2008 [=4E1I';8

ST BE

2008-11-16

e
Occupatlonal Therapy for

) i O
!ﬁAU Fat-chuen, Andy
Occupational Therapist IL—'
Tuen Mun Hospital

Acquired Brain Injury (ABI)

congenital, degeng
> is an injury to thi
S| al activity,

which effects th i
activity, or thef

in ong Qr moreareas, mcludmg cognition, speech-
Ianguagé'vo'rﬂﬁmmtqthn manbry, attention and
concentration; réasoning;.abstr !m:kmg physical
functions; psychosocial behavior; and information
processing

Brain Injury Association Board of Directors, March 14, 1997

ABI Rehabilitation

» Rehabilitation goals
relevant, achievable
(Wilson, 2002) =

» Aims:

v to restore lost fu

v’ to encourage anatG

v to help people to compensate

v to by"paeﬂhg_.p.rq ?15 through
environmental modifications, & %
or use a combination of
these methods.

Role of Occupational Therapist

« Use purposeful activities including physical and mental
activities as well as g : i
of preventing, red
emotional challengs
ensure the highest
meaningful occupati

 Occupations can incld

personil care, mobility), leisure (i.e. social activities,
sports) dndl#mduqt.-vliy (play,"sehool, employment,
home-making), or roles Of tlient¥inftiag community.
Occupations must be meaningful-tasks to the clients in
the stream of time and in the contexts of one’s physical
and social world (Kielhofner, 1995).

Neuro-Rehabilitation

Coma Recovery
Assessment &
Stimulation 2
Cognitive Assistive aids and home
assessment and assessment with
training Treatment adaptation

Objectives Work

assessment and
rehabilitation

ADL assessment Splintage

and training

Rancho Scale

gnitive function
Aieraction with

» acommonly used
that evaluates
the environim

> a categoric sc3

» helpful in prep
life care planning

> has_Eoroven moyeg valuable for predicting later
out Omlel-ln.ewiiln fEms:tlon in/ADL and degree of
independeént living ~ "~ ¥ vy

More detailed assessment by OT needed
At later stages of brain injury, neuropsychological testing is best
method of providing detailed and comprehensive information
on cognitive capabilities
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Rancho Scale

Level I : No Response to Stim
Level Il : Generalized Respg
Level 111 : Localized RespopSéito
Level IV : Confused, Agi
Level V : Confused, |
Level VI : Confused, Appr
Level VII : Automatic, App
Level V111 : Purposeful, App
Level IX : Purposeful, Approp
Level X : Purposeful, Appropriate:

ar'rlerlqnq_h{é t-level scale (Hagen, 1979) and
later developed iftdarten- Ieypl_;cale in 2000 .

Rancho Scale

Level I : No Response to Stimulai
Level Il : Generalized Respog

Level 11 : Localized Respol

Level IV : Confused, Agita

Level V. : Confused, Inap]

Level VI : Confused, Appro|

Level VII : Automatic, Appr|

Level V111 : Purposeful, App

Level IX : Purposeful, Approp

Level X : Purposeful, Appropriate™

I ey,
© FMRriaggpps;leyel Stale-...
Majority of pati-ent isin early-, inpz;treln‘t'phase of recovery
No published research on the tool (validity/reliability data)

Neuro-Rehabilitation

Coma Recovery
Assessment &
Stimulation

Cognitive
assessment and
training

Assistive aids anc
assessment with

Treatment adaptation
Objectives

Work
assessment and
rehabilitation

Splintage

ADL assessment
and training

JFK Coma Recovery Scale

level of ne
following

« Developed t
minimally resp

pa“e $_| T
(i.e. ungible to fol':)\l; dor‘hmanlﬁ)

» Corresponds to patient functioning at
Rancho level Il through-IV

JFK Coma Recovery Scale
Rancho Level Response
| None
Il Generalized
i localized
\Y confused, agitated
\ confused, inappropriate, non-agitated
VI confused, appropriate
Vil automatic, appropriate
VIl purposeful, appropriate (stand by assistance)
IX purposeful, appropriate (stand by assistance on request)
X purposeful, appropriate (modified independent)

JFK Coma Recovery Scale

* 6 subscale score

* Lowest items V
reflexive respog
represent corti
—0-14 : mini

vegetative stare
— 15855 efgent-awareness (post coma,
non-vegelaVe'state; -

* Shown to be an effective mstrument for
predicting outcome during acute rehab
(Giacino, et al 1991)
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JFK Coma Recovery Scale -
Revised

JFK Coma Recovery Scale

—Visual fundlid N
—Motor functiO
—Ommq_.orv’-verbal ability

_CommunicHiémas 3 dvgy JF;(ggClRS eul Pl . JFK CRS-R
« Concurrent validity: - 2004
—r=-0.93 with DRS & r = 0.90 with GCS 25 items 5 e

« Inter-rater reliability: Kappa = 0.83

Patient Progress

[

‘ _-::-l-

‘ o .

3 ol s T LTS
T stimulation i | =

T

T

i

T

i

3 — 20 11

i ; ; ¥ 4 23 12 21
; — = 1 24 12 | 23
i i i 22 25 12 23

0o
TOTAL SCORE

R Denotes MCS

JFK Foma Recelgn/ScaiemRevised JFK Coma Recovery Scale — Revised

— Easy, fast
(< 25 mins)

- ilitation to
— A function e scale to Savere brain
measure eful behavior .
injury
(correlates with
— Araiatiyely, sensitive coma measurement in —Hehaage f'Ut'L:e studies on various coma
assessing sUbtld nbumhe?pworal changes recovery stitn tiasion; qu.gilltles with its
of patients with severe-bral J'U ry in coma sensitive scoring nature

& vegetative state
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Neuro-Rehabilitation

aids and home
sment with

\ 2
Treatment adaptation

Objectives

Work
assessment and
rehabilitation

Cognitive Assessment

First step in ¢
« Significance
—Baseline d
— Monitoring

s-ef'c@gnitive rehabilitation
- =y
—Outcome mea @& of neurorehabilitation
program T
« Cont tl'r'"-l':.- -
onten - . = '"I'l-u : -
— Arousal, orientation, attention span, visual
processing, language, memory, reasoning,
problem solving, executive functions

* Provide data / tg

sum of scores

* Profile typ

— Quick refere

included in tl

— However, NO

progress

* Sup coréssscoring system allows
— Tota scc!?fﬁ'g'df oVerall progress,

— However, UNABLE to highlight'Specific tested area
which may significantly alter'the total scoring result

Cognitive Assessment

MMSE-Mini Mental State Examination

NCSE-Neurobehavioral Cognitive Status Examination

RBMT-Rivermead Behavioral Memory Test LOTCA-Loewenstein Occupational Therapy Cognitive Assessment

EMQ - Everyday Memory Questionnaire PCSQ - Post C i Q

Cognitive Assessment

« Common stang
widely used:ir

— MMSE (Mini Mgg!
— NCSE (Neurobeha¥iorake
Eyamination) o
-y s
— RBM (Rlver_rM;a!lI Beha\/_corglll\IgELnory Test)
— LOTCA (Lowenstein Occupational Therapy
Cognitive Assessment)

Cognitive Assessment

» Advantageg
cognitive a
— Enhance ¢

progress &
hospital
— Provide better d_ocumentation in progress
dfl'il&élingu(ﬁt@n.d.qrdu'atiorl)
_ Enable otitcome evaludiors

Lk SAA.1
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4 '1"'."- Ir l.
Global Cognltlve Safétmng Tool

Chlnese VEIrsion va idated in 1994

. AN * 3" developrgogiitive screening test
for clinical & service plaHMHgl process with
increasing aging population

indicate further ev.
cognitive impairm

e 24-30/30: normal
e 19-23/30: mild im
e 10-18/30: moderate

impaigment "

+ 0-9/30: sﬂHé—ﬂnpﬂrintint. .

Independent in ADL
Mild to moderate assistance in ADL.

Dependent in ADL l ...... _ =

Gfohedl-eag,mtlve IIArssessment
Fogl uar)

dlsablllty B

* Require 15-254+ = -
mins for = kY

administratt
 Athorough ination for * 5 major abili
patient with S tested:

e A more sensmve test than MMSE, - Languagg
especiali.on, 3.|'|atr|c patients (Suzanne D. - Chrstmactian;, :
Fields-etal 199 o T . _ Mermiory = .

« Validity and reliability are stated good _Calculation

- Verbal
reasoning

Lk SAA.1
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* Has been t@nsla d validated into

« Widely useghifisHKsEtt 00%) for

* Has collected different profiles for CO nmve A
elttériys Bt-rqlfel.p'ia\tlents and brain
damaged patients. e,

sessment)
T(.).Iasses%rhlbher meqltaquncnons
TFiia
perception, sequential ability, Ioglcal thinking
Suitable for aphasic patients

* Designed to assess braifl-damaged patients areas:
(childeren 6-& ) 3 3
« Adminstratio —Orientatic
* Provides pro —Visual per
* Internal consiste ility is high: —Spatial per
— Perceptionalpha coefﬁment 0.87 .
—-\r;|5u (!'t'd'r@nﬁaw:iquon 025 _\h;:zltfglilotor
— Thinking operation:0.85
« Validity: not clearly mentioned but claim is organization
high —Thinking operations
RBMT RBMT

* About 20-3041 ir r@dministrati « Internal consistghcy”
» Translated it B e varsion in 1998 Cronbach’s alph
(86 BD vs 8 ' ge 16-69)

« Concurrent va

« With discri Si8ya cut off score

e Correlates with CN
of 15/24 of H AT=score indicates rh0:0.86 (p<O. 001)
habingsertiory dysfunction 4.
o "ﬂ:. '3'/' v . Predlc;!/::vahdl!- Fire
¥ < iy y

Rho:0.86 (p<0.012)
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» Patients may fai
but slow procgssing speed;
ini tbrﬂﬂug.tegtslihat require time limit

L

-

= Y ey

Precaution of cognitive assessment

tests NOT because of errors
; attention should be paid

Precaution of cognitive assessment

> Aware of traln' .

and consider

» Assessment i
by extraneous VG ge:
the us't'understanq patlent S
consciousness B-efoFe'evaluﬁ n

> Ability to complete most of standardized tests
rely on intact language ability; therefore, it’s
better to assess language ability first.

Treatment

» Compensatory tra
cdgnrlm.d.efl,e (ol

b gy,

Treatment Approaches

;fea‘me': Cognitive Adaptive Environmental
roac o Sp—
PP Remediation Approach Modification
Rationale Reduce the external
the brain and environmental demand
anatomical for cognitive ability, i.e.
reorganizati complexity, or loading,
place inside th i.e. amount
Intervention Environment
Make use of imp compensation
learning: over-lear
or procedural learning
Strategy Hm!n of T im = Use of external devices Adapt the environments
spo R Fetunn r i ine{;mc'liﬂnd'l skills to suit the needs of
- performan, = clients
A1 fray,
Direct retraining of Simplify working
cognitive abilities or routine
functional integrative
skills

Treatment precaution

treatment sessi Juld e
> One cognitive (SIOTOIRNCE 4-1'-...- should be
focussed in each'Sessidif =
> Appropriate ugg of trainlng cues is essential for
suc éss‘Hﬁt&miqg
> Process itself is moreI importdnt thap the Result of

training

A PHEE S4A.1
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Introduction F‘? st% & (Orientation to Festival) ﬁ

Ane A P P LRSS AT 122 f | 7
Cognitive Disorders Aiidabock: Orientation ﬂ%" ARSI ATF I f LR
Recommended Training Techniques S ONET o RUBT-E F-

Cognitive Training
Training in PC Level IO, ; L e
T Occupational Therapists ol 5 k[ FU
Orientation
Memory = E[H[ RS
Perception b
Calculation e
Executive Functi [ Sl
Xecutive Function = {{/{ ; J;:Em:\
Training in OP Level Ty & : i )
Shopping%Grocery RN M;})l AR - T E'ﬁf’ﬁp s © RUFECE R
Community Living Skills NS j Ly LR LS wl =1 &
Money Management i = - = = . £ R
Meal Preparation - = ’Elkﬁﬁ - hl|'|-I.I'. =
Handling Telephone
. < FFH - B
‘Occupational Therapy Central Co-ordinating Committee

Reference e
Glossary of Terms Ll Ryt ol il S 2L U TR

. Money Management
£8 &I2Y T 1 (Money Handllng)

SRR RN L SR

iy

" @

13 4 :
")

B+ B+ »

INEE LB
Neuro-Rehabilitation * : # % : #' .

>

figureground_everydayobject.divx}

Cognitive
assessment a
training

aids and home
ssment with

i S
Treatment adaptation

Objectives Work

assessment and
rehabilitation

Lt ee S4A1 8



2008EH=4E 1B B

2008-11-16

T ——

Bk
Aquatic Bubble Tube with Interactive Swilches
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Neuro-Rehabilitation

Coma Recovery
Assessment &
Stimulation

Cognitive Assistive aids and home
assessment and assessment with

fraining Treatment adaptation

Objectives Work
assessment and
rehabilitation

Functional assessment
and training

Splintage

ADL Assessment —
Barthel Index

living(ADL)
was introduced
modified by Grang C
includ_ix 0-10 points fo.r every variable
(Mmaximuf 2800y g, =" =
« further refinerents were introdueed in 1989
(Modified Barthel Index - MBI)
(Shah, Vanclay and Cooper)

Items Unable to perform | Attempts task but Moderate help Minimal help Fully independent
task required

Personal I Hygier 0 5
Bathing Self 0 5
Feeding 0 10
Toilet 0 10
Stair Climbing 0 10
Dressing 0 10
Bowel Control 0 10,
Bladder Control 0 10
——— 0 " : 2 .

Lt NOm e RE) @ ®
Transiars Sl Far - 12 15

Modified Barthel Score®
This modification further increases the sensitivity of the score (maximum 100),
without increasing difficulty undertaking test or time involved

Adapted
Chopboard

ADL - dressing

IADL Assessment —
Lawton’s Scale

« is designed to ¢ ex life
activities (Rodi C
« includes light has meal

preparation, tra
using the telephone

money; ement =
 has been-translated'ivChinese.and cross-
cultural validation done (Tong <§2'I\'/Ian, 2002)

cation management, and

Lk SAA.1
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Activit Need No Help Nee'f:l'eISt)me Unable to Do At All
Y (2 pts. each) @pt egch) (0 pts. each)
1. Using the T Ty I

2. Getting to Places Beyond Wall
Distance

3. Grocery Shopping

4. Preparing Meals:

5. Doing Housework or Handyr

6. Doing Laundry

7. Taking Medicationi 5

o delBNb g o | -

X259 X15)
Total Score: ___ = | + *I * 0

From Lawton, M.P., and Brody, E.M. (1969). Assessment of older people: Self-maintaining and instrumental
activities of daily living. The Gerontologist, 9, 179-186.
Copyright (c) by The Gerontological Society of America. Used by permission of the Publisher.

IADL training —
Use of Community Resources

IADL training -
Easy Street

tasks
* to encourage patieatsie.a g-functional goals

IADL training —
Community Living SKill Training

Virtual Reality

Neuro-Rehabilitation

Cognitive f aids and home
assessment an ssment with

CLEE Treatment N *deptaton

Objectives Work

assessment and
rehabilitation

Lk SAA.1
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Cognitive
assessment and
training

Neuro-Rehabilitation

Coma Recovery
Assessment &
Stimulation

Assistive aids and home
assessment with
adaptation

Treatment

Objectives Work
assessment and

rehabilitation

ADL assessment Splintage

and training

Handrail to
be installed

l_‘I'l-u

- DYy

%ﬂﬂ

Floor plan of toilet

Cognitive
assessment a
training

Neuro-Rehabilitation

sment with

Treatment N adsptation

Objectives

Work
assessment and
rehabilitation
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