmission.

Most students Cooperats rather than compete with one another.

Decisions affecting the ciass tend io be made democratically.

5| Factor Il Friction

Some children i my room don't like the other children in the room.

Certain students impose ther wishes on the whole class.

There is constant bickering and fighting among the childier in ry class.
There are some children who are ot happy iIn my class,

The werk of the ciass is frequently Interrupted when some students have
nothing to do.

There are perlods of contusion whan the class changes from one activity
to another.

Most of the children in my room do r. A ;ooperate well with each other.
There ara a few children with whom | seem 10 have more casual communi-
cations.

Some class members feel rushed to finish thelr work,

Certain students work only with their close friends.

in my class | have a few favorite chiviren who are granted special privi-
_ leges.

Certain chikiren in my class get thelr own way.

The children enjoy the class activities

2 = disagree
3 = neutral
4 = agree

Q

E119

_strongly agree

ARAY

In my clas~ the children like (0 work logether on assignmeris and projocts.

V]

Factor J1E: Rigidity/Control

| ask that the children not talk when they are supposed to be working.

Children are not supposed to move about the room without usking
pemiission.

| make sure chilkken use materials only as instructed.

| base my instructions on curticulum guides or the textbouks for the grade
lovel | teach.

The children in my class ask permission befors doing things ke sharpen-
ing thelr pancis.

1 pian and schedule all the chilken's activities through the day.

The instructional groups formed in the fal are seidom changed,

Oniy the good students are given exira projects.

Esctor 1V: Individualization

{ make ciassroom work assignments based on each individual child's
noeds,

1 often apend axira time with children who have individual learming prob-
loms,

| spend lots of time each day working on scad. mic subjects with individual
children.

All children are xpecied 1o 40 the same SSsigNMens.

Many different projects and activiies go on in my class sim+ -"aneuusly.

| require all the chiidven (0 take the same tests over the material presented
10 the whole class.

| keep records on sach child's day-to-lay sducational activites for uss in
evaluating his or her deveiopment.

Chiidran work directly with manipulativ) materials.

The class acliviies are well organizec: and efficient.

When chikiren finish their class assignments, they know what 10 do next.

The class has plenty of tirne to cover thy assigned & of work.

The children in my class have some free time during the day.

Witnin the classroom, there is a wide enough diversity nf books 10 meet
each chiid's needs and interests.

Facior V: Diffliculty

Most stucionts in the class find the work hard 1o do.

The class has difficulty keeping up with the assigned curriculum,

Many children in the class do not understand what work assignments thay
shculd be doing.

Whan the children start a new assignment, they are often confused.

Most of 1ha children can do their work without help.

AR the students know how {0 Go the work assigned In my class.

Mast chidren are deeply invoived in what they are doinv throughout the
day.

Taken from: Mainstreaming: Learners and Their Environment. M. Kaufman, J.A,,
Agard & M.1. Semmel, Brookhne Books, Cambridge, MA 1985.
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MANAGING OCCUPATIONAL THERAPY IN RURAL EDUCATION

APPENDIX 11

Teacher Educational Attitude Questionnaire
Parerit Educational Attitude Questionaire

From Kaufman M., Agard, J. & Semmel, M. (1985).
Instre : ‘ ironment. Cambridge,

. MA. Brooklme Books Used with permission.
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TEACHER EDUCATIONAL ATTITUDE QUESTIONNAIRE

Scales and {tems

11213]14]5]| Scalel: Traditio uthori 11213

The small gains iny lsarmng which result from all the educational innova-

tions aren't really worth all the trouble and expensa of meking the
- changes.

The public school is sacificing t00 much of our cultwal hertage in ks

preoccupation with ife adjustment and group fiving.
| cistike having to change my class pian in the middie of an undertaking.

Subject matter and skills aro Uificult 10 teach, tharefore, the content of the

curriculum must take precedance over the children's experiences.

Pubiic schoois should become more involved In implementing innovative

practices in education.

it is frequently necessary for a teacher 1o demonstrate her authority.

Schools of 1oday are neglecting the basic academic subjects. 1123

A chiid shouidn't tell a teacher that she's wiong even i she Is.
| do not enjoy having to adapt myzelf 10 naw and unusual situations that
occuwr in the classroom.

One of the big difficuities with schools today is that discipiine is often
sacrificed for the sake of freedom.

A child who doesn't show respect for his teacher won't learn much from

- her,
The reason that mest innovations are dropped s that when the newness

wears off, the old ways are found to be the best after all.

it may be airight t0 hava parents visit the class once in a while, but it
Interferes with the teacher's work just the same,

What is noeded in the claasronyn is a revival of respect for the teacher.

Good reiations with parents may be important, but discuasing their
children's work with them is generally ineffective.

Teachers should exercise more authority over their students than they do.

Educational authorities have baen negligent in allowing new materials and
methoris t0 interfere witii the success of traditional agproaches.

1 = strongly disagree
2 = disagree

3 = neutral

4 = agree

5 = strongly agree

le II: fessi Satisfaction

As far as | know, the other teachers think | am a good teacher.

The stress and strain resuitmg from teaching makes teaching undesirable
for me.

Teaching gives me a great deal of personal satisfaction.

| am at a disadvantage professionally because other teachers are better
prepered 10 teach than | am.

Teaching enables mo t0 make my greatest contribution to society.

| love to teach.

| foel sucessful in my present position as a teacher.

As ateacher, | think | am as compstent as most other teachers.

Scaje lII: Teacher Cohesfvencss

Experienced faculty members are supportive and heipful toward new and
younger members in my aschool.

The teachers at this school share educational ideas and techniques with
each other.

The teachers at this school don't seem to e able 10 work well together,

The teactem in our achoo! cooperate with sach other to improve educa-
tion instruction in the achool.

Taken from: Mainstreaming: Learners and Their Environment. M.
Kaufman, J.A. Agard & M.L. Semmel, Brookline Books, Cambridge,
MA 1985.
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PARENT EDUCATIONAL ATTITUDE QUESTIONNAIRE

Scales and Items

Scale I: Traditional Autho ity

The small gains in leaming which result from 2¥ the educational innova-
tions aren't really worth all the trouble and axpense of raking the
changes.

The public school is sacrificing 100 much of our cultural heritage in its
preoccupeation with ife adjustment and group living.

My chiid's teacher apnears to disike changing claas plans in the middie of
an undertaking.

Sublect matter and skilis are difficut to teach, therefore, the content of the
curmiculum must take precedence over the children's axperiences.

Pubiic schools should become more invoived in implementing innovative
practices in education.

It is frequently necessary for a teacher to demonstrate her authority.

Schools of today are neglecting the basic academic subjects.

A chiid shouiin't tell a teachor that she's wrong even ¥ sha is.

My chiki's teacher does not appear to enjoy having to adapt to new and
unusual situations that occur in the classroom.

One of the big difficutties with schoois today is that ciacipiine is often
sacrificed for the sake of freedom.

A child who doesn't show respect for his teacher won't leam rnuch from
her.

The reason that most innovations are dropped is that when the nevness
wears off, the ok ways are found to be the best after ail.

i may be alright to have parents visit tha class once in a while, but it
interferes with the teacher’'s work just the same.

What is needed in the classroom is a revival of respect for the teacher.

Good reiations with parerts may be important, but discussing their
chikdren’s work with them is generally ineffective.

Teachers should exercise more authority over their students than they do.

Educational authorities have baen negfigent in allowing new materials and
maethods to interfere with the succass of traditional approaches.

1 = strongly disagree

2 = disagree
3 = neutral
4 = agree

5 = strongly agice

Q

Scale II: Professional Satisfaction

| think my child's teacher is a good teacher.

The siress and strain of teaching makes nty child's teacher appear less
ennusiastic about her job.

Teaching appesys t0 give imy child’s teacher a great deal of personal satis-
faction.

Other teachers appear to be better prepared to teach than my child’s
teacher.

My child’s teacher appears to view his/her job as the greatest contribution
%0 society.

My child’s teacher appears to love to teach.

My child’s teacher appears to fes! very confident in her position.

As & ‘eacher, my child’s ieacher is as competent as most other teachers.

Experienced faculty members are supportive and heipful toward new and
younger members in my school.

The teachers at this school share educational ideas and techniques with
each other.

] The teachers at this school don’t seem t0 be abile to work well together.

The teachers in our achool cooperate with sach other 1o improve educa-
tion instruction in the school.

Taken from; Mainstreaming: Learners and ‘Their Environment. M.
Kaufman, J.A. Agard & M.1. Seinmel, Brookline Books, Cambridge,
MA 1985.
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ERIC

Aruitoxt provided by Eic:

ep——

one)

——

SELECTED CHILDREN'S BACKGROUND QUESTIONNAIRE

. Dete of Child's Birth: Vi Vi
month day yeat

. Sex:

— Male

a1
. Ethnic Group:

—— Negro

— Indian

—_— Oriental

e 3panish-Sumamed

Causcasian {other than Spanish-Surnamed)

. Father’s Occupation: (This question relers to the father or father substitute living in the home) {Check only

Profemional and semu-professional workers. This includes individuals who perform xdvisory,
sdmunistrative or rerearch work which.is based upon the established principles of 8 profession or
xience and which requres profesnonal. scientific of tezhnical training equivalent to that represented
by padustion from a coliege or university of recognized standing.

Farmens snd (um managen. This includes individuals who work their own [arm or indinduals who
manage and superviac the runaing of farmy (or the owner,

Proprietors, mansgers and officials, except farm. A proepietor is 3n entrepreneur who gwns and,
alone or with amistance, operates his own butiness and is resporaible [or making and Sariying owt it
policies. A manager it one whe munages all cr a purt of the business of anathver person or agerey;
who has hage cesponnibility i the making and carrying out of the policwes of the butineri; and who
through sssistant, is charged with plinning and supernsing the work of others. An official hes large
responsbilities in the making and cantying out of the policies of the concern.

Qlerical, mles and kindred workens. A clerical or kindied workey is one who, undey superewion,
piforms one of more office sctivities, weually routine, such a3 preparing, transcribing and filiw
written conununications and records.

Craftsemen, foremen and kindred workers, This includes individuals “engaged in » manusl pursuis,
wually not toutine, for the pursuance of which a long period of training of an apprenticeship i
wually necessary and which in its {ummm calls Tor a high :c:ec of judgment or manual
dexterity, snd for sbility 10 work with a minimum of supervision o exercine responsibility for
valusble production aud equipment.” Thess individusls may disect other workers wader spervision.

Operstives and kindied worken. This inctudes individuals ensaged in menual pursuit, ususlly
routine, for the pur of which only a short petiod or no period of prelimmary g
wuslly necemary and which in its passuance usustly calls for the axescise of only 2 moderate degree
of judgraent of manual dextenty. Such jobs require orly a modecate degrev of mwcular force.

Domestic service workens include those individuals performing personal wervices in private homes.
Protective service workers. A protective service workes is one engaged in protecting life or property.

Service workery, except domestic and protective, are those engaged i cleaning and isnitor services
in buildings other than private homes, or perforriing services often o! sn indimdual charscter fre
other pervons as a basber, cook, waitress or prechical nurse.

Farm lgborers and foremen. A farm laborer is 3 hired worker ot wnpaid member ef 8 fxnin operator’s
faruly who works on 8 faim. A (scm foreman s one who directs farm laborers under the supervninon
of a farmer or farm mansget

Laborers, except faem are those engaged in a manual pursunt. usually rovune, for the pursuance of
which no specul trwning. jidgment or manual dextanty i3 usually necessaty and in which the
worker usually supplies mainly musculasr sirength fos the perlormance of cosise. heavy work

Other (describe fully)

28
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SELECTED CHILOREN'S BACKGROUND QUESTIONMAIRE, continued

Don’t know (give best estunate) __,

—ar. No father or (ather substitute living ia the home

$. Mother's Occupstion (The question refers 10 the mother or mother substitute liing in the home) (Check
only ons.)

Y

RN

t——

Professionsl and stmi-professional workers, This includes individuals who perform sdvitory, od-
ministrative o ..-mﬁ' work which Is based upon the established principles of » profesnon or
wience snd which requires prolessonal, wientific of techmcal tmming equinlent o that
represented by yaduatson from 3 college or univenity of recognized sanding.

Farmers and (armm managen. This includes individugls who work tvir owa farm of iddividuals who
manag snd supsrvise the running of farm for the owner.

Proprictors, mansgus and offivists, except fam. A propritior it an enlreprencus who owns and,
aslons or with ausistance, operates his ows business and i responsible for meking and catrying out its
Licies. A Managey is one who maneges all of port of Uve busenens of another person o1 sgency : who
large sexponasbility in (he making snd carrying out of the policiny of the businens; and who
throwgh sssistants, 8 charged with pansiing snd superwising the » ork of others. An official has large
responsipllities in the making and carrymg out of the policies of the concern.

Clerical, st and kindred workers. A clerical or Kindred worker is one who, under supervition,
performe ont or more office activites, wiually routive, wch M preparing, traracribing snd filing
written conmenications and records.

Craftsmen, foremen and kindred workers, This includes individuals “engaged in 9 manusl pursuit,
waualy not rowtee, (or the puisusnce uf which o 1ong paviod of traning or an apprenticeship &
vauslly mecesary and vampumonlkIuaNﬁd:fnorjudmtumw
dexterity , and for abiity 1o work with 3 munimum of supsrvimon and to exercine responsibility for
valuchls production and equipment.” These individvals may disect other workers under supervision.

—— Oprostives snd Kindeed woerkers. This inctudes individusls engeged in manual puriwit, weuslly

bpppra—t

routing, for the pursuance of which only a short pericd or so period of preliminary Utaaning 1
vsually necemary and which in its pursaance ususlly calis for the exercise of mo., 2 moderste degres
of judgment or of manual dextenty. Such jobs requere only wodersts degroe of mmcular “wee.

Domestic service workets mclude thow individusis performing personal services ia private homes,

———ac—

L ve service workers. A proleclive srvics worke: o sapaged in protecting life or property.
Service workers, except domestic and protective. are (hne enaged is laaning and janilor services
in buddings other than prvate homes, or perfomung Minces ofitn of sn individual character for
other persons a3 8 barber, cook, wartiess of prav tical nurse.

Ferm isborers and foremen. A farm laborer i @ hited worker of unpud member of a farm operator’s
fomaly who works on a farm. A (arm [oreman 13 one who directs {armn haborers under the superanon
of a farymer or (aam manages.

Laborers. except farm. sre thase engaged in a manual purswit, wpusliy routine, for the pursusnce of
which no special lisining, judpment of manual dextenty is usualy neceisary and n wiuch the
worker wauslly supy’ vs manly muscular strength for the petformance of course. havy work.

Other (descnibe (ully)

Don’t know (pve best estimale)

No mother or mather substituse fiving in the home

DL
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SELECTED CHILDREM'S BACKGROUNSD QUESTIOMMAIRE, continued

[ Full'u'l Educstion (The question reters 10 the [ather or Iathey substitute limeg in 1k - home Y{Check only
ome.
e NOTE
— St gradt xhool
v CoOmpiried grade scheol (12t — 6th prade)
e S8 junion high (7th — 8th prade)
s Completed juniot high (Tth « Sth arade)
e SOma high school but did not graduste (M grads is incluied in high school)
—smnee High school graduate
e Vocational or business achool after high school
— SO coliege — lem tham tow yesrs
e COlege £ 3duste
——e—ee Altended graduate or profemional school

— 'L XROW (give best astimate )
e N0 fathat or father substitute

7. Mother’s Educstion (this question refers 1o the mother or mother tubstituie living in the noms ) (Check
only one.)

— None
—— SOme prade school
e Completed grade school (10 — 6th gade)
e 30108 juti0t high (Tth — Sth grade)
e Completed junior high (7th — Sth grade)
e S0 high school but did not praduste (9th gade i included i high school)
i High school graduste
= Vocstional or business school after high school
—a—— Sowme college ~ lem than four yean
e College graduate

Attended prad or professional school

. Dot know (give best estumate )

—— No mother or mother substitute living in the home
8. Socio-Economic Status: (Check only one.)

——u Upper clan

——— Upptr middie claxs

— Muddle class

a—— Lower middie cisms

w— Lower clans

Q 2».,‘(’

=
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SELECTED CHILDREN'S BACKGROUND QUZSTIONMAIRE, continued

9.

12.

1.

4.

i5.

1s whiz child from o (xmily in which the grimaty sepposter of the fumily i rocaiving weifare?
— Ve

— NO

Family Stonm: (Ohack only ons.)

emanae. Mothto snd father present n the home

e Mather snly pemant — ne ather male figurs

e Mothar (real) sl tather-substicuie (fasmily [riend, uncle, brother, randfather) in the home
——— Fathas oaly prossat ~ e other female lgme prasemt

e Fathior (s0ul) and reothor-sbstitors (Tamily friond, sust, sietev, gromdmather) in the hows
e et (v with grandpacent, foster pasents, stc.)

How saay days wus this child sbeem?

— Onys during the 1970-7) chenl yex

— mmummumndﬁnmu)

Did this child purticipase in amry of the fellowing belore sutering first grade? (Chack only one.)

e am [oadetart or peoschost spomsnred by publis school L
mamee Hesdotart or peoschesl speasorsd by O.8.0. or sther publie (federal, stade ot local) agency (othes
han public schonl) -

e Proachosi or mursery sposssed by private sgancy (incluling chwrches)
e Hundstart, prenchool ov nursery (spomsorthip unkaows)

e Kindergastsa spossored by public school

e Kindetgarten sponsored by other public sytncy

e Kindergasten spomoted by private agancy (including churches)
wermnm Kindotgarten (sponsorship uaicvown)

i I Frmation wasvadshie

How smay diffarent slementary schools has this child sttended?

— Schools in this distsict

e SChOOM o other districts

What is the predominant languege spoken in this pupid’s homa? (Chack only one )
amu—. English

e A Amarican Indina Langimage

e AR Oriental Langusge

—— Spanish

e FrOnch

e et

What is this child’s most recent 1.Q. score?

15a. Date of mou tent

month 7 yem

15b Mame of 1ent




SELECTED CHILDREN'S BACKGROUND QUESTIONMMAIRE, continued

478

15c. Vorbal Scale 1Q 0008 oo

154. Povformmace Scabe I score ..

15¢. Full Soule 1Q w0ore .

16 mmdumum«uummmum-mme.)
e On-going reguisrly schoduiod casferences with reguler teacher(s)

On-goiny; regularly scheduled conforences with speciel educetinm teacher(s)

Periodic: confersnces with regeler tencher(s)

Periodic conferences with special educstion taacher(s)

Peciodic confervacs with principal

Periodic conferance with other school persomndd {describe )

Peciodic written reports on child's progren

the parents of this ct.ild iavolved in say forwal program of paremt involvement?

17.

1

Ya
No
8. perents of this ciild responaible for the imglementation of ceriain activities in the home stting?
Yes

No

| 131

QUESTIONS 19-27 RCFER TO HANDICAPPED CHILDREN ONLY
19. At what sge was thix ¥ fiest re{ensed for special sducation services?
- A0 ‘
0. hmwm&h&i‘_m_ﬂ_nﬁnﬂkﬂpﬂdmmmﬂ% only one )
. Defote coming to school, s very sast, childhood — pre-nursery school
— . Dafore coming 10 school ~ dwing Headstart or mersry school
— Kinergarien
e Flist gradie
— Second grede
e Thiird grade
e Fourth gade
ammee Fifth gade
e SiAth pade
21s. Did thes child repeat s gade before he began receiving special educatson servicts?
— Yy
— NO
210 1 yes, whot grade(s) ..
22. At what age wa this chid placed in the specal education program®

—_—

Project PRIME Instruments

SELECTED CHILDREN'S BACKGROUND QUESTIORNAIRE,

43 Hew many totsi months was this chald im o srif contsined spacial tducation progrem? (Do not conal sumemes

T O % m DN w >

C = v » O " O T E*R =™

monils )
— ORI

Wit instructional srrangemen! wit this child in tast yaar? (Chock oaly ome.)

e Amtigaed b0 spt2id aducation chew o day

——a Asigned \o specinl education chas snd stiends mea-ecademic reguier clos

continued

—— Muﬂmuﬂuﬂmm-ﬂmﬂnﬁm
— Wh““d“ﬂmmm.mn—)
e Agtigand (0 seguller clesoom sil doy

How many hewn the werk doss this child in cach of the following sitvations? (Tc2) should
oqual sasabey of salord ) (Kstimate \o wearut heif-how.)
With Spectl Integaid
Edwestion With Reguler
aubject Matter Aress Children Only Childven
Reoding — S
Language Arts —— R Y
Hundworting — N N
Sptiting — b — T
Arithmetic — WL PR T -
Science — JE—
Social Studies — b —— S
Sperish (of otber foutign —_—hn — hn.
tanguage)

Other scademic subjects — R JE—— N
Mhytical Education e —— by —— VS
Mnic JE——— -, ¥ U . )
An — § — S
Lbiwry —— . ¥ I 7. %
Reces — iy —— W
Luach — N J— %
Viewnl-Perce ptual Troining JEE— ", ¥ W
Langusge Development . X — AL
Motor Training ——— OB —— L
Avinory-Lutening Training ——— b — B
Cihe (explain)

Totd [ ¥ — B




SELECTED CHILDREN'S BACKGROUED QUESTIONMAIRE, continued

. iﬂdﬂhlﬁhﬂuﬂdmuhﬁn‘!
_'-
*nh

7. U s child bas boen dinsbllity, what his
y ---:.'rxlmmm y wwre his specid

e uhavier coatvel problemy

— ),

e Auilitory Pevcrption
p— g
T

e Organization Deflcit (memory , wquencing)
v Spocific scaliemic dilTicultins
s Ot (dimvibe)
e Not 30 LLD chid

Specinl Education Disector initisl when Section | s complets.
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Code:

EDUCATIONAL :
RURAL NEEDS SURVY

1. What are the top five (5) concerns of rural special education?
1.

2.
3.
4.
5.

2. What do you see as the unique needs of the rural population?

3. How does your special education district/cooperative provide
related services?

4. What are the methods of special education for recruitment of
related service personnel?

5. List 3 pros and 3 cons for contracting for services versus
hiring an occupational therapist on staff:

Contract Hire
Pros Pros

1. 1.

2. 2.

3. 3.
cons cons

1. 1.

2. 2.

3. 3




6. How many students in your area are served by occupational
the: apists per year?

'l’ 0-5 20 - 25
5 - 10 25 - 30
_— 10 - 15 30 - 135

i5 - 20 35 or more

7. How many students require occupational tharapy services: but
are unserved due to vacant pcsitions?

0 -5 15 - 20
S - 10 20 ~ 25
10 - 15 25 or more
8. Wha do you see as the role(s) of the occupational

the apist?

9. Wou d you be willing to hire en extra paraprofessional to
wor. with students if an occupaticnal therapist were available
. to "ou on a limited basis?

10. Of he following topics, which ones would you and your staff be
int rested in as inservices provided by an occupational

the apist?

positioning handling
feeding sensory integration

- visual- classroonm organizational
perception skills for students
perceptual- posture
motor skills
evaluation classroom activities
tools adaptation
handwriting incorporating therapeutic
renediation techniques in the

classroom
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Code:

OCCUPATIONAL THERAPIST

General Information

Current Job Title:

Length of time in current position:

University Background

Undergraduate:

Graduate:

Number of Years Practicing Occupational Therapy:

Number of Years Practicing in Pediatrics:

Density of Population Served: (pop. density = pop. of town)

0-1,000 3,000~4,000
1,000~-2,000 4,000-5,000
2,000-3,0060 5,000~-above

Memberships:

American Occupational Therapy Association

Current
Previous

Social Interest Section

Administration

Physical Disabiiity
Sensory Integration
Developmental Disabilities
Gerontology

Mental Health
Work-related Programs

1]

State Association
Current
Previous
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Managing Occupational Therapy
Educator Consent Form

The Department of Occupational Therapy Education at the University
of Kansas Medical Center is developing a training module for preservice
occupational therapy students focusing on the needs of rural education.
In order to prepare the students for possible fieldwork and job oppor-
tunity in the rural setting, we are currently surveying occupational
therapists regarding needs and attitudes about special education ser-
vices.

Questionnaires include:

1. General Information

2. Rural Needs Survey

3. Classroom Integration Questionnaire

4. Teacher Educational Attitude Questionnaire
5. Teacher Climate Control Qeustionnaire

Please read the following statements, check if consent is given or
not given for participation and sign at the bottom of the page. If
there are any questions; please contact Paula Hughes, OTR, Project Man-
ager, at (913) 588-7195.

I understand that the research in which I am being asked to par-
ticipate will include answering the above mentioned questionnaires and
surveys. I understand that the data obtained in this study is confi-
dential and that no individual identification of me will be made in re~-
ports of this study.

I understand that my participation is voluntary and that I may
refuse to participate in the study if I so choose.

I understand in signing this consent form in duplicate, one copy
will be retained for the project files and one copy is for my records.

I give permission for the researchers of the M.O.R.E. project to

use the information I provide as described above, knowing that all in-
dividual identification will be removed.

I do not wish to participate.

Name:

Date:

3ul)



Managing Occupational Therapy
OT Student Consent Form

The Department of Occupational Therapy Education at the University
of Xansas Medical Center is developing a training module for preservice
occupational students focusing on the needs cf rural educat!sn. In or-
der to prepave the students for possible fieldwork and job opportuni-
ties in the rural setting, we are currently surveying occupational
therapy students regarding knowledge and attitudes about working with
children receiving special education services.

Questionnaires include:
1. The SBS Inventory of Teacher Social Behavior Standards and
Expectations
2. Pediatric competencies
3. Classroom Integration Questionnaires
4. TOTEMS: Training Occupational Therapy Education - Atti-
tudes Towards School Based Servicas

Please read the following statements. If there are any questionsg;
please contact Paula Hughes, OTR, Project Manager, at (913) 588-7195.

I understand that the research in which I am being asked to par-
ticipate will include answering the cw.ove mentioned questionnaires and
surveys. I understand that the data obtained in this study is confi-
dential and that no individual identification of me will be made in re-
ports of this study.

I understand that my participation is voluntary and that I may
refuse to participate in the study if I so choose.

I understand that the University of Kansas Medical Center does not
maintain a policy of providing free medical treatment or other forms of
compensation for injuries incurred as a result of participating in bio-
medical or behavioral research.

Returning the completed questionnaire signifies consent for use of
the information you provide the M.O.R.E. project.

31
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"M.O.R.E."
. Parents

i. Name: 3. Name:
Address: Address:
Phone: Phone:

2. Name: 4. Name:
Adress: Address:
Pnone: Phone:

Ed ors

1. Name: 3. Name:

Address: Address:
. Phone: Phone:

2. Name: 4. Name:
Address: Address:
Phone: Phone:

Adminjistrator

1. Nanme: 2. Name:
Address: Address:
Phone: Phone:

SITE:
Fieldwork Coordinator:
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® The University of Kansas Medical Center

School of Allied Mealth
Department of Qccupational Therapy Education

4013 Hinch

ABSTRACY

Managing Occupationa! Therapy in Rural Education
M.O.RE)

Occupational therapy is mandated as a reiatad service in PL94-142 for thoea handicapped children
who require these services to benafit f-o/m thelr educational experiences. For these children, occupational
therapiets are a critical part of the interdiscipiinary teem that develops and implements the inaividualized
educational plan (EP). Smalier and more rural school districts presently face several disauvantages in
attempting to secure the services of occupational therapists as related service personnel in their schools.
First, the sreas to be served ave often gecgraphically distant from matropoiitan sreas which have a larger
variety of business, social and educational opportuaities; this makes & dificult t0 recrut experienced

to relocated to the area dus to other family commitments. Secondly, there are smalier

numbers of special education students requiring service dus to a smalier popuiation in gensral which means

that perhaps only one occupational therapiat ie required. Lack of ongoing professional contact makes it

difficuk for a new graduate to take a job in a rural setting without specialized preeervice experiencys which

. address not only the knowiedge and skills to work in public schoois, but the addaltionasl q)ertise roquired to
tallor these competencies 0 the unique needs of a rural setting.

The purpose of the proposud project is to demonstrate a model designad to train preservice
occupational therapy students to work sflectively in the public schools, specifically those in rural settings.
Thia effort is directed at improving the knowledge, skills, and attitucies of occupational therapy students in
regard to the unique social, snvironmental, and ecucational nesds of the rural setting so that occupetional
therapy students will be more prepared and have a greater abilily to pursue job opportunities serving rural
districts.

The goals of this project ara: (1) to demonstrate a model for training preservice occupational therapy
students in specialized techniques and proced res that snable successiul service delivery in naral school
setiings; (2) to validate the model by assessing the impect on occupational therespy studerts, rural
personnel, the community, and on the handicapped students served and (3) to develop and implement a
p:an for digsemination and repilication of the validsted rural training model. Thees goals will be met tarough
a variety of didactic and experiential lsaming opportunities. Aithough all student in the Occupational
Therapy Curriculum at tha University of Kansas will participate in some of these experiences, approximately
15% of each class (10-12 students) will participate in specialized fieldwork experiences in prepeation for
rural school job opportunities when they graduate.

This grant is sponsored by the Office of Special Education and Rehabilitative Services

Winnie Dunn, Ph.D., OTR, FAOTA Paula Hughes, OTR &
. Principle Investigator Brenda Rowley Gray, OTR
Prcject Managers
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OT 203

orT 253

GT 303

OT 413

OT7 490

OT 491

Level 1 and Level || Fleldwork

Early Developmernt (1 cradit hour)

Selexted fleki of aperionce whn individuale in the infant-adorsscent stages including bott: handicepped and non-handi-
capped populations. 'ncludaes practice i interviewing, obaarvation, recordit,, reporting, and use of professional ethics.

Students scheduled for #203 are Junior stwisnts (beginring thaiw first semeater of academic coursewark at KUMC). This
fieldwork is divided iro waveral two-hour oosSIvation sxperiences ini faciiities serving chiidren ages 0-18. Students wii be
supervisec! by CTR's andior other profecsionals, Faciities may inciude public and private schools, out-patient and in-
petient clinics, day-irestment programa, respke cars.

Adult Adaptation (1 crecit hour)

Seleted fleld axperience with aduts at various stag-s in the e span inciudin-y both handicapped and non-hancicaped
populztions. includes analyzing procesaes of work and leisure, teaching activities and leading activity groups.

Shes wit primarily he thoee semving & civonic cassioed, (Le. resirement faciities, adit M.R. faciities, facilities with on-going

support Groups) which can provide student expariencss in assinting with adaptad isisure activities and/or opportunities to
jead reailty oriantation or reminiacence groups. Students will be suparvised by OTR's andi/or cther pxofessioants. The
K.U. Fisidwork Office will provide names of agpropnriate faciiities to studente. Studenis will make their own amangenents

for flesldwork for this experience only.
Adapted Ooccupations (1 credit houwr)

Selected feid experiences with persons having dysfunctional conditions. Inciudes use of instruction in adaptive tech-
niques; use of STUCturad aseessMaLs.

Students scheduled for #302 are Junior stuoants. This fleidwork provides the student’s first hande-on opPPOntuNty to co-
treat patient/clients. This 16 hour fialdwork 's divided into a 8 hour experience in a peychosocia! setiing and & 8 hour axpe-
rience in a physicsl dysfunction selting. Siudents will be supervised by an OTR or COTA. Student wilt co-tremt patients/
clhients in the basic areas of ciatty e tasks (physical dady iving akille, peychoaocial/amotionai dally IMing, work, or piay/
isisure). Students are not ready for neurological assesaments or troatment. Students will interview a patient/cilent (with
permiasion of the faciity/supervisor).

Psychosocial Dyshunction (1 credit hour)

Fleid axperience in a clinical setting involving treatment and concurrent evaiuation of at ieast one individual with psychodo-
cial dysfunction,

Students scheduled for OT 413 are Seniors complating their final academic semeste:. This full-ime, 40 hour waek
fisldwork is scheduled at in-pahent and owt-patient hospital clinics and community mental health settings. Stude~ts will be
suparised by an OTR. Students will participate ir: group and 1-1 natient/client treatment, aiminister evaluation, and
participate in the development of & program pian for the patients/clients. Optional experiences could include team

confersnces and brief visits 10 other professiona’ services.
LLeve! Il Physical Dysfunction (6 credit hours)

Levei I' Pshychosocial Dyafunction (€ credit hours)
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OT 492 Lavel Il Selected intecent (6 credit hours)

Students must compiete nine months of full-time Level il Fisidwork; thise menihs is Physical Dystunction (OT 490), thves

months in Peychoeocial Dysfunction (OT 491), and three montts in a Selacted interest Area (OT 482). C:cupetional

Therapy Ansistants who have successiully compieted all academic and flsidwork requirements in an acccdited tecinical
. program, are not required to enroll in OT 482,

Students must inaintain a 2.5 GPA andd succesafully compigte all scademic ciasees 1o be eligible to enroil for Levsi il
Fielgwork. Students must compisie al Level | Fisidwork within 18 months of the date of completion of the required
ACAGAMIC COUrsEwWOrk,

Students are acheduled for Lavel il Fieldwork at accredited hognitais and at the following tynee of community facilities:
martal hesith Serters, rehab Ration centers, gerietric centers, work rehabiitation centors, anki public and privale schools.
Students *r3 supervised by an OTR who has had at least one yser of clinical work 8inCe obtaining his/her certification.

Students rcaive & Bacheior of Scence in Occupational Therapy after s.:cceesful compietion of Level | Fieldwork and are
sligible to write tha Certification Exwndnation for Occupetions! Tharapiets Ragistared,
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MANAGING OCCUPATIONAL THERAPY
IN RURAL EDUCATION
(M.O.RE.)
INITIAL FINDINGS

The need for competent related service personnel, par-
ticularly occupational therapists, to serve in rural educational
areas has been well documented. Two-thirds ¢f all United States
schools are located in rural arcas, and the majority of unserved
and underserved handicapped children are enrolled in these rural
schools (Clark and White, 1985; Massey and Crosby, 1983). In the
past, there has been some debate regarding shat constitutes a ru-
ral district. Helge (1984) reports that a district is considered
rural when the number of inhabitants is fewer than 150 per square
mile or when located in couwties with 69% or more of the popula-
tion living in communities no larger than 5,000 inhabitants. Dis-
tricts with more than 10,000 students and those within a Standard
Metropolitan Statistical Area, as determined by the United States
Census Bureau, are not considered rural.

A major problem in rural education is recruitment and reten-
tion of qualified staff (Helge, 1984; Will, 1985; Latham and
Burnham, 1985; Kirmer, Lockwood, Mickler and Sweeney, 1984,
Marrs, 1984). A 40% to 50% attrition rate annually is typical (Will,
1985). A survey conducted in 1983 by the National Rural Pioject
reported that only 17% of rural districts and special educatiion
cooperatives indicated that they had an adequate number of special
education personnel. In a recent report filed by the Ad Hoc Com-

mission un Occupational Therapy Manpower, data collected annually
by the U.S. Office of Special Education Program, U.S. Department
of Education, reports the needs for occupational therapists have
consistently nutnumbered the supply. In 1983, state special
education departments indicated a need for 20.5 percent more oc-
cupational therapists than were currently employed under Part B
funding of P.L. 94-142 (OT Manpower). Helge (1984) notes that
itinerant positions, such ac occupational therapists, are most of-
ten not filled. Preservice training which does not consider rural
needs, contribute to chronic vacancies of these positions.
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Recognizing the need for preservice training of occupational

therapists to serve in school systems, the Bureau of Education for

the Handicapped in 1978 funded the American Occupational Therapy
Association to develop a model for training occupational
therapists employed in school systems (Gilfoyle and Hays, 1979).
The Special Education Department at the University of Kansas de-
veloped a special tract for occupational and physical therapists
pursuing a masters degree in Special Education. Their project,
funded by OSERS in 1980, developed and implemented a model to
prepare therapists to serve as consultants to programs for severely
handicapped students in public school settings.

In order for therapists to integrate services into rural
school systems they need to have an understanding of thc system,
its educational aims, and its philoscphy (Regan,1982). Punwar and
Wendt (1980) ourlined the effort o mandate occupational
therapists in Wiscorsin to be certified by the Department of Pub-
lic Instruction for those therapis.s serving in public schools.
Identification of competencies and relevant curriculum content
were established as cornerstones of certification standards.

. The need to alter and adapt types of service provision for
occupational therapists is essential in rural settings. Through
preservice training, the necessary understanding of the roles a
consultant and knowledge of dirferent types of service delivery
can be taught. The skills of a consultant are essential to ser-
vice delivery in educational setting (Dunn, 1985). Dunn (1985)
notes that the demographics of school (rural vs. urban) do not
change teacher or administrators preference of consultative style.

A survey of educators, therapists and administrators in the
midwest arca (Kansas, Iowa, Nebraska, and Missouri) conducted by
Dunn (1986) asked pertinernt questions reflective of the need for
related service of occupational therapy in rural educational set-
tings. University bachelor’s level programs in these states did
not have preservice training for service in rural education al-
though all departments expressed a need for such a curriculum.
State agencics recognized the need for preservice training and re-
ported chronic vacancies in rural settings for occupational
therapists. Additioually all reported that due to lack of ser-
vices, children with special needs are either unserved,
underserved, or most travel to the closest urban setting for ser-

. vices.
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' Special education directors reported that of related services
personnel an occupational therapist could best serve their
programs’ needs (Dunn, 1986). This preference was also supported
by a survey completed by Guess (1980) at the University of Kansas.

» Teachers of severely multiply handicapped students ranked their
perceptions of contributions from other professionals and disci-
plines in the education of students in their classroom. The re-
sults indicated that teachers perceive occupational therapists as
the most needed service, followed by physical therapy and speech
pathology, medicine, nursing, social work, and psychology. Ad-
ditional concerns expressed by special education directors include
(1) lack of preservice training for occupational therapy serving
in school settings, (2) difficuity with currently employed
therapists continuing to rely solely on the medical model and (3)
inability of therapists to identify and implement appropriate
methods and amounts of service delivery in rural education set-
tings.

In order to address these needs, the Occupational Therapy
Education Department at the University of Kansas designed a
. preservice training model. The project is funded by OSERS to in-
vestigate preservice training needs for service deiivery to rural
education settings. This paper will present preliminary data on
trends of rural needs that have been identified and suggest plans
for preservice training.

METHODS
POPULATIONS:

For purposes of this study occupational therapy students and
pediatric occupational therapists were surveyed.

All Semester I students enrolled in the Occupational Therapy
Curriculum at the University of Kansas Medical Center during the
Fall 1987 semester were asked to participate in the initial data
collecticn. This group was comprised of 61 students who were
newly entering the program. These students were enrolled in a de-
velopmental life task course and a fieldwork course providing them
exposure to the pediatric age group. These students completed the
surveys and questionnaires in early November 1987.
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Occupational therapy personnel currently practicing in pediat-
rics in Kansas, Jowa, Nebraska, and Missouri were also sent ques-
tionnaires and surveys. Both rural and urban based personnel were
included. For purposes of this study, criteria >stablished by
Helge (1984) was used to determine those personnel in serving in
rural communities and those serving in urban communities. The
names of the therapists were obtained through state occupational
therapy associations and through the state departments of educa-
tion. The forms were sent to 95 therapists.

INSTRUMENTS/MATERIALS:

Three documents were used in collected data presented here.
Occupational therapy students and pediatric occupational therapy
personnel were asked to complete the Attitudes Toward School-

Based Scrvices (ATSBS) survey from Training Qccupatiopal Therapy
Educational Management in Schools (Gilfoyle,1981). Respondents
were asked to indicate how much she or he agreed or disagreed with
36 statements regarding school-based services on a scale for -3 (“1
disagree very much”™) to +3 (“1 agree very much”).

. The second instrument both students and occupational therapy
personnel were asked to complete is the Classroom Integration
Questionnaire (CIQ). This questionnaire, taken from
Mainstreaming: Learners and their Egvironment (Kaufman, Agard,
and Semmel, 1985), presents the reader with vignettes of 25
children with primarily cognitive or behavior problems. The CIQ
asks respondents to indicate appropriate classroom placement for
each child: a regular classroom, a regular classroom all day with
supplemental materials and advice, a regular classroom part of the
day with supplemental materials and advice, a special class all
day, or not for public education.

Occupational therapy personnel were asked to complete a third
document, Qccupational Therapy Needs Survey (OTNS) developed
by the MORE project staff. The survey included demographic informa-
tion, questions regarding roles, preservice training needs, chal-
lenges of service provision in educational settings, inservice
topics, team members, resources, and caseloads.
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PROCEDURES:

The Semester I occupational therapy students were asked to
complete the ATSBS and the CIQ during a one-hour home-room
period in early November. Students were given an abstract outlining
the project and a letter stating their participation was requested but
not mrandatory. Each student was given a set of forms to complete.
As the forms were completed, cach student indicated their number
on a master list developed for longitudinal purposes.

The occupational therapy personnel received a packet in the
mail containing an introductory letter, the project abstract, a
consent form, the coded instruments used for data collection, and
a self-addressed, stamped envelop. The packets were mailed in
mid-October with a return requested in one month.

Responses from each questionnaire or survey were tabulated by
frequency, and analyzed. The percent of frequency was compared
for each group (occupational therapy students, rural occupational

. therapy personnel, urban cccupational therapy personnel).

Results

Of the 61 occupational therapy students, 55 students (90%)
completed the packet. Six students (10%) choss not to par-
ticipate. Of the 95 occupational therapy personnel surveyed, 29
(31%) responded to the surveys and questionnzires at the end of 2
months. Of the responding occupational therapy personnel, 19
(65%) were identified as urban-based therapists and 10 (34%) were
identified as rural-based personnel.

Table 1 presents the demographic information about the occupa-
tional therapy personnel. As indicated in the table, the urban
and rural personnel are relatively equal in educational back-
ground, years of practice in occupational therapy, years in pedi-
atrics, and years practicing in the public schools. Differences
were noted in number of schools served, number of miles traveled
each week, and in the number of children served by each therapist.

The OTNS was completed by all occupational therapy personnel
returning their packets. The participants were asked to list
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their top five concerns in preservice training and needs in oc-
cupational therapy service delivery in educational settings.
Table 2 lists the preservice content areas listed by rural and ur-

ban occupational therapy personinel. The areas noted by both
groups as most important include advanced sciences, child develop-
ment, communication skills, knowledge of educational philosophy
and aims, evaluation and interpretation skills, and writing indi-
vidualized educational program.

The OTNS also asked respondents to list needs of occupational
therapy service delivery in educational settings. Table 3 lists
needs as stated by rural and urban personnel. Aslisted in the
table, the top 3 needs for both groups are issues of service pro-
vision in terms of caseload size, time, space, and money; consul-
tation skills; and continuing education resources. Many other ar-
eas of overlap existed, although each need had differing frequency
from group to group.

The ATSBS was completed by the occupational therapy students,
the rural occupational therapy personnel, and the urban occupa-
tional therapy personnel.

Although respondents had 6 categories of choices (-3, -2, -1,
+1, +2, +3), responses were grouped into negative (-3, -2), neu-
tral (-1, +1), or positive (+2, +3) categories. Responses were
analyzed first by grouping items into five content areas. The re-
sults of tk:- content area analysis are picture in Graph 1. Per-
centage groupings were essentially the same across all groups in
cach area when comparing the percent of negative, neutral, and
positive responses. Three items had less than a 20% difference in
response patterns across groups; 15 items showed a 20-30% differ-
ence; 7 items showed a 30-40% difference; 7 items showed a 40-50%
difference; and 4 items showed a 50% or more difference. Table 4
presents the pattern of differences for the 4 items with more than
50% difference.

The CIQ has items describing children who have cognitive
problems (N=11) and children who have behavior problems (N=12).
Two items described children with both cognitive and behavior
problems. Percent of responses to each level of classroom place-
ment were plotted for the 25 items. Visual inspection revealed
that 22 items had very similar patterns of choices across all

314



three groups, with students and therapists most frequently choos-
ing mainstreamed with special classroom help, resources room and
special class placement. The three items that generated sig-
nificantly different patterns of response were vignettes about
children with cognitive difficulties which lead to poor ability to
follow instructions necessitating the use of concrete directions

and materials.

Discussion:

Oocupational therapy personnel working in both rural and urban
areas in four midwest states report similar educational back-
grounds, years of practice in occupational therapy and spe-
cifically in pediatrics within the public schools. Differences

appear in the number of schools and children served by each per-

sonnel and to a greater extent the number of miles traveled to
provide these services. Rural personnel reported having an aver-
age of more than four times as many miles per week as urban per-
sonnel. The rural personnel also averaged 50% more schools served
and 25% more children on their caseloads. These additional fac-

. tors require rural based personnel to consider other service pro-
vision patterns such as monitoring and consultaticn as a means of
addressing these needs. Children in rural areas may receive di-
rect service less frequently than children in urban areas.

The OTNS results indicate that rural and urban occupational
therapy personnel agree on the most important preservice content
areas necessary for working in their particular settings. These
include knowledge about the basic sciences, child development ,
and communication and evaluation and interpretation skills. These
skills are desirable inall areas of occupatioi  therapy
practice. Additionally both groups listed knowledge of educa-
tional philosophy and aims as well as the Individual Education
Planning process as necessary content. These additional areas in-
dicate the significance the personnel place on occupational
therapy personnel having knowledge of working in a school setting
prior to accepting a position.

Qccupational therapy personnel also responded similarly when
asked to list the needs of occupational therapy in education set-
tings. Although with differing frequencies, both the rural and
urban personnel listed issues of service provision (caseload size,
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iime, space for therapy, money for equipment); consultation
skills; and continuing education resources as the top three arcas
of need. This suggests that even though service provision pat-
terns differ, many basic needs are the same for all schooi person-
nel.

When looking at attitudes toward school-based services, the
occupational therapy students’ responses were different from oc-
cupational therapy personnel (both rural and urban) on items which
reflected of knowledge other team members such as regular educa-
tior teachers, special education teachers, and special education
directors. Occupational therapy personnel indicated they felt
other team members did not have a good understanding of what oc-
cupational therapy is or what specific treatment theories en-
tailed. Students tended to respond neutrally. This could be due
to the students’ lack of exposure to the educational setting. Ad-
ditional the personnel attitudes supporta need for increased
inservice education for the team about occupational therapy’s role
in special education.

. Rural personnel responses varied from both urban therapists
and students on items about service provision patterns and the age

of the populations to be prioritized. With the large geographic
areas covered by rural personnel, alternate patterns of service
provision have had to be considered. Rural personnel are also
more likely to serve persons throughout their development and into
adulthood due to the service structure in rural areas, leading to
more varied pattern of age prioritics. 75% of urban personnel
prioritized young children; perhaps with multiple staffing, these
persons are more likely to specialize on a smaller age range.
Students reported equal ratings across all ages to be served.
This attitude may reflect the changing attitudes of society and
the profession to meet the changing needs of the children with
handicaps as they move from childhood to adolescence.

Urban therapists reported they felt regular education teachers
are not prepared to meet the needs of children with handicaps in
their classrooms. Rural personnel (82%) reported neutral atti-
tudes regarding this statement. Urban districts often employ
higher numbers of specialized personnel, such as special education
teachers and related service per~onnel. In rural settings, fewer
specialized personnel exist, thus leading to more frequent place-
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ment of children with handicaps in the regular classroom thus re-
sulting in regular classroom teachers being experienced in dealing
with special nceds. Additionally, urban personnel reported they
felt teachers are interested in inter-disciplinary work. Rural
personnel also agree, but not as strongly. This could be due to
urban personnel being more available to teachers with more oppor-
tunitics at cach school. Rural personnel may only serve each
school on a weekly basis and with increased travel time between
schools may not have the opportunity to consult with teachers or
have team meetings as often.

Attitudes regarding administrative support for occupational
therapy differed for the groups of occupational therapy personnel.
Urban therapists felt administrators supported referrals for ser-
vices. Almost three-quarters of the rural therapists were neutral
on this support. This may be due to the increased accessibility
of urban therapists to the administrators, possible because of
closer proximity. 91% of the rural personnel indicated necutral
attitudes and 9% indicated positive attitudes about principal’s
parental requests for occupational therapy services. 63% of the

. urban personnel were neutral and 25% were positive about the same
issue. Again, this may be due to the urban personnel being more.
available to the schools they serve.

Twenty-two of the twenty-five items on the CIQ had similar
patterns of choices for all three groups. The three items which
varied had very different patterns of responses. In one case the
three groups answered very differently from each other. For a
second item the rural occupational therapy personnel and the urban
occupational therapy perronnel had similar patterns with the oc-
cupational therapy responding differently. The final item was re-
sponded to differently by the two groups of occupational therapy
personnel with the students following the trend of the urban per-
sonnel. In general students also tended to place more students in
the more restrictive settings (special class all day or not for
public education). These differences in responses point out sev-
eral implications for student training. First, students need to
become more aware of what can be done to facilitate mainstreamed
placement of children with learning problems. This would provide
them with the information leading toward attitudes that more
closely match the attitudes of practicing clinicians. From other
data presented, rural occupational therapy personnel state teach-
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ers are competent to provide education for children with
handicaps. Because of the lower incidenice of handicapping condi-
tions, and therefore fewer special educators available, support
for regular education teachers is a major role for occupaticnal
therapy personnel in rural educational settings.

Recommendations;

The following recommendations for preservice training of oc-
cupational therapy students were identified from the preliminary
data. First, students need a better understanding of the educa-
tional system. Tlis includes knowledge of the state and federal
laws, educational philosophy, and the process necessary for pro-
viding related services. Additionally, occupational therapy per-
sonnel need a better understanding of what educators (both regular
and special) know and are capable of doing in their classrooms.
The occupational therapy personnel will be more capable of fa-
cilitating teacher effectiveness in incorporating environmental
changes for children with special needs. Secondly, occupational
therapy students should understand patterns of service provision

. and how to use the various patterns cffectively. Inrural set-
tings where the personnel have higher numbers of schools and chil-
dren as well as increased mileage, alternatives to direct service
must be considered. Students must be taught the importance of em-
powering cthers with skills that will be beneficial to these
children. The final recommendation is for occupational therapy
students to begin the process problem-solviag for efficient use of
resources. Time, money, space, and equipment resources will con-
tinue to be issues in service provision. So occupational therapy
personnel must use available resources efficiently.

Occupational therapy continues to be a valued resource in pub-
lic education. By addressing the specific needs identified by
practicing clinicians new graduates can be more well prepared to
serve rural educational systems. The beneficial outcomes will not
only be for the professionals but also for the children and
families receiving services.
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Preassessment:

An Effective Tool for
the Rural Therapist

M Paula Hughes, OTR
Winnie Dunn, PhD, OTR, FAOTA

O ccupational therapists face many challenges
&s they practice in rural school systems.
Often there is only one therapist available to serve sev-
eral districts, schools are miles apart. and work space and
equipment are minimal (Duan & Gray, 1988). Thera-
pists need to understand the unique educational philoso-
phies and structures of rural schols to integrate therapy
services effectively (Regan, 1982). Preservice training
programs that emphasize traditional models of service
provisior do not prepare the occupational therapist to
serve as an effective team member under these condi-
tions. The Department of Occupational Therapy Educa-
tion at the University of Kansas Medical Center has been
conductinga grant project funded by the Office of Special
Education and Rehabilitation Services (OSERS) en-
titled Managing Occupational Therapy in Rural Educa-
tion (MORE). Project stalX first intervieved and sur-
veyed occupational therapists in urban and rurai settings
(as defined by Helge, 1984) to determine the unique
issues and needs of the rural school therapist. Thesedata
are being used (o develop preservice training modules
aimed at improving the knowledge, skills, and attitudes
of occupational therapy students regarding the unique
sociai, environmental, and educational needs of the rural
setting. A variety of issues emerged for the rural thers-
pist, including the need to provide effective consuliation
and to develop more effective screening and assessment
strategies (Dunn & Hughes, 1989). The purpose of this
article is to describe the use of one strategy, preassess-
ment, to increase tie efficiency of the referral and assess-
ment process in rural public school systems.

Schools have standard procedures for referrals
1o special education services. A referral may be made by

a parent, a teacher or other professional, or an outside
agency. The referral is usually reviewed by a special
services team, which hasa predetermined amount of time
to act on the referral (usually 30 days). The activities that
occur within this time period cen be referred 0 as preassess-
ment tasks (aithough state or local educational agencics
may use a different term), because they occur before the
formal comprehensive assessment. Frequently, school
districts designate staff 10 serve as the preassessment
team (e.g., the school psychologisi, & icacher, a special
education teacher, and the school principal). The team
reviews the concerns of the person making the referral
and creates a plan with that person that addresses his or
her concerns but that does so within the student’s current
learning environment. The State Plan for Special Educa-
tion (Kansas State Department of Education, 1987) defines
this process:

Preassessment is the first phase in deter-
mining whether the educational needs of a stu-

dent can be met within the classrcom. . .
it] provides sunport and tance to regular

classroom teachers 30 that may deal effec-
tively with students who t learning and/or
behavior differences. . . it is in for all

s'udenuwho«hibitdiﬂmcu...mchndan
be labeled as exceptionsl until the multidisci li-
mrymmhadocumenwdthnmechnd
portunity to have learning p—
proprhw to his/her age and abilities, and that
the child’s has not been achieved
in the regular classroom environment. (p. 87)

In otter words, the preassessmcnt team makes
recommendations that - ddress the student’s specific dif-
ficulties. The classroom teacher (or other referring
party) impleincn:s these recommended intervention
techniques fora specified amount of time (generally 30to
45 school days). The preassessment team assesses the
impact of these interventions on the student’s perform-
ance throughout this period to determine whether or not
the strategies are effective and if any alternations are
needed.

Occupational therapists have not routinely been
involved in the preassessment process but are more
commonly involved with the comprehensive evaluation
(Kznsas State Department of Education, 1989). With a
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therapist’s time at a premium in rural schools, it is
important to consider alternatives to a therapist’s direct
involvement with every referral to the evaluation team.
An cvaluation is not always indicated; those students whe
are successful with preassessment strategies arc main-
tained in their natural learning eavironments and do not
have to undergo unnecessary comprehensive evalustions.
Implementation of preasseasment strategies shifts some
of the work loac by eusuring that evaluations are oaly
administered to those students for whom simple class-
room adaptations have been unsuccessful. When the
preassessmeni process is used consistently, the therapist
begins the evaluation and program planning process
knowing which strategies have already been tried and
how the student responded to them. This additional
referral data saves time.

Theitinerant nature of therapists in ruralschool
settings makes it necessary to establish ongoing commu-
nicztion mechanisms with key professionals. Similar
communication stratcgies can be used to contribute to
the preassessment process and simultaneously to in-
crease team members’ knowledge about the potentizl
contribution of occupations! therapy. The occupational
therapist determines which common referral complaints
might be resor7ed by using strategies designed by a thera-
pist. Many school districts have refecral forms that list
common concerns; it may be necessary to suggest addi-
tions to the list if it emphasizes only performance in
subject areas. The therapist can then provide the key
persons with a list of intervention techniques that can be
used by preassessment tcamn members 2s they screen
referrals 2nd design preassessment plans. Table 1 shows
common referral complaints related to occupational
therapy expertise, and the corresponding preassessment
suggestions for each. The occupational therapist in-
structs preassessment team members in the correct ap-
plication of suggestions (Dunn, 1989). The oaly sugges-
tions included ina list suck: as this are those that can safely
be implemented by others; if more complicated adapta-
tions are required, a complete evaluation is necessary.
More serious problems than those listed in the table
would generaily require the prompt involvement of the

therapist; likewise, the therapist should intervene if the
suggested adaptations are unsuccessful.

Occasionally, the occupational therapist may be
called on to provide additional guidance during the
preassessment process. Input may be provided through
telephone conversations, detailed notes, additional read-
ing material, or a meeting. These additional contacts
provide further opportusities to clarify the occupational
therapist's roles and areas of expertise, and the informa-
tion thus gained by team members makes it easier for
them to choose appropriate students for occupational
therapy evaluation.

Case Study

At its weekly meeting, the preassessment team
reviewed a referral from Mrs. Brown, the first-grade
teachei. Tommy, an 8-year-old boy who had repeated
kindesgarten, was having difficulty writing neatly and
completing seatwork correctly. The team identified these
complzints as ones frequently addressed by the occupa-
tional therapist. The occupationa! therapist had met
with them at the beginning of the school year to review
the referral checklist and point out items for which she
could provide assistance. At tha: time she had also
provided the team with a list of simple adaptaticns thar
could be incorporated into classroom routines to address
these concerns. The team decided (o use several of the
suffestions provided by the occuaptional therapist to
assist Mrs. Brown aad Tomnty in the classroom. How-
ever, after reviewing the checklist vptions, the team
decided that it needed more sprcific information from
Mrs. Brown in order to choose appropriate recommen-
dations. Mrs. Brown clarified her concerns by stating,
*Tommy has difficulty finding items he needs in his desk,
gets bekind when [ give directions and does not follow
them correctly, and does not stzy on the line when writ-
ing.* Mrs. Brown also indicated that Tommy watched
what the other students were doing when he lost his
place. Shedid not feel tnat this was appropriate behavior
and didn’t want him to copy the other students’ work.
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With this more complete information, the tam
designed a preassessment plan that included many of the
suggestions that had been provided previously by the
occupational therapist. The team met with Mrs. Brown
10 discuss the situation and identified the following strate-
gies:

Poor pencilkrayon use

Provide sheets of paper
Prol!irindepnpawimomlinuorwithwidelyspwed
s

Inability 1o complete seatwork successfully

Provide larger spaces for answers
Putfewerli‘:tmonuchpage

Lack of organization; tendency to lose personal
belongings

Make 2 map showing where items belong

Collect belon J them out at the begin
ning of ncgl:%vity

Failure to follow directions
Allow student to watch a partner for cues

Mrs. Brown expressed concern that the other
students in her class would complain if she made these
accommodations for Tommy and not for others. The
team explained that if these strategies worked they would
maintain him in the regular classroom. They assured
Mrs. Brown that as long as Tommy did his own work
watching other students for cues could be a successful
strategy for him, because he was already trying it on his
own. ThLe team also reassured Mrs. Brown that they
would give her continued support as she implemented
these strategies. They asked her to implement these
intervention techniques for 4 weeks, reporting on Tommy’s
productivity each week, to determine whether or not they
alleviated his classroom problems.

The strategies chosen from the referral checklist
proved to be successful for Tommy. Mrs. Brown also
came to feel comfortable providin Tomniy with wide-
ruled paper, a desk organization map, and a “direction
partner.” She was surprised to find that tke other stu-
dents did not feel that they were being treated unfairly,

but in fact were very cooperative with the changes in the
classroom routine.

‘This case study illustrates asuccessful preassess-
ment process. Too often preasscssment is not used
effectively in schools, and students are evaluated unnec-
essarily. This is costly for the schools, in terms of bother
professional time and financial resources, and can pro-
duce unnecessary anxietyin the students being evaluated,
who may begin to feel that they are failures. Futhermore,
time is at a premium for therapists in rural settings, and
setting up an informative and efficient preassessment
mechanism enables others to screen referrals and pro-
vides a mechanism to infuse occupational therapy exper-
tise into the daily routines of the educational eaviron-
ment. This leads to better referrals at the outset and
provides the therapist with much more information about
a student and a given situation when an evaluation and
individualized program plan are indeed indicated.

Conclusion

Although occupational therapists are not rou-
tinely involved in the preassessment process, they can
provide valuable input to the preassessment team. Iden-
tifiaction of common referral complaints and suggested
adaptations educates other team members about the
unique knowledge and skills of the occupational thera-
pist. Thisearlyinvolvement in the referral process mekes
efficient use of the rural therapist’s valuable time, pro-
vides a needed service to the preassessment team, and
encourages meaningfui communication between the faculty
and the therapist. Preassessmentactivities also causeless
disruption of the learning process, provide more useful
information about the student’s learning style, and foster
a sense of responsibility on the part of the classroom
teacher to work effectively with ail students. il
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Table 1.

Classroom Adaptations to be Considered for Common Related Service Referral
Complaints Prior to Comprehensive Assessment

Referral complaint * = Possible adaptations
Pooahpchww wray Pooapl?ndllerayonuse
rovide a wheeled carry lunch se triangle on pencil/crayon
* Provide wensils * Use fatter utensil
* Clamp tray to tabie to prevent slipping * Proviie larger of paper

* Serve milk in sealed cup with straw

Poor tol skilis
: ; a smaller toilet
* Provide a step stool for toilet/sink

* Adapt seat to correct height for work
* E:ais;?feetmﬂatonﬂoorwhonchﬂdis
* Provide more variety in seatwork

Clumsy in classroom/halis; gets lost in building
* Move classroom fumiture to edges of room
* %ggdstudemtomwlocaﬂonswhenhallsare

crowded
* Provide visual ciues in halis to mark locations
* Match student with partner for transitions

Can't get on or off bus independently
* Allow student to back down stairs
* Provide additiona!, smaller stairs

Can‘tget]acketorooaton/off
* Place in front of student, in same orientation
each time
* Provide larger size for easier handling

Drops materials; can't o books, etc.
* Place tabs on book pages for tuming
* Provide small contaners for items
* Place ail tems for one task on a lunch tray

Inattentive, hyperactive, distractible
* Decrease availability of distracting stimuli
8.g., visual or auditory
* Provide touch cues only when student is
greparod
* students with firm pressure
* Provide frequent breaks in seatwork

adapted scissors
* Provide stabilized (e.g., tape it down, or
use large clips or )

Unabile to compiete seatwork successfully
* Provide larger spaces for answers

* Put fower kems on each page
* Give more time to complete task
* Change level of difficulty

L personal belongings; unorganized
ose'sMakoamapshow'ni%me items belong

Doesn't follow directions
* Provide written or pictorial directions for
reference

* Provide cassette tape of directions
* Allow student to watch a partner for cues

Note. From "Integrated Related Services for Preschool-
ers With Neurological Impairments: Issues and Strate-
ies” by W. Dunn, 1989, Remedial and Special Education,
0(3), p- 36. Copyright 1989 by PRO-ED Inc. Reprinted
by permission.
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