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This toolkit has been developed to support clinicians in identifying approaches for seating management in their local area. The toolkit consists of a collection of informative and adaptable resources.
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Criteria and Guidelines for Chairs



Chairs can be provided following assessment to meet the needs of the assessed person. 

To facilitate:



1. Safe transfers and independence

2. Independence in the activities of daily living

3. Promotion of improved positioning to maximise wellbeing and independence



9. Criteria for Chairs



All seating selection should be based on a formal assessment by a competent practitioner using clinical judgement supported by the following criteria and guidance and the Provision of Equipment in Care Homes policy.



9.1 Criteria for High Seat Chair – Level 1



The person requires a high chair for safe and independent transfers and does not have a suitable chair for use with chair raisers 



· Person requires a high chair for safe and independent transfers and does not have a suitable chair for use with chairs raisers

· Person needs to comply with post-operative precautions

· Ordered on TCES





9.2 Criteria for Riser and Riser Recliner chairs – Level 2 



The person is unable to sit, stand or adjust resting position without significant difficulty and/or assistance from others



· Person unable to undertake safe transfers without significant risk to self and/or others.

· End of life requests can be made by nursing or Integrated Therapy staff. Priority will be given as chairs become available. All other requests via Integrated Therapy service.

· The chair is not to be used as an alternative to a bed.

· Chairs do not provide a clinically effective position to manage oedema.

· Only provided via specials order process





9.3 Criteria for Specialist Seating –Levels 3 and 4



The person has complex seating needs



· All above seating and solutions have been considered but are not suitable to meet the complex needs of the person i.e. for postural support and maintenance of body shape, to support bodily functions, ensure safe transfers and for significant pressure issues.

· The person’s needs should be considered long term. Rapid improvement/deterioration in health or functional ability is not anticipated.

· Must go through ‘specials order process’















Chair Options



		Need

		Solutions



		Level 1

		



		· sitting is the primary posture for most of the day

· Assistance may be needed to rise to standing or to change position for eating etc.

· person needs to comply with post –op precautions short term

		- advice

- own purchase

- other equipment e.g. chair raisers

- alternative chair in home

- high back chair

- not provided in care homes



		Level 2

		



		· significant difficulties with sit to stand transfers

· other equipment tried and not successful

· person frequently slides forward and is at risk of falls

· significant difficulties hoisting the person into a safe position

· The person needs to be able to vary position and posture and is unable to achieve and/or maintain this independently or with help from carers.

		- advice

- own purchase

- riser chairs

- riser recliners - single or dual motors

- not provided in care homes



		Level 3

		



		· posture is likely to deteriorate significantly as a result of disability or illness

· total support required to limit deterioration and provide a functional energy efficient position

· need to reduce the number of times person has to be re-positioned

· significant difficulties to position person

· has limited head or trunk control

· breathing compromised by postural issues

		E.g. - care chairs

       - hydrotilts

       - omegas or other appropriate 

         chair          



		Level 4

		



		· as level 3 plus

· person has complex needs e.g. complexity of  body shape

· difficulties hoisting



		E.g. - hydroflex

       - Duo minor or major

       - Moulded or mouldable support 

         chair 

       - other appropriate chair 









Guidelines for selection and use of chairs



1. Assessment should include the height, width and depth of chair and person’s weight. For provision for a bariatric person advice can be sought from patient safety team/co-ordinator.

2. An assessment does not entitle a person to a chair. The request may be declined.

3. Other simpler or less costly seating solutions have been considered but are not suitable to meet the needs of the person. 

4. Riser recliner and specialist chairs are not a stock item however every effort is made to re-issue chairs which have been returned to stores therefore when a chair is authorised it will always be from re-cycled stock in the first instance.

5. Consider tissue viability and continence issues.

6. Environmental assessment to be carried out including width of doors and accessibility and flooring.

7. There must be adequate space for the safe use of the chair. 

8. Chairs will not be placed upstairs including flats.

9. There must be access to a suitable, safe power source if necessary, and the electric cable should not introduce a tripping hazard.

10. Consider use with other equipment e.g. hoists and slings.





11. The equipment is suitable only for use or operation by people including carer with sufficient cognitive and physical abilities including dexterity to use hand control.

12. It is imperative that the safe working load (SWL) is not exceeded.

13. A chair will not be provided solely for the purpose of a person who does not possess their own chair.

14. If a chair is required for an end of life situation please write ‘urgent’ only on form. These will be given priority.

15. The person has been considered for rehabilitation to maximise their potential before the provision of this type of chair is considered.

16. If a chair becomes worn or damaged another assessment will be needed. This will not automatically entitle a replacement.

17. Assessments should be clinician led to meet the needs of the client.

18. Provision of chairs should take into consideration stock in stores and existing suppliers.

19. A chair is a loaned item provided on a basis of need. If a person improves, arrangements will need to be made to return the chair to stores.





Risks and Cautions



· Consider equipment delivery advice and information to enable safe installation e.g. steps, narrow doorways.

· Use of cushions including pressure cushions increase height and alter dimensions of a chair creating a hazard and if a chair with a riser function is used there is a risk of slipping or falling.

· Riser recliner chairs must not be fitted with chair raisers.

· Chairs are not stable when positioned on certain types of floors e.g. laminate and tiles.

· Trailing electric wires/cables can cause a hazard e.g. falls.

· Pets can cause damage to cables and handsets.

· Entrapment risk to small children/babies and pets.



Prescriber is responsible for:-



1. Completing an assessment and advising on self-purchase when appropriate.

2. Conducting an appropriate risk assessment of the environment where the equipment will be used. 

3. Checking with the equipment service for availability.

4. Stating the height the high chair should be set at on order.

5. When no suitable chair sourced in store, providing a quote with sizes, number of motors, safe working limit, warranty and identifying accessories included. 

6. All new chairs to be brown and waterproof, breathable material or vinyl. 

7. Completing the OT18 form and awaiting authorisation.

8. Checking that the chair is suitable after installation.

9. Demonstrating the safe use of the equipment to the person/ primary carer.

10. Ensuring the safe hand over of the equipment to the person.

11. Checking instructions are provided.

12. Explaining to the person/carer what to do in the event of a change in their ability to use the equipment safely.

13. Explaining what to do in the event of equipment failure or other emergency that may arise during the use of the equipment.

14. Explaining the conditions associated with the loan of equipment.

15. Ensuring equipment functioning correctly and reporting any issues to the equipment service. 

16. Review of equipment in line with policy.

17. Advising regarding return of equipment if person admitted to hospital or care home for long period or if person becomes bedbound, passes away or moves out of area. 

18. Ensuring the timely return of the equipment if ordered on short term loan.
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General guidance for seating criteria and assessment



1. Technique and low-level equipment must be trialled before specialist seating can be considered.

2. A seating assessment does not entitle a person to alternative seating.   

3. Chairs will not be provided because a person does not possess an appropriate chair. For example, they sit on a sofa or armchair. 

4. The person must have been considered for rehabilitation before the provision of any type of chair is considered.

5. If an assessment is completed due to an existing chair becoming worn or damaged, this will not automatically entitle the service user to a replacement. The assessment must be based on their current level of need.

6. Provision of chairs should take into consideration existing stock. If there is a close technical equivalent (CTE) in stock this will be provided in the first instance. 

7. If a person has existing loaned seating that is deemed to have been wilfully neglected a replacement chair will not be provided.

8. A chair is a loan item and is not the property of the service user.

9. Signposting and advice should be provided regarding self-purchase to persons who do not meet the specific criteria for seating, or where raising their current chair is not possible.

10.  Riser recliner chairs are stock items; however, they are not 'standard' stock, therefore a 'special' clinical reasoning form must be completed, and approval gained from prescribers' managers. 











Provision of Riser Recliner Chairs

If, following trial of minor equipment, the service user still has unmet seating needs, a riser-recliner can be considered under the following circumstances.


The provision of a Riser-Recliner will:

· Reduce the need for care.

· Facilitate a reduction in or eliminate the need for a formal package of care. In this instance, clinical reasoning must be provided evidencing that a functional assessment has been undertaken and the service user is independent with other transfers within their home.

· Support end of life care (Less than 3 months life expectancy).



Seating provision for Residential and Nursing Homes

The standard seating which a care home may be expected to provide would equate to that which is widely available to aid users in their own homes. Standard equipment may be of the type that will: 

· Be used by more than one person  

· Be frequently/regularly used by the end user

· Support care given by informal or funded carers

· Support general personal or nursing care

· Assist activities of daily living and enable independence  

· Be issued without the requirement for an advanced assessment 

· Be for short-term or long-term need

· Support a safe environment for users (RCOT, p8).

A range of seating should be available as standard, including adjustable height, reclining chairs (not riser/recliner or tilt in space) and those suitable for particularly small or heavier residents. If the needs are specialised, the care home can request an assessment of the resident’s seating needs to obtain a suitable chair. (RCOT, p15). 

Bespoke seating will be provided if the person has a need for bespoke/ out of the ordinary equipment. 'Out of the ordinary' describes equipment that would not usually be required by people in the care home, and must be used by the individual it has been assessed and provided for.  (RCOT, 2019 P9).



Provision of Specialist Seating



Specialist seating can only be provided if the service user meets at least one of the following criteria:



· The service user has severe postural need that cannot be met by standard armchair/seating

· Existing specialist seating is no longer suitable for reasons relating to a change in condition/deterioration and increased need for postural support 

· There is increased risk of aspiration and reduced respiration due to current posture and lack of specialist seating

· The service user has limited ability to re-position themselves in current seating independently

· The service user has limited weight bearing ability requiring manual handling equipment for all transfers























Specialist Seating Assessment

		Tick

		The service user must meet one of the following to proceed with assessment



		

		

Severe postural need identified that cannot be met by standard armchair/standard seating



		

		

Existing specialist seating is no longer suitable for reasons relating to a change in condition/deterioration and increased need for postural support 





		

		Increased risk of aspiration and reduced respiration due to current posture and lack of specialist seating



		

		

Limited ability to re-position themselves in current seating independently



		

		

Limited weight bearing ability requiring manual handling equipment for all transfers











		Environmental considerations  

		Details



		Flooring - Chairs can become unstable when positioned on certain types of floors e.g. laminate and tiles.

		



		Width of doorways – Doorways need to be checked if the chair is being moved between rooms. Equipment delivery advice and information should be provided to enable safe installation e.g. steps, narrow doorways.

		



		Power supply – There must be access to a suitable, safe power source if necessary. Trailing electric wires/cables can cause a hazard e.g. falls. Pets can cause damage to cables and handsets.

		



		Entrapment – Risk of entrapment to small children/ babies and pets. 

		



		Contingency – If the powered equipment fails/ requires repair, Medequip should be contacted to request a repair/replacement. 

		







































		4.  Physical Measurements:

		[image: ]





		A

		Hip width

		

		



		B

		Rear surface of knee to floor

		

		



		C

		Rear of buttocks to rear surface of knee

		

		



		D

		Mid scapula height

		

		



		E

		Elbow to seat height with shoulders comfortable

		

		



		F

		Top of head to seat height

		

		







General Observation/ Assessment in Seated Position:

PELVIS: 

		Rotation:

		Select:

		[image: ]Top View





	               A                 B               C



		A – Neutral 

		

		



		B – Left Forward

		

		



		C – Right Forward 

		

		



		Obliquity

		Select:

		[image: ]Frontal view





                       

                        A                    B                 C



		A - Neutral

		

		



		B – left lower

		

		



		C – right lower

		

		



		Tilt

		Select:

		[image: ]Side View



                       

                          A                  B                    C



		A - Neutral

		

		



		B - Posterior

		

		



		C - Anterior

		

		



		Assessors Comments:















TRUNK: 

		Anterior/posterior

		Select:

		[image: ]Side View





 

	      A                 B               C



		A – Neutral 

		

		



		B – thoracic kyphosis

		

		



		C – lumbar lordosis

		

		



		scoliosis

		Select:

		[image: ]Frontal view





                       

                  A                    B                 C



		A - Neutral

		

		



		B – Concave Right

		

		



		C – Concave Left

		

		



		rotation

		Select:

		Top View

[image: ]

                       

       

                   A                  B                    C



		A - Neutral

		

		



		B – Left Forward

		

		



		C – Right Forward

		

		



		Assessors Comments:















Head Neck and shoulders:

		Head Position 

		Select:

		Comments:



 

	



		Neutral 

		

		



		Flexion

		

		



		Extension

		

		



		Neck Position

		Select:

		Comments:



                       





		Midline

		

		



		Lateral Flexion 

		L

		R

		



		Rotation 

		L

		R

		



		Control of head and neck 

		Select:

		Comments:

                       

       

                   



		Independent 

		

		



		Restricted

		

		



		No control

		

		



		Shoulders

		

		Comments: (including elbow and forearm position/ hand grip and function) 







		Rotation

		L

		R

		



		Obliquity 

		L

		   R

		







Lower limbs:

		Position:

		Select:

		[image: ]Frontal View:



 

	A                       B                  C 





		A - Neutral 

		

		



		B - Abduction

		

		



		C - Adduction 

		

		



		Windswept: 

		L

		R

		



		Foot Position:

		Comments:



		Left:

		



		Right:

		







General Observation /Assessment in Lying:

If not completed, please state reasoning below:



PELVIS: 

		Rotation:

		Select:

		[image: ]Top View





	               A                 B               C



		A – Neutral 

		

		



		B – Left Forward

		

		



		C – Right Forward 

		

		



		Obliquity

		Select:

		[image: ]Frontal view





                       

                        A                    B                 C



		A - Neutral

		

		



		B – left lower

		

		



		C – right lower

		

		



		Tilt

		Select:

		Side View

[image: ]

                       

                          A                  B                    C



		A - Neutral

		

		



		B - Posterior

		

		



		C - Anterior

		

		



		Assessors Comments:

















TRUNK: 

		Anterior/posterior

		Select:

		Side View

[image: ]



 

	      A                  B               C



		A – Neutral 

		

		



		B – thoracic kyphosis

		

		



		C – lumbar lordosis

		

		



		Scoliosis

		Select:

		[image: ]Frontal view





                       

                  A                    B                 C



		A - Neutral

		

		



		B – Concave Right

		

		



		C – Concave Left

		

		



		Rotation

		Select:

		Top View

[image: ]

                       

       

                   A                  B                    C



		A - Neutral

		

		



		B – Left Forward

		

		



		C – Right Forward

		

		



		Assessors Comments:















		Head and Neck Position

		Select:

		Comments:



                       





		Neutral

		

		



		Flexion 

		L

		R

		



		Rotation 

		L

		R

		







		HIPS:

		Select – degree of movement:

		Comments 

 

	 





		Flexed

		L

		R

		40

		90

		

		



		Extended

		L

		R

		40

		90

		

		



		Abducted

		L

		R

		40

		90

		

		



		Adducted 

		L

		R

		40

		90

		

		



		Knees:

		

		



		Flexed   

		L

		R

		Comments:



		Extended

		L

		R

		Comments: 









		Foot/Ankle Position:

		Comments:



		Left:

		



		Right:

		





 

 Clinical Reasoning and Outcome 

		Medical condition/s:

Diagnosis/Prognosis:

Mobility:

Equipment currently in-situ:

Informal / Formal support (Including nature and frequency):



MAKE AND MODEL OF FINAL PROVISION:













Signed OT …………………………

Print Name …………………………

Date: ………………………………..

References, Royal College of Occupational Therapists (2019) Care Homes and Equipment Guiding Principles for assessment and provision. 
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The Clinical and Prescriber Support Special Interest Group (SIG) 


The group membership includes qualified Occupational Therapists, Physiotherapists 
and Nurses from across the UK who have specialist knowledge of community 
equipment and experience of working closely with the Community Equipment 
Services. 
 
Using professional expertise and research, the group supports clinicians, 
prescribers and providers of community equipment services to facilitate best 
practice in equipment provision to the end user. 


The group aims to provide guidance on selection, provision and use of equipment 
and the development of clinical services. 


All aspects of health and safety, design, training, maintenance and clinical need are 
taken into account. 


 
 
 
 
 
 
 
 
 
 
 







 


Introduction 


The Clinical and Prescriber Support Special Interest Group (SIG) recognise through 
their experience that seating provision and funding is fragmented throughout the UK.  
This guide focuses on seating as one element of 24 hour postural management for 
adults, part 2 will focus on bed / lying positioning. 


24 hour postural management can be defined as, ‘that body attitude which facilitates 
maximum performance for minimum energy consumption and without causing 
damage to the body system’ (Pope, 1996) 


Fiona Collins (2012) stated, “very few chairs are available quickly from a loan store 
stock, other than a standard high seat chair” and gave the example that she had just 
been to see someone who had received their chair after a year of waiting. “Not 
having access to a suitable piece of equipment is not an excuse for developing a 
pressure risk”. (NAEP, 2012 Blackpool) 


The purpose of this document is to outline what is beneficial to know in order to 
enhance existing provision, create a seating service or writing a business case. It is 
not designed as a step-by-step guide to clinical assessment skills for prescription of 
seating. 
 
The group acknowledges that each organisation will have or will develop its own 
processes, procedures and templates which should be used. 


Professional and national quality standards and published research to use as 
evidence have been included. 
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Section 1 


1.1 Desired Outcomes of Seating Provision for Postural Health 


 
Aims  
• Maximise function and wellbeing 
• Minimise avoidable harm from secondary health complications  


  
 


Goals  
By meeting the goals below there will be benefits to the person and cost efficiency 
savings for organisations.  
 
•  Support postural alignment 
• Provide adequate base of support for balance 
• Prevent or reduce avoidable asymmetric deformity  
• Accommodate fixed  deformity / contractures 
• Control tone 


- Hypertonic – decrease or inhibit excessive tone as appropriate 
- Hypotonic – compensate for decreased tone 


• Promote tissue viability  
- Prevent skin damage and the development of pressure ulcers 
- Maximise healing potential from extrinsic factors such as pressure distribution  


• Manage lower limb oedema  
• Facilitate function and potential for participation in activities of daily living 
• Promote dignity  
• Maintain and promote physiological functions 


- Respiration 
- Digestion 
- Cardiovascular 


• Management of continence e.g. being able user riser to stand to get to the toilet 
• Promote Communication and social interaction 
• Maximise Comfort 
• Manage pain 
• Reduce medication 
• Reduce nursing input 
• Reduce falls 
• Reduce hospital admissions 
 


 


 
 
 
 







 
1.2 Implications of Non-Provision 


 
Where a clinical need has been identified, non provision will have detrimental 
effects on the health and well-being of the person for example: 
 


• Tissue viability issues (development or poor healing of pressure ulcers 
and/or moisture lesions) 


• Risk of infection (commonly respiratory and/or urinary tract) 
• Complex manual handling (inserting and removing slings, assisted 


standing) 
• Mental health and well being (resulting in isolation, depression, loss of 


roles) 
• Reduction of function / independence (loss of mobility and confidence)  
• Continence (urinary and / or faecal due to urgency, poor mobility) 
• Musculoskeletal from extrinsic factors (development of avoidable 


contractures, asymmetric posture) 
 


The above may also significantly impact on the ability of the person to effectively 
manage pain and fatigue. Poor sitting posture will also affect a person’s ability to 
remain hydrated, maintain adequate nutritional intake and for normal cell activity 
such as re-oxygenation of tissues. 
 
Family members and carers may also be affected where seating provision is 
required. The person could require increased nursing, medical or carer support. 
 
All of the above have cost implications to services provided by health, local 
authorities and to person / person’s family.  


 


 


 







1.3 Considerations for developing or creating a seating service 


Network nationally to learn from colleagues experience e.g. via National Association 
of Equipment Providers (NAEP).  


• Eligibility criteria for seating provision  
• Business case  (using local templates) 
• Stakeholders who need to be involved (commissioners/senior 


management/end users/providers/clinicians) 
• Use of case studies: 


- Including before and after photos to clearly illustrate benefits of provision   
- Cost benefit analysis, i.e. demonstrate cost savings  
• Training needs and competencies 
• Assessment tools/form 
• Product selection - identify required features and benefits  
• Procurement (purchase/contract agreements) 
• Selection of a range of seating depending on the existing or proposed 


contract e.g. if chair needs to be re-usable as part of a community 
equipment loan service  


• Stock management  - i.e. Community Equipment Service (storage 
/recycle/decontamination safe systems of work -  H&S /M&H/  Delivery 
/Maintenance and Repairs/ Training for fitters/technicians/cleaners) 


• Service reviews  and audits  
• Ensure service has capacity to be updated in line with research and 


guidelines 
 


1.4 The Team – what could it look like? 


Best practise should involve a Multi-Disciplinary Team (MDT) approach. 
Collaborative working and diverse clinical skills will ensure optimum outcomes for 
patients. The service may be formed within an existing health/social care team from 
clinicans with a special interest or as a separate service entirely. A consensus of 
expert clinical opinion recommends that the following roles are crucial in the success 
of a seating service: 


Team lead clinician 


• Expert level of knowledge and experience of clinical application in the area of  
Posture management and seating 


• Excellent leadership skills 
• Protected time within job role to undertake: 


- Personal professional development e.g. link with researchers and 
        experts in the field 


 - Training of staff   
           -      Service development   


• Skills to manage change and service development 







•  Knowledge of relevant products and ability to critique and evaluate   
• Develop/review eligibility criteria for provision of seating locally 
• Oversee review and audit processes providing robust evidence of          


                   outcomes 
• Development of a referral pathway 
• Raising awareness and promoting the service within acute and 


community hospitals and care home settings. 
• Network of specialists in seating and manufacturers of chairs  


 


Link clinician/s 


• Need to be trained to an appropriate level as identified by team lead   
clinician  


• Personal interest in seating 
• Regular opportunity to apply clinical skills in relevant situations 
• Point of contact for other staff 
• Know when to ask for help 


 
Administration support 


• Collect and review data e.g. cost analysis 
• Organising and publicising training programmes 
• Placing and tracking equipment orders 


 


1.5 Training and Resources 


It is the individual clinicians’ responsibility to work within their competency and be 
proactive in meeting their training needs.  


Examples: 


• In house training and joint working with clinicians with relevant experience 
 and expertise 


• Conferences and exhibitions 
• Professional seating and posture courses 
• Post graduate study 
• Self-directed learning 
• Company CPD accredited training 
• Web based information 
 


 


 







1.6 Seating Assessment Considerations 


• Seating assessment is one part of 24 hour posture management and should 
not be completed in isolation. There may be a need to request input from other 
disciplines. 


• An holistic approach should always be taken.  
• It is important to know your level of competence and to joint work when 


support is required  
• Assessments should be used in conjunction with other relevant assessment 


tools, i.e pressure ulcer risk assessment.  
• Consideration of patient weight, body shape and weight distribution (Appendix 


1) 
• Ongoing review will form part of the assessment process. 
• Identify outcomes from assessment 


 
Assessment Form 


• The complexity of the person and their individual needs should dictate the 
assessment form used. 


• There are numerous examples of assessment forms available (both 
commercial and NHS/Local Authority) which can be adapted for local 
requirements (permission may be needed). 


• Guidance regarding important dimensions can be found at 
http://www.livingmadeeasy.org.uk/scenario.php?csid=150  


• For examples of assessment forms see Appendix 3:  
Norfolk Community Health and Care,  
Nuffield Centre for Enablement-Nuffield Orthopaedic Centre, (NOC) Oxford 
 


 


1.7 Considerations for prescription 
 
There is a potential to cause harm should incorrect prescription be made. 
 


• The person and family should be actively involved in the assessment and 
prescription to ensure acceptance and use of the chair 


 
• Features (specification) of the chair required to meet the desired outcomes - 


see 1.1 Aims and Goals 
• Identify level of required pressure care which should be integral and 


interchangeable to ensure: 
o Changing needs of person is met   
o Cushion can be replaced when cushion reaches the end of its 


recommended life or is damaged 







o Recyclability 
• Arrange clinical trial (minimum 48 hours) 
• Review Care Plan (e.g. when starting to sit a client out of bed- additional care 


visits) 
• Ability of carers (to manage chair functions appropriately) 
• Moving and handling implications e.g. hoist and sling access 
• Cost effectiveness 
• Environmental Issues (space available) 


 
 


1.8 Chair Design 


The assessor should have taken into account whether the existing chair could be 
adapted e.g. furniture raisers and/or other accessories prior to exploring provision of 
alternative seating.  


Seating types –Intended purpose, contraindications and considerations 


Rise-recliner with single motor 


Simultaneous back rest recline and leg-rest elevation. 


Intended purpose:  
• Assists with sit to stand/stand to sit and may enable the person to stand more 


frequently 
• Comfort, functional independence 


Contraindications: 
• Limited application to long term management of medical conditions 
• Functions of the chair may cause forward sliding resulting in tissue damage 


from shear and friction   
• The mechanical pattern of movement may not be suitable for the person 
• Configuration of the chair limits pressure distribution  
• Rarely suitable for use with additional pressure relieving cushions  


Considerations: 
• Simple to operate as there are only two button 
• Correct measurement will always be required to avoid damaging postures 
• Not intended for use as a sleeping system 
• Environmental – room/space available Over-reliance on riser mechanism with 


a consequential negative impact on other transfers  
• Over-reliance on riser mechanism may not encourage independent standing 


 


 


 







Rise-recliner with dual motor 


Back rest and leg-rest can be operated independently of each other 


Intended purpose: 
• Adjustable to alter position 
• Assists with sit to stand/stand to sit and may enable the person to stand more 


frequently 
• Comfort, functional independence 


Contraindications: 
 


• Limited application to long term management of medical conditions 
• May contribute to poor or damaging posture e.g. sacral sitting potentially 


leading to pressure damage over time 
• Functions of the chair may cause forward sliding resulting in tissue damage 


from shear and friction   


Considerations: 


• Correct measurement will always be required to avoid damaging postures 
• Not intended for use as a sleeping system 
• Environment – room/space available 
• Over-reliance on riser mechanism may not encourage independent standing 


 


Rise-recliner with tilt-in-space 


Back rest, leg-rest, rise and tilt functions can be operated independently or 
simultaneously in varying combinations of each other depending on the number of 
motors. Tilt-in-space is where the seat and back angle remain the same in relation 
to each other when the user tilts. 


Intended purpose: 
• Adjustability to accommodate complex postures  
• Adjustability to meet needs of those with deteriorating conditions 
• Assists with sit to stand/stand to sit and may enable the person to stand more 


regularly 
• Tilt-in-space to aid positioning and pressure redistribution (Casey &Gittins, 


2013) 
• Reduce risk of associated secondary medical complications 
• Assist with regular sit to stand 
• Management of lower limb oedema 


Contraindications: 
• Tilt-in-space not to be used as a form of restraint 


 
 







Considerations: 
• Pressure redistribution options available for contact surfaces 
• Educational needs of the assessor/user/carer 
• Skills of the assessor 
• Bespoke options 
• Manual/Electric combinations available 
• Evidence of improved medical outcomes 
• Environment – room/space available, appearance 
• Level of care and ability of carer  
• One aspect of 24 hour postural management  
 


Tilt-in-space/Tilt-recline with additional postural support 


Back rest, leg-rest and tilt functions can be operated independently or 
simultaneously in varying combinations of each other depending on the number of 
motors. Tilt-in-space is where the seat and back angle remain the same in relation 
to each other when the user tilts. This type of chair has bespoke postural support 
options available to manage those with more complex needs. 


Intended purpose: 
• Adjustability to accommodate complex postures  
• Adjustability to meet needs of those with deteriorating conditions 
• Tilt-in-space aids positioning and pressure redistribution  
• Reduce risk of associated secondary medical complications 
• Management of lower limb oedema 


 


Contraindications: 
• Tilt-in-space not to be used as a form of restraint 


Considerations: 
• Pressure redistribution options available for contact surfaces 
• Manual/Electric combinations available 
• Educational needs of the assessor/user/carer 
• Skills of the assessor 
• Bespoke options 
• Environment – room/space available, appearance 
• Evidence of improved health and wellbeing outcomes 
• One aspect of 24 hour postural management  
• Level of care and ability of carer 


 
 
 
 


 







2.1 Professional codes of conduct 
 
As members of Professional bodies the examples given below can be used as 
evidence to: 


• Support a business case 
• Justify your clinical decisions 
• Formulate rationale for training needs 


 
Nursing and Midwifery Council (NMC) -  
The code: Standards of conduct, performance and ethics for nurses and 
midwives (2008) 
 


4. You must act as an advocate for those in your care, helping them to access 
relevant health and social care, information and support. 


28. You must make a referral to another practitioner when it is in the best interests 
of someone in your care.  


35. You must deliver care based on the best available evidence or best practice.  
36.  You must ensure any advice you give is evidence-based if you are suggesting 


healthcare products or services. 
39.  You must recognise and work within the limits of your competence.  


 
Health and Care Professionals Council (HCPC) 
Standards of proficiency – Occupational Therapists (2013) 
 


1.1 know the limits of their practice and when to seek advice or refer to another 
professional 


4.1 Be able to assess a professional situation, determine the nature and severity 
of the problem and call upon the required knowledge and experience to deal 
with the problem 


9.4 Be able to contribute effectively to work undertaken as part of a multi-
disciplinary team 


13.3 Be able to understand and analyse activity and occupation and their relation to 
and effect on, health, wellbeing and function 


13.5 Understand the need to identify and assess occupational, physical, 
psychological, cultural and environmental needs and problems of service 
users, their families and carers 


13.11 Understand the structure and function of the human body, together with 
knowledge of health, disease, disorder and dysfunction relevant to their 
profession 


14.9 Be able to select and use standardised and non-standardised assessments 
appropriately to gather information about the service user’s occupational 
performance, taking account of the environmental context 


14.10 Be able to use observation to gather information about the functional abilities 
of service users 


 







Health and Care Professionals Council (HCPC) 
Standards of proficiency – Physiotherapists (2013) 
 


1.1 know the limits of their practice and when to seek advice or refer to another 
professional 


4.1 Be able to assess a professional situation, determine the nature and severity 
of the problem and call upon the required knowledge and experience to deal 
with the problem 


9.4 Be able to contribute effectively to work undertaken as part of a multi-
disciplinary team 


13.4 Understand the structure and function of the human body, together with 
knowledge of health, disease, disorder and dysfunction relevant to their 
profession 


14.4 To be able to select and use appropriate assessment techniques 
14.10 To be able to use research, reasoning and problem solving skills to determine 


appropriate actions 
 


2.2 Governance and Standards 
 
These will contain directives which should shape and determine service 
development.  These are correct at the time of publication of this document but may 
be superseded in the future. Below are extracts from key documents hyper links are 
included to enable readers to access the full document. 


Quality Standards for Health and Social Care (2006)   
 
http://www.dhsspsni.gov.uk/qpi_quality_standards_for_health___social_care.pdf  


 
National Service Frameworks (NSF) 
Long Term Conditions 2005 
Quality requirement 5: Community rehabilitation and support People with long term 
neurological conditions living at home


 
are to have ongoing access to a 


comprehensive range of rehabilitation, advice and support to meet their continuing 
and changing needs, increase their independence and autonomy and help them to 
live as they wish.  
Quality requirement 7: Providing equipment and accommodation People with long 
term neurological conditions are to receive timely, appropriate assistive 
technology/equipment and adaptations to accommodation to support them to live 
independently, help them with their care, maintain their health and improve their 
quality of life.  
 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/19811
4/National_Service_Framework_for_Long_Term_Conditions.pdf 
 
  
 
 







 
Older People 2001 
1.2 There are also some specific procedures and services which are particularly 


important for older people, for example, joint replacement, cataract surgery 
and community equipment. 


1.7 Denying access to services on the basis of age alone is not acceptable. 
2.3 Proper assessment of the range and complexity of older people’s needs and 


prompt provision of care (including community equipment) can improve their 
ability to function independently; reduce the need for emergency hospital 
admission; and decrease the need for premature admission to a residential 
care setting 


2.9 Control of painful and other distressing symptoms to anticipate, recognise and 
treat pain and distressing symptoms, and provide timely access to appropriate 
specialist teams, equipment or aids. There is evidence that older people are 
less likely to receive proper pain management 84 (A2)… 


2.29 All older people should receive good assessment which is matched to their 
individual circumstances. Some older people will benefit from a fuller 
assessment across a number of areas or domains (as described in the box 
below), and some may need more detailed assessment of one, or a few, 
specialist areas 


2.47 Community equipment services provide the majority of disability equipment 
needed by older people, but should also provide a well-informed gateway to 
other equipment services such as those provided by the NHS, councils and 
voluntary organisations 


2.48 Services should take a preventive approach, recognising that effective 
equipment provision (including for people with moderate disabilities) is likely 
to: 
- help older people to maintain their independence and live at home 
- slow down deterioration in function and consequent loss of confidence and 
self-esteem 


- prevent accidents 
- prevent pressure sore damage 
- support and better protect the health of carers 


 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/19803
3/National_Service_Framework_for_Older_People.pdf  


Essence of Care Benchmarks for prevention and management of pressure 
ulcers (2010) 


Factor 4: 
c. Equipment is available to enable correct moving, handling and 


positioning of people. 
d.  People are positioned in a manner that is comfortable for them. 
e.  Information for re-positioning is available for people and/or carers. 
 
 
 
 







Factor 5: 
c. People are offered and/or receive the appropriate pressure redistribution or 


their level of need such as seating, mattresses, specialist beds, bed frames, 
electric profiling bed frames, moving and handling hoists, footwear and insoles 
etc.  


d. People’s comfort is assessed and maintained. 
 
Factor 6: 
b. A range of resources and equipment appropriate to the area of practice is 


available, for example, pressure redistribution of support surface devices 
such as seating, mattresses, specialist beds, bed frames, electric profiling 
bed frames, moving and handling hoists, footwear and insoles etc 


c. Arrangements for the cleaning, maintenance and storage of equipment 
are in place 


d. Ordering, delivery and monitoring systems are in place for resources 
and equipment 


 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/21669
9/dh_119979.pdf  


 
Care Act 2014- Statutory Guidance for Implementation  
 
Statutory guidance to support implementation of Part 1 of the Care Act 2014 by local 
authorities 
 
https://www.gov.uk/government/publications/care-act-014-statutory-guidance-for-
implementation 
 
 
Commissioning for Quality and Innovation (CQUIN) 
Innovation Health and Wealth, Accelerating Adoption and Diffusion in the NHS


1 
set out that 


from April 2013 compliance with high impact innovations would become a prequalification 
requirement for CQUIN. 
 
The key aim of the Commissioning for Quality and Innovation (CQUIN) framework for 2014/15 is to 
secure improvements in quality of services and better outcomes for patients, whilst also 
maintaining strong financial management 
 
http://www.england.nhs.uk/wp-content/uploads/2014/02/sc-cquin-guid.pdf  
 
  
NHS Continuing Healthcare- Revised 2012 
Equipment  
172. Where individuals in receipt of NHS continuing healthcare require equipment 


to meet their care needs, there are several routes by which this may be 
provided:  







a) If the individual is, or will be, supported in a care-home setting, the care 
home may be required to provide certain equipment as part of regulatory 
standards or as part of its contract with the CCG. Further details of the 
regulatory standards can be found on the Care Quality Commission’s website 
at www.cqc.org.uk.  
b) In accordance with the principles set out in paragraphs 113 - 117, 
individuals who are entitled to NHS continuing healthcare have an entitlement 
– on the same basis as other patients – to joint equipment services. CCGs 
should ensure that the availability to those in receipt of NHS continuing 
healthcare is taken into account in the planning, commissioning and funding 
arrangements for these services.  
c) Some individuals will require bespoke equipment (or other non-bespoke 
equipment that is not available through routes (a) and (b) above) to meet 
specific assessed needs identified in their NHS continuing healthcare care 
plan. CCGs should make appropriate arrangements to meet these needs. 
CCGs should ensure that there is clarity about which of the above 
arrangements is applicable in each individual case. 


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/21313
7/National-Framework-for-NHS-CHC-NHS-FNC-Nov-2012.pdf 


European Pressure Ulcer Advisory Panel (EPUAP) September 2014 


• Updated guidelines including definition of pressure ulcer 


• Amalgamated quick reference guides to prevention and treatment of pressure 
ulcers 


• Pressure Ulcer Classification (PUCLAS3)- Revised version of classifications 


National Institute for Health and Care Excellence (NICE) 


NICE Guidelines 2014 - The prevention and management of pressure ulcers in 
primary and secondary care 
 
The extracts below have specific relevance to seating provision: 
 
From Section 1.3: 


1.3.2. Consider the seating needs of people at risk of developing a pressure 
ulcer who are sitting for prolonged periods. 


 


 







From Section 1.4: 


1.4.11. Consider the seating needs of adults who have a pressure ulcer who 
are sitting for prolonged periods. 


http://www.nice.org.uk/guidance 
 
 


2.3 Supporting Literature 


See examples below.   


• The effects of bed rest (Nigam et al, 2009; Nursing Times) are detrimental to 
musculoskeletal, skin, perception and immune systems. 


• Knight et al (2009) have studied the effects of bed rest.  They found 
deteriorations in various conditions such as cardiovascular, respiratory and 
renal.  They have produced 3 key articles on this that are on the RCN website. 


• Guidelines for seating in pressure ulcer prevention (Clark, 2009):  appropriate 
assessment is needed.  The assessment should take into account the 
person's vulnerability; inability, poor sensory perception, incontinence, current 
medical problems. 


• An independent enquiry completed by Sir Jonathan Michael (2008) called 
"health care for all' found a link with death and postural complications.  Due to 
a person's immobility and inactivity it will put people at increased risk of 
deformities that can cause death.  e.g., chest infections, eating and swallowing 
problems, gastro oesophageal reflux. 


• Flexion contractures (Beldon, 2009; Wound Essentials) will be prevented 
with correct postural support. 


• Stockton (2009 Nursing Times) stated in an article ‘Sitting and pressure 
ulcers 1:risk factors, self-repositioning and other interventions’  that vulnerable 
people who need to spend large parts of every day in a sitting position in 
inadequate seating positions are vulnerable to development of pressure 
ulcers, increased spasm, spasticity and pain. It can also result in fixed 
deformities such as scoliosis of the spine. She also states that poor seating 
can result in sustained shear and pressure forces cause tissues deformation, 
ischemia and hypoxia, interfering with blood flow and lymphatic drainage, 
resulting in a necrotic deep tissue injury 


• Massery (2006) stated “breathing is an integral part of multisystem 
interactions and consequences that simultaneously support respiration and 
postural control for all motor tasks”  
 


Fiona Collins NAEP 2012 Conference– Blackpool 
Hands on pressure care  


• Fiona Collins delivered a hands-on workshop which outlined her philosophy 
when it comes to the treatment of pressure injuries. It also carried a number of 
interesting messages for suppliers of seating products and views on who 
should be assessing and the training that they should be given. 







 
"Why is seating the ‘Cinderella’ of pressure relieving equipment provision?” 
Fiona asked. "If preventing pressure injuries is truly a 24 hour responsibility, 
then why is it not considered mandatory to provide a suitable armchair with 
pressure relieving cushion?” It was very much about her personal experiences 
of dealing with pressure care issues and she explained to delegates that she 
tended to prescribe the higher risk cushions right from the word go for most 
clients, on the basis that the time and cost of re-assessing a client would be 
more than the extra cost of the higher end cushion. She did recognise that not 
everyone would like this approach with the potential impact on budgets. 
 
According to Fiona’s figures, of those patients who develop a pressure injury, 
90% die within four months. The mortality rate of patients who develop 
pressure ulcers is 22-37% as opposed to 4% of those who develop leg ulcers 
and 7% of those who develop foot ulcers. 
 
She said that she saw some people with a fantastic bed, sitting on a low grade 
cushion in a chair beside the bed. "People do not do assessments properly. 
The equipment has to be matched to the risk.” 
 
She talked about the provision of chairs and that fact that, in her opinion, many 
chairs were too big for the client. "They are either too wide or too tall” she 
commented. "We are not really designed to sit still. No-one can sit upright for 
very long. Even a healthy person cannot sit upright for more than about 10 
minutes and people who sit each day spend a lot of energy just sitting up 
properly. I am always looking at including some sort of tilt mechanism in the 
seating.” 
 
And in a plea to manufacturers she said: "We haven’t cottoned on to the fact 
that we have longer people and sitting people with a longer lower leg is a big 
issue. I would like manufacturers to take a look at that, we need more options 
for different sizes. We seem to be able to make chairs wider but not taller for 
some reason. Manufacturers need to get out to the coalface to see what we 
are dealing with.” 
 
The other big bug-bear she had with chairs was the use of different sized Allen 
keys on the same chair and non-interchangeable accessories. 
 
She was also concerned that very few chairs are available quickly from a loan 
store stock, other than a standard high seat chair and gave the example that 
she had just been to see someone who had received their chair after a year of 
waiting. "Not having access to a suitable piece of equipment is not an excuse 
for developing a pressure risk” she said. "The one or two items of equipment 
options are not necessarily what we need. A person identified at being at risk 
of pressure injury should receive appropriate equipment within 24 hours of 
assessment. Commissioners need to understand the problem in order to 
commission the correct service and plan suitable funding.” 







 
Fiona explained that she doesn’t believe that people should be in their chairs 
all day, every day. "There’s a myth that sitting out of bed is better but people 
are far more at risk if they are in a chair than in bed and so people should try 
to get into bed in the afternoon as that will allow their skin to recover. I imagine 
that carers would be throwing up their hands in horror at that suggestion.” 
 
She also told the audience that the ordering process is sometimes flawed. 
"Some OTs can order chairs, but not cushions, bed frames but not mattresses 
and sometimes getting a complete order is tricky.” 
 
And, when equipment is ordered, Fiona believes that it is sometimes the 
wrong item. "Sometimes the cheapest product is not the most cost-effective” 
she said, "it’s all about knowing the products.” 
 
"Catch the problem early and you can do something about it” she added. "The 
problem is that, on a number of occasions, by the time we get to see clients 
we are into managing the problem and not solving it. I am also concerned that 
people are out there doing assessments without proper training. Training 
should be multi-disciplinary. If nurses are able to give out cushions, then they 
should have proper training, you don’t need to be a therapist to learn seating 
theory.” 


 
2.4 Evidence base for seating provision including references 


 
Stockton et al. 2009 & Clark (2009) suggest that guidance relating to seating in 
particular for pressure ulcer prevention has to be pragmatic rather than fully 
informed by a wealth of available studies. A search of the available literature through 
CINAHL, Medline & AMED for the last five years (2008-2013) combined with an 
earlier search from (2001-2007) reveals a similar picture. It is suggested that these 
findings are not taken on face value or in isolation and that evaluation through 
critical appraisal and individualised holistic assessment of each patient should be 
undertaken. 


The data bases for the earlier research were the same as listed below but the 
Cochrane database was also searched. The terms seating and /or pressure damage 
and/or posture were used to search for results. 12 articles were found with relevant 
information, the relevant being cited below. 


Sitting is a dynamic activity (Mayall and Desharnais 1995) (cited in F. Collins 
2006) and it has been found that those who are ill or disabled are less able to 
reposition themselves and are likely to develop complications as a result of this. 
Fiona Collins (2001) (cited in F. Collins 2006) The following studies are examples 
of these complications. 







 
Lowry (2006) (cited in Anton. L 2006 p31.) found that unsuitable seating increases 
the incidence of pressure ulcers. An earlier study by Dealey (1992) (cited in F. 
Collins 2006) also found this to be the case. There is still a lack of appropriate 
seating and cushions being provided in static seating which means that pressure 
damage is still likely to occur (Collins, 2006)  
 
Sprigle & Sonenblum (2011) assessed the evidence supporting the redistribution 
of pressure for pressure ulcer (PU) prevention suggesting that seated posture 
affects how loads are redistributed. They further conclude that “body posture and 
positioning have a direct relationship to loads on specific body sites, which is why 
posture must be considered when devising PU prevention strategies”. 
 
These authors are supported by a later study by Loerakker et al. (2011) They 
looked at the effects of deformation, ischemia and reperfusion on the development 
of muscle damage during prolonged loading. Their findings suggest that deep tissue 
injury, a severe form of pressure ulcer, can be prevented by using appropriate 
cushioning to keep internal tissue deformations below the deformation threshold for 
damage. It is however suggested that for prolonged loading the period of ischemia 
should be limited through repositioning strategies. 
 
Cochrane (2012) carried out a review to look at the evidence for repositioning for 
treatment of pressure ulcers  and concluded that it was reasonable to reposition the 
patient in order for tissue oxygenation but that more evidence was needed to 
support repositioning regimes with regard to the healing rate of ulcers. 


One repositioning strategy could be the use of tilt in space seating. (Ann.H, 2007) 
advices that Clinicians recommend that seated patients need a ‘lift’ or repositioning 
for several minutes every hour. Those who cannot reposition themselves are 
expected to have a ‘tilt in space system’. This study is later supported by Casey 
&Gittins (2013) who conducted a systematic review into the use of tilt-in-space 
(TIS) in seating systems for adults with physical disabilities. The findings indicate 
that TIS can be used to manage pressure and fatigue, prevent sliding, aid skin 
perfusion and facilitate user comfort. The authors however suggest that there is a 
potential compromise as regards size, weight and manoeuvrability of the seating 
system. It is also advised that health professionals need to become more confident 
in stating the angle of tilt they recommend for the chair occupant, its purpose and 
the duration and frequency of its use. This is to ensure TIS is used correctly and 
within an individualised goal orientated approach.  


Studies were also found that looked at the use of seating for postural support. 
Janice Clark et al (2004) concluded that a much improved posture can be achieved 







and that it is possible to change the body alignment of young people in their seating. 
This journal also went on to state that the scientific evidence regarding the provision 
of seating and its benefits to those with neuromuscular disorders is limited. 
 
Fiona Collins (2007) concluded in her journal article that many people can not sit in 
standard armchairs due to trunk instability or fixed postural changes. A tilt in space 
system offers increased support. Pressure damage is likely to result by continued 
sitting in an inappropriate posture. Tilt in space systems offer improved sitting 
tolerance and posture. 
 
Jean L Minkel (2000) found that people with spinal cord injuries tend to adopt a 
kyphotic sitting position to compensate for a lack of sitting balance and in order to 
maintain functional ability. The provision of appropriate seating will counteract this 
tendency. This needs to be addressed due to the problems that will result in sitting 
in a kyphotic position. These are increased pressure on bony prominence, 
circulatory, breathing and digestive problems and an increase in chest infections) 


In a 2009 paper by Stockton et al, which also forms the basis for Michael Clark’s 
2009 guidelines for seating in pressure ulcer prevention and management of 
common issues related to seating are discussed regardless of patient population. 
These include the importance of a correct seating posture that does not impede 
mobility or ability to carry out all activities or functions. The importance of correct 
assessment of seating dimensions and design in order to prevent pressure ulcer 
formation is also highlighted. Education on the use and maintenance of seating 
systems to maintain benefit as well as recommendation that other 
physiological/social/psychological factors will impact on the formation of pressure 
ulcers is also emphasised.  


The above articles and studies show that the provision of appropriate seating will 
have many benefits to a disabled service user. This type of seating may prevent the 
development of pressure ulcers, contractures, chest infections and will increase a 
service user’s functional and cognitive ability. Several articles state that more 
research into this area is needed to provide more evidence to support this. 
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Appendix 1 


From Moving and Handling of Plus Size People – An Illustrated Guide by Mary 
Muir, BSc Hons’, Dip N Lon, Patient Handling Certificate, University of Northumbria, 
FAETC, SRN, Product Manager, ArjoHuntleigh and Anita Rush MSc (Health 
Ergonomics) Dip Health Care Studies RGN Clinical Nurse Specialist Equipment  


Published in 2013 by the National Back Exchange 
 


Key Points 


 One size does not fit all and providing safe access to comfortable seating is an 
important aspect of bariatric care.  


o Appropriate seating and positioning can accommodate, correct and 
prevent the development of poor posture, enhance circulation, 
swallowing, interaction, sitting tolerance, integrity and transfers  


o Sitting is a dynamic activity and requires us to balance on our ischia 
tuberosity’s and regularly reposition  


o To achieve optimum clinical outcomes assessment and education is 
pivotal  


 Postural management will facilitate independent function, relaxation and 
activity and will reduce the risk of fatigue and slumping in the chair which could 
result in sacral tissue damage and respiratory compromise  


o As part of the seating assessment - identify and understand the 
importance and influences associated with skeletal alignment, weight 
distribution  to achieve a stable sitting base to enhance independent 
function  


 Body shape  
o Apple shape the weight is carried forward and high so the seating 


solution needs to consider tilt in space as this supports the trunk but 
moves the abdominal weight off the chest and takes the pressure off the 
sacrum and knees.  


 If an abdominal pannus is present they may have restricted 
lymphatic flow which can cause the legs to become oedematous, 
using slight tilt in space may support lymphatic flow and reduce the 
oedema, but this needs to be considered in conjunction with the 
individuals respiratory capability  


 An individual with an abdominal pannus will use a pendulum 
movement to exit the chair, so a riser recliner may support this sit 
to stand activity.  


o Pear shaped, the design of the chair will need to focus on the persons 
weight, leg weight, width, leg position and how they transfer their weight 
forward from sitting to standing  


o Bulbous gluteal, the chair would need to have sufficient depth to 
accommodate the protruding shelf without impeding the person to 
independently stand, but at the same time support the trunk as this is 







often not in direct contact with the chair. Often extended padding on the 
chair, pillows and cushions will be used to maintain contact and truncal 
support.  The truncal support offered will depend on the individual’s 
muscular tone and medical condition.  


  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 







Appendix 2.1 Example of basic assessment form 


 


 


 


BASIC ASSESSMENT OF ARMCHAIR AND ALTERNATIVE SEATING NEEDS 


 


NAME: ………………………………………………………………………………………………… 
 
ADDRESS: ………………………………………………………………………………………………… 
 
DOB:  …………………………………… NHS NUMBER:  ………………………………… 
 
HEIGHT: …………………………………… WEIGHT:            ………………………………… 
 
----------------------------------------------------------------------------------------------------------------------------------- 
 


SECTION ONE 


 


Current Seating Details 


Type of chair 


Include style, type of armrests, 
general suitability and condition 
of chair 


 


Height, width and depth of seat 


Consider if this is appropriate for 
individual 


 


Nature of disability 


- short term 
- long term 


 


Transfers  


Can individual get out 
independently or need help?  
Would the individual be able to 
transfer from a standard upright 
armchair? Can individual get up 
out of other chairs e.g. dining 
chair 


 







Adjustments 


Has the chair been modified, 
what adjustments have been 
considered. 


Planned adjustments. 


 


Transfer Technique 


Can the individual improve their 
technique? 


Advice given. 


 


 


Advice on purchasing  


Chair 
List shops here 


Continue to SECTION TWO if individual requires fuller assessment based on clinical need 


 


SECTION TWO 


Clinical Details 


Medical Diagnosis  


Prognosis  


Individual’s own view  


Carer’s needs  


 


 


Mobility 


How does the individual mobilise? 


To include standing tolerance, mobility 
aids, indoor and outdoor mobility. 


 


 


 


 


 







Transfers 


How does the individual transfer? 


- independent  
- with equipment (please specify) 
- assisted – how many people 


assist with transfers 


Assisted transfers with hoist 


- type of hoist 
- span of hoist legs 
- height of hoist legs 


How often does the individual 
transfer? 


Can they adjust their position once 
seated? 


Where does the individual sleep? 


If sleeping in armchair consider 
promoting use of bed through equipment 
/ advice 


Pressure Care  


What medication is the individual 
taking? 


Is the individual continent? 


Waterlow score? 


Pressure care products currently 
used? 


i.e. wheelchair cushion and mattress 


Time spent in chair? 


Grade of pressure ulcer 


- Sacrum 
- Ischial tuberosity 
- Heels 
- Spinal processes 


Seen by community nurse? 







Chair Use and Environment 


Where is the chair to be used?  


Floor surface?  


Are castors required?  


Are brakes required?  


Size of doorway(s)  


if chair is to be moved 
 


Height of existing furniture, i.e. 
tables? 


 


Other chairs in the home?  


Location of sockets for electric 
chairs? 


 


 


Mansfield Checklist for Postural Care 


 YES NO 


Does the body stay in a limited number of positions?   


Do the knees seem to be drawn usually: 


- to one side 
- inwards 
- outwards into a ‘frog’ position 


  


Does the head seem to turn mainly to one side?   


Does the body tend to: 


- flex forward 
- extend backwards 
- or both 


  


Is the body shape already asymmetric?   


Signpost to accredited seating assessor for specialist postural/seating assessment … 


 


Why is a chair needed? 


Functional needs  


Clinical needs  


 







User Measurements 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Chair Dimensions for provision / advice to client for private purchase 


New chair / advice  


Seat height  


Seat depth  


Seat width  


Overall height of back support  


Height of arm rests  


Riser chair – horizontal or rise and tilt   


Recline or tilt in space  


Maximum overall dimensions of chair, 
consider for recliner chairs if it can be 
used in available space 


 


Pressure care, integral to chair or nest 
with pressure cushion 


 


Type of back – waterfall, straight or 
lateral support backrest 


 


 


A = Measure user’s hips at widest        


       point and add on 2”   


 


 


B = Measure length from the back of 


       the buttocks to the back of the 


B C 


A 







 


Assessment Summary 


 


Refer for more in-depth assessment? Health / Social Services / Joint 


 


 


 


 


 


 


 


 


 


Funding:  


Complete and submit  Request Form for Special Equipment  to Clinical Equipment Sub-Group 


 


Date:     ………………………………………………………………………. 
 
Name of Assessor:   ………………………………………………………………………. 
 
Profession:    ………………………………………………………………………. 
 
Other Professions Involved: ………………………………………………………………………. 


 


 


 


 


 


 


 


 


 







Appendix 2.2 Complex assessment form - Oxford Centre for 
Enablement 


MANAGEMENT OF PHYSICAL DISABILITY  
24 – 7 


(MPD 24-7) 


Part A 


For the assessment of children and adults who have a 
neurological condition or injury of a complex nature, leading 


to global disability and consequent impairment of 
communication, function and mobility  


Medical and Social Profile 







PART A: MEDICAL AND SOCIAL PROFILE  


CLIENT DETAILS 


Name:  ……………………. Date of birth:  ……………………. 


Address: ……………………. Hospital Number:  ……………………..


…………………….  Redwheel number: …………………. 


……………………. 


……………………. 


……………………. 


Postcode:  …………………….  e-mail: …………………...................…..


Telephone(Mobile): …………………….  Telephone (Home): ………………….  


Diagnosis:  


Referred by: 


……………………………………………………………………….…..…. 


……………………………………………………………..……………….. 


Reason for referral: …………………………………………………………………………….......... 


…………………………………………………………………………………………………………….. 


…………………………………………………………………………………………………………….. 


Problems as identified by client/carer:  …………………………………………………………… 


…………………………………………………………………………………………………………….. 


…………………………………………………………………………………………………………….. 


Assessment carried out by: 


 Name Designation 


…………………………………. ……………………………………… 


Report to be completed by: 


 Name Date 


………………………………….  ……………………………………… 


Date of assessment: ……………………………………… 







List all those who attended the assessment 


Name Designation 


………………………………......  ……………………………………… 


………………………………….. ……………………………………… 


………………………………….. ……………………………………… 


………………………………….. ……………………………………… 


………………………………….. ……………………………………… 


List all equipment currently in use  


Wheelchair/s ……………………………………… 


……………………………………… 


……………………………………… 


Static chair/s ……………………………………… 


……………………………………… 


Other chair/s ……………………………………… 


……………………………………… 


Standing frame ……………………………………… 


Lift (though floor/car) ……………………………………… 


Hoist ……………………………………… 


Sling …………………………………….... 


Lying supports ……………………………………… 


Orthotic splints ……………………………………… 


Prosthesis ……………………………………… 


Orthopaedic footwear ……………………………………… 


Other ……………………………………… 


……………………………………… 


……………………………………… 







MEDICAL DETAILS 


Describe current state of health (e.g. robust/frail) …………………………………..


Is there any condition that affects general health, for example, allergy/persistent infection/ diabetes? 


…………………………………………………………………………………………………….……. 


………………………………………………………………………………………………….………. 


RESPIRATORY STATUS 


Effective cough reflex (can clear chest of secretions) …………………………………..


Ineffective cough reflex (cannot clear chest of secretions) …………………..


Has had no chest infections within the last 12 months ………………….


Has had one chest infection within the last 12 months ………………….


Has had multiple chest infections within the last 12 months (state number) …………………. 


NUTRITION  EATING  DRINKING  COMMUNICATION 


WEIGHT 


Height         


…………………………………  


…………………………………   


Can feed self independently 


Needs some assistance to feed 


Needs total assistance to feed 


………………………………… 


…………………….…………… 


…………….…………………… 


Normal diet, no preparation of food required  ………………………………… 


Normal diet but food must be chopped/mashed ………………………………… 


Special diet, e.g. thickened fluids ………………………………… 


PEG fed in part ………………………………… 


PEG fed in total (include times feed given) ………………………………… 


Method of communication (Please describe) 
 …………………………………


…………………………………………………………………………………………………………...................... 


Any problems with hearing? (Please describe) ………………………………… 


Any problems with vision? (Please describe) ………………………………… 







SKIN CONDITION (IDENTIFY THE SITE OF THE PROBLEM) 


No problems.  Skin healthy …………………………………..     


Skin redness ………………………………….. 


Skin breakdown ………………………………….. 


Underlying tissue involvement ………………………………….. 


Sinus/bone infection ………………………………….. 


NEUROLOGICAL SIGNS AND/OR SYMPTOMS, E.G. RELEASE 
PHENOMENA/MUSCLE TONE/ PERSISTENT REFLEXES 
(DESCRIBE WHERE IN THE BODY AFFECTED AND ANY PROBLEMS CAUSED 
BY THE NEUROLOGICAL SIGNS/SYMPTOMS) 


Spasm, Ataxia, Athetosis, Rigidity, Clonus    ......……………………………………………… 


…………………………………………………………………………………………….....………………… 


Hypertonia, Hypertonia …………………………………………….. 


…………………………………………………………………………………………………......………….. 


Asymmetric Tonic Neck Reflex (ATNR), Startle …………………………………………… 


……………………………………………………………………………………………………………........ 


SENSATION 


Describe any lack of sensation and/or altered sensation 


Upper limbs ……………………………………………. 


……………………………………………. 


Trunk ……………………………………………. 


……………………………………………. 


Lower limbs ……………………………………………. 


……………………………………………. 







ORTHOPAEDIC INTERVENTIONS 


ORTHOPAEDIC ISSUES, E.G. SURGICAL PROCEDURES, FRACTURES, HIP 
JOINT STATUS, BOTULINUM TOXIN INJECTIONS 


Date
Site ofproblem/surgery/intervention Relevant details


…………. ……………………  ………………………. 


…………. ……………………  ………………………. 


MEDICATION 


Type Reason for prescription 


………….  ………………………………………………………………………………….  


………….  ………………………………………………………………………………….  


………….  …………………………………………………………………………………. 


PRESENCE OF PAIN (STATE WHERE AND SEVERITY) 


Site of pain ………………………….. Site of pain ……………………………. 


Mild ………….. Mild ……………. 


Moderate ………….. Moderate ……………. 


Severe ………….. Severe ……………. 


Intolerable Intolerable ……………. ………….. 







SOCIAL DETAILS 


CARE NEEDS 


Lives with 
……………………………………………….


Principal carers 
……………………………………………….


Any additional care.  (Please describe) ………………………………………………. 


ENVIRONMENT: LIVING/WORKING/EDUCATIONAL  


Lives In: 


House  Bungalow Flat


Residential establishment 


Any problems with accessing any part of the above? (Please describe). 


………………………………………………………………………………………………………… 


Also attends: 


School                                                                                 Respite care 
Day centre  Workplace


Any problems with accessing any part of the above? (Please describe) 


………………………………………………………………………………………………………… 


MOBILITY  


Independently ambulant …………………………………  


Ambulant, needing walking aid ………………………………… 


Wheelchair, attendant pushed ………………………………… 


Wheelchair, self propel  ………………………………… 


Wheelchair, powered …………………………………  


MODE OF TRANSPORT 
Type of vehicle, e.g. bus/van   


Public transport 


…………………………………


Car driver 


…………………………………


Driven, sits in car seat ………………………………… 


Driven, sits in wheelchair in vehicle ………………………………… 







ACTIVITIES OF DAILY LIVING


MODE OF TRANSFER 
Type of assistance/hoist  


Independent
…………………………………


Assisted stand (manual) 


Assisted stand (standing hoist) 


………………………………… 


………………………………… 


Dependent (hoisted) 
 …………………………………


PERSONAL CARE (Please describe assistance needed) 


CONTINENT OR NOT? 


TOILETING, BLADDER 


TOILETING, BOWELS 


DRESSING/UNDRESSING 


GROOMING 


SHOWERING/BATHING 


HOUSEHOLD ACTIVITIES 


……………………………...… 


………………………………… 


………………………………… 


………………………………… 


………………………………… 


………………………………… 


………………………………… 


ENVIRONMENTAL CONTROL (PLEASE DESCRIBE THE TYPE USED AND FOR 
WHAT PURPOSE) 


Environmental control in use 
…………………………………


………………………………….


Planning to use environmental control 
………………………………….


………………………………….


LEISURE INTERESTS/OCCUPATION 


Describe any interests and/or occupation where the environment needs must be considered, e.g. 
to facilitate function, for example, computer use, gardening, outdoor pursuits, sporting activities 


…………………………………………………………………………………………………………. 


…………………………………………………………………………………………………………. 


…………………………………………………………………………………………………………. 







MANAGEMENT OF PHYSICAL DISABILITY  
24 – 7 


(MPD 24-7) 


Part B 


For the assessment of children and adults who have a 
condition or injury of a complex nature, leading to global 
disability and consequent impairment of communication, 


function and mobility 


Physical Profile 







PART B: PHYSICAL PROFILE  


CLIENT DETAILS 


Name:  ……………………. Date of birth:  ……………………. 


Address: ……………………. Hospital Number:      ……………………  


…………………….  Redwheel number: …………………. 


……………………. 


……………………. 


……………………. 


Postcode:  …………………….  e-mail: ……………………..


Telephone(Mobile): …………………….  Telephone (Home): ………………….  


Diagnosis:  


Referred by: 


…………………………………………………………………………….......


…………………………………………………………………………….......


Reason for referral: …………………………………………………………………………….......... 


…………………………………………………………………………………………………………….. 


…………………………………………………………………………………………………………….. 


Problems as identified by client/carer: …………………………………………………………… 


…………………………………………………………………………………………………………….. 


…………………………………………………………………………………………………………….. 


Assessment carried out by: 


 Name Designation 


…………………………………. ……………………………………… 


Report to be completed by: 


 Name  Date 


………………………………….  ……………………………………… 


Date of assessment ………………………………………  







Presenting Posture (FIRST IN THE SEATING IN WHICH THE CLIENT ARRIVES 
AT THE ASSESSMENT, JUST AS THE CLIENT PRESENTS) 
 


 
 R L   


A   P   


In Seat   


 


 


Pelvis: Rotation (one ASIS forwards of the other, relative to the pelvis in 
neutral on the supporting surface)  


 


 


Pelvis: Obliquity (one ASIS higher than the other, relative to the pelvis in 
neutral on the supporting surface) 


 


 


Pelvis: Anterior/posterior tilt (relative to the pelvis in neutral on the 
supporting surface)  


 


 


Direction of lower limbs relative to line perpendicular to ASIS 
(abduction, adduction, internal rotation, external rotation)  


 


 


Attitude of hips/knees (left/right flexed, extended) 


 


  







Shoulders: Obliquity (one shoulder higher than the other, relative to the 
shoulders in neutral) 


Lateral curvature of the trunk: Scoliosis  


Antero/posterior curvature of the trunk: 
lordosis/kyphosis/cervical extension 


 


Attitude of the arms e.g. flexed, extended, supporting, functional for ADL, 
random movement 


 


POSITION OF HEAD 


 


Weight distribution e.g. Sacral, ischial, other, (please specify), unequal 
through left or right   


 


Position of feet  







 


 


MOTOR PERFORMANCE IN CURRENT SEATING (SPECIFY SEATING  


0 = no movement    


1=  can initiate but no significant movement  


2 = can move into first half of range     


3 = can move into second half of range 


4 = can complete with effort  


5 = can complete not normal 


6 = normal  


                  


   R L        R L     


                  


Lift head upright         Lift knee         


Turn head                  


                  


   R L  


 


      R L     


Touch chin with         Extend lower leg         


hand         from footrest         


          


 


        


Lean forwards to         Take weight         


relieve pressure         through feet         


                  


   R L              


                  


Grip with hand         Rise to standing         


                  


 







 


 


PRESENTING POSTURE IN LYING  
 


                       


 


 


 


 


Pelvis: Rotation (relative to the pelvis in neutral on the supporting 


surface) 


 


Pelvis: Obliquity (relative to the pelvis in neutral on the 


supporting surface) 


 


Pelvis: Anterior/posterior tilt (relative to the pelvis in neutral on 


the supporting surface) 


 


Direction of lower limbs relative to pelvis (i.e. line perpendicular to 


ASIS) 


 


Attitude of hips/knees (left/right flexed, extended)  


Shoulders: Rotation (relative to the shoulders in neutral on the 


supporting surface) 


 


Shoulders: Obliquity (relative to the shoulders in neutral on the 


supporting surface)  


 


Lateral curvature of trunk: scoliosis (state direction and level, e.g. 


concave right from sacrum to T8, convex left from T8 to occiput) 


 


R L 







Antero/posterior curvature of the trunk: lordosis/kyphosis/cervical 
extension (state levels) 


Attitude of arms (flexed, extended, rotated) 


Position of head 


Weight Distribution (Right upper trunk, left upper trunk, right 


lower trunk, left lower trunk) 


LEVEL OF LYING ABILITY (client in supine on a mat or plinth) 


QUALITY OF LYING (client in supine on a mat or plinth) 


Quantity  Quality (score 1 for yes, 0 for no)      


LEVEL
 1 


Unplaceable in an aligned posture  Trunk symmetrical 


Level 2 Can be placed in anatomical alignment 
but needs support to maintain position  


Head midline 


Level 3 Able to maintain alignment when 
placed but unable to move 


Arms resting by side 


Level  4 Able to initiate flexion of trunk, i.e. lift 
head and/or flex knees without 
extending the spine 


Legs straight  


Level 5 Able to shift weight laterally, i.e. initiate 
rolling to the side without extending the 
spine  


Legs separated 


Level 6 Able to roll over from supine to prone Weight evenly distributed 


Level 7 Able to roll into prone and back again 
and to regain initial position in a 
controlled manner  Total 


The postural competence scale (sitting and lying) modified from: Hallett, Hare Milner 1987 


Physiotherapy 73:5 Mulcahy et al 1988 Physiotherapy 74:7 







 


 


SPINE (CLIENT IN SUPINE, THE TRUNK TO BE ALIGNED AND HELD IN THE 
MOST CORRECTED, SYMMETRICAL POSITION POSSIBLE) 
 


Vertical (from the coracoid process to the ASIS on the same side) 


 


Right ….. cm  Left….. cm  


      


Diagonal (from the coracoid process to the ASIS on the opposite side) 


 


Right….. cm  Left….. cm  


 
JOINT RANGE OF MOVEMENT (The method and the standard range for each joint is taken from Range of 
Motion – AO Neutral-0 Method (Ryf C, Weymann A. 1999. AO Publishing. Stuttgart, New York)  


 
HIP JOINT 


 
Hip flexion to extension, standard range 120/0/15 (client in side lying or, if preferred, in supine but not 
possible if knee extension is very limited) 


     
 Right  Left 


  


 


 


HIP ABDUCTION TO ADDUCTION, STANDARD RANGE 40/0/30 (WITH THE HIP 
AT 0) (CLIENT SUPINE) 
 


     
 Right  Left 


 


 


 


 


      


      







 


 


 
HIP JOINT / (CONTINUED) 


Hip abduction to adduction, standard range 80/0/20 (with the hip flexed) (client supine)   


     


 Right  Left 


 


  


 


Hip external rotation to internal rotation, standard range 45/0/35 (with the hip flexed) (client supine) 


     
 Right  Left 


 


 


 


 


KNEE JOINT 


Knee flexion to extension, standard range 130/30/0 (with the hip flexed as close to 90° as possible) (client 
supine)  


     
 Right  Left 


 


 


KNEE FLEXION TO EXTENSION, STANDARD RANGE 130/0/5 (WITH THE HIP AT 
0) (CLIENT IN SIDE LYING OR IN SUPINE DOWN THE PLINTH SO THAT BACK 
OF KNEES OVER EDGE OF PLINTH) 
     
 Right  Left 


 


 


 


 


      


      


      


      







 


 


ANKLE JOINT 


Ankle dorsiflexion to plantarflexion, standard range 30/0/40   (knee in flexion) (client in supine)  


 


     
 Right  Left 


 


 


 


 


Ankle dorsiflexion to plantarflexion, standard range 10/0/40 (knee in extension) (client in supine)  


     
 Right  Left 


 


 


 


SHOULDER JOINT 


 


Shoulder extension to elevation, standard range 40/0/180 (client in side lying)  


     
 Right  Left 


 


 


 


 


Shoulder external rotation to internal rotation, standard range 50/0/95 (client in supine) (with the elbow 


flexed at 90°)  


     
 Right  Left 


 


 


      


      


      


      







 


 


SHOULDER JOINT (CONTINUED) 
 


Shoulder adduction to abduction, standard range 40/0/180 (client in supine)  


     


     
 Right  Left 


 


 


 


 


ELBOW JOINT 


 


Elbow flexion to extension, standard range 150/0/10   


 


     
 Right  Left 


 


 


 


 


WRIST JOINT 


 


Wrist flexion to extension, standard range 55/0/50  


 


     
 Right  Left 


 


 


 


 


 


      


      


      







 


 


CERVICAL SPINE  


 


Rotation, standard range 70/0/70, right to left 


  R  L 


  


 


 


Flexion to extension, standard range 40/0/40 


   


  


 


     
  


Lateral flexion, standard range 45/0/45, right to left 


  R  L  


  


 


 


 


 


 


 


 


 


 


 


 


   


   


   







POSTURE IN UNSUPPORTED SITTING (CLIENT PLACED IN SITTING ON A BOX 
OR OVER THE EDGE OF A PLINTH, POSTURE ORIENTATED AS CLOSE TO 
SYMMETRICAL AS POSSIBLE) 


QUANTITY OF SITTING ABILITY (client placed in sitting on a box or over the edge of a plinth) 


QUALITY OF SITTING (client placed in sitting on a box or over the edge of a plinth) 


Quantity Quality (score 1 for yes, 0 for no)     


LEVEL 
1 


Unplaceable in an aligned posture Trunk symmetrical 


Level 2 Can be placed in anatomical alignment 
but needs support to maintain position 


Head midline 


Level 3 Able to maintain position/balance if still 
but unable to move 


Arms resting by side 


Level 4 Able to move forwards and backwards 
over base without arching spine 


Knees mid-position 


Level 5 Able to move laterally over base, (i.e. 
from one buttock to another) and 
resume aligned position  


Feet flat on floor 


Level 6 Able to transfer weight onto feet Weight evenly distributed 


Level 7 Able to stand erect with or without 
support and return to sitting position in 
a controlled manner Total 







Presenting Posture (CLIENT PLACED IN SITTING ON A BOX OR OVER THE 
EDGE OF A PLINTH, POSTURE ORIENTATED AS CLOSE TO SYMMETRICAL 
AS POSSIBLE) 


R L


A P


On stool/plinth  


NOTES AND DIAGRAMS







YOU HAVE ASSESSED THE UNCORRECTED PRESENTING POSTURE IN 
SITTING (USUALLY IN A WHEELCHAIR). 


YOU HAVE ASSESSED THE UNCORRECTED PRESENTING POSTURE IN 
LYING (ON A BED OR PLINTH). 


YOU HAVE ASSESSED JOINT RANGE AND KNOW WHERE THERE ARE 
RESTRICTIONS TO MOVEMENT.  


Now sit the client over the edge of a plinth, the edge of a bed or on a box (supporting as necessary) and 
place in a posture as close to symmetrical as you can get by accommodating what is fixed. 


Place ‘spots’ on the spinous processes.  


Take photographs, posterior and left and right lateral views. 


One assessor supports the spine at the apex of each curvature, one assessor firmly takes some of the 
weight in axial suspension and one assessor takes photographs, posterior and left and right lateral views. 


Use the diagram above to indicate the optimal body configuration and the areas to be supported.   







APPENDIX 1 


BODY MEASUREMENTS AS A GUIDE TO PRESCRIPTION OF EQUIPMENT  


A   Width of hips 


B  Hip to knee (popliteal crease) 


C  Back of knee (popliteal crease) to floor 


D  Seat to elbow 


E  Seat to shoulder 


F  Seat to head 


G  Width of shoulders 


Recommended footplate height 







MANAGEMENT OF PHYSICAL DISABILITY  
24 – 7 


(MPD 24-7)  


Part C 


For the assessment of children and adults who have a 
condition or injury of a complex nature, leading to global 
disability and consequent impairment of communication, 


function and mobility  


Posture Management Routine 
Aims 


Objectives 
Recommendation 


Prescription 







24 HOUR PHYSICAL MANAGEMENT ROUTINE 


TIME SPENT IN SITTING (PLEASE DESCRIBE TYPE OF SEATING) 


1. SITTING IN WHAT?
 …………………………………… 


1. FROM WHEN TO WHEN?
 …………………………………… 


2. SITTING IN WHAT?
 …………………………………… 


2. FROM WHEN TO WHEN?
                                     


Total hours spent sitting 


……………………………………


Comments


                             


COMFORT IN MAIN SEATING/WHEELCHAIR 


Very comfortable …………………………………… 


Comfortable …………………………………… 


Mostly comfortable …………………………………… 


Uncomfortable but tolerable …………………………………… 


Intolerable …………………………………… 


Comments …………………………………… 


 …………………………………… 


……………………………………







TIME SPENT IN LYING (PLEASE DESCRIBE TYPE OF MATTRESS/SLEEP 
SUPPORT) 


1. LYING IN WHAT POSITION?
…………………………………… 


1. FROM WHEN TO WHEN?
…………………………………… 


2. LYING IN WHAT POSITION?
…………………………………… 


2. FROM WHEN TO WHEN?
…………………………………… 


Total hours spent lying 


……………………………………


Comments


……………………………………


COMFORT IN LYING 


Very comfortable …………………………………… 


Comfortable …………………………………… 


Mostly comfortable …………………………………… 


Uncomfortable but tolerable …………………………………… 


Intolerable …………………………………… 


Comments …………………………………… 







TIME SPENT IN STANDING (PLEASE DESCRIBE TYPE OF STANDING 
SUPPORT) 


1. STANDING IN WHAT POSITION (PRONE/SUPINE/UPRIGHT)?


…………………………………… 


1. FROM WHEN TO WHEN?
…………………………………… 


2. STANDING IN WHAT POSITION (PRONE/SUPINE/UPRIGHT)?


…………………………………… 


2. FROM WHEN TO WHEN?
…………………………………… 


Total hours spent standing 
………… …………………………


Comments


 


COMFORT IN STANDING 


Very comfortable …………………………………… 


Comfortable …………………………………… 


Mostly comfortable …………………………………… 


Uncomfortable but tolerable …………………………………… 


INTOLERABLE 
…………………………………… 


Comments …………………………………… 


………… …………………………







 


 


PROBLEMS (ENVIRONMENTAL-SOCIAL-PHYSICAL- MEDICAL-
PSYCHOLOGICAL) THAT ARE NOT FIXED/INTACTABLE AND, THEREFORE, 
CAN BE SOLVED 


 
For example: 


a) uncomfortable /pain/reduced function – normally related to client aims 


b) Correction of pelvic obliquity 


c) What you are hoping to change? 


 
 


PROBLEMS THAT ARE INTRACTABLE (ENVIRONMENTAL-SOCIAL-
PHYSICAL- MEDICAL-PSYCHOLOGICAL) AND, THEREFORE, MUST BE 
ALLOWED FOR AND ACCOMMODATED IN THE SOLUTION 
 


a) Constrains – e.g. reduce pain but may be still present 


b) Fixed postures e.g. pelvis/spine 


c) Through floor lift 


d) What do you need to accommodate 


 


 


CLIENT’S AIMS 
 
 
 
 


CARER’S AIMS 
 
 
 


HEALTH CARE PROFESSIONAL’S AIMS 
 


AGREED OBJECTIVES 
 


Agreed to change seating/bed positioning ….. 


RECOMMENDATIONS 
 


Customised contoured seat, specifics about materials and accessories 


 







RATIONALE FOR RECOMMENDATIONS 


Why do it, what will happen if not, why not off the shelf and materials why materials,  


Lynx v’s foam 


Split system v’s whole 


PLAN AND ACTION 


Sent estimate, note things that happened at the time e.g. changed foot plates during assessment or 
advised not to use pommel 


ASSESSOR 


PRINT NAME 


SIGNATURE 


DATE 
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Patient’s Name:	NHS Number:	DOB:

Occupational Therapy Seating Assessment

		Assessment Purpose:

Seating Requirements for Ward:

Seating Requirements for Discharge: 

		Diagnosis and Deficits:



		Relevant Past Medical History:







		





[image: ]

		Body Dimensions / Measurements

		



		Height: 

Weight:



A – Hip Width:

B – Seat Depth:

C – Floor to Seat Height:

D – Back Height:

E – Armrest Height: 

		







		Postural Observations



		Position of Pelvis / Trunk: (Anterior/posterior pelvic tilt, lordosis, kyphosis, scoliosis, pelvic obliquity/rotation)







		

		Range of Movement: (Full ROM?/Fixed or Flexible)

		Muscle Tone/Contractures:



		Head and Neck





		

		



		Upper Limbs





		







		



		Lower Limbs 







		



Hip Angle?



Knee Angle?



		



		Sitting Balance:                                                                       Sitting Tolerance:











		Transfers and Mobility

		Continence



		Transfer Method (Hoist, Assistance, Independent):









Mobility:



		Incontinent? (Frequency, use of pads etc.): 



Able to use commode? (drop down arm to transfer, toileting sling etc.):



Catheter or stoma in situ?:















		Tissue Viability



		Signs of tissue damage                   At risk                         Not at risk

External Signs of Tissue Damage/Areas of Risk (Thin skin, pressure areas, skin breakages etc.)/Oedema





Current strategies/treatment to reduce pressure areas (Cushions, mattresses, district nurse involvement, dressings etc):









		Environment 



		Where will the chair be used/transported?:





Environment (consider space for chair and recline, plug points, flooring, compatibility with other equipment):





Aesthetic considerations







		Pain and Sensation



		Pain:                                                           Triggers for pain:



Pain management strategies (pain relief, positioning etc.):





Sensation deficits/hypersensitivity:









		Other Considerations



		Cognition/ Behaviour/Perception/Communication:                      







		Motivation and Mood:





Carer concerns/training needs:









		Aims of Seating



		Promote:                                                                                                                    Reduce/prevent:

Posture                                                           Skin integrity                                     Contractures                                                               Cognitive function                                        Comfort                                              Deformity                                                                                                            

Respiratory/circulatory health                   Function                                             Risk of falling from current chair           

Psychosocial wellbeing                                Fatigue management          

Other…………………………………………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………………………………………….. 







		Summary/Recommendations/Actions



		









· Refer to Seating Pathway for local authority provider if specialist chair required.







Name:				Signature:			Designation:			Date: 
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CHECKLIST FOR SEATING ASSESSMENTS



		Name:                                        Address:



		DOB:                                          NHS No.:



		1.

		Does the client or their advocate consent to this assessment? 

		Yes / No



		2.

		Are the client’s family aware a referral has been made? 

		Yes / No



		3.

		Do the family wish to attend the assessment? 

		Yes / No



		4.

		Client’s height?   __Ft __”    or    __m  __cm

		



		5.

		Client’s weight?    __ St   __Lbs.    or    __ kgs

		



		6.

		Has the client any tissue viability issues? 

		Yes / No



		7.

		Client’s waterlow score?

		



		8.

		Does the client have Lymphedema? 

		Yes / No



		9.

		Are the District Nurses involved in the client’s pressure management?

		Yes / No



		10.

		Does the client have any communication difficulties? 

Details:









		Yes / No



		11.

		Does the client have any visual loss? 

		Yes / No



		12.

		Does the client have any hearing loss? 

		Yes / No



		13.

		Does the client have any cognitive or behavioural issues 

Details:











		Yes / No



		14.

		Does the client have urinary incontinence? 

		Yes/No



		15.

		Does the client have faecal incontinence? 

		Yes/No



		16.

		Does the client have sitting balance? 

		Yes/No



		17.

		Does the client have head control?  

		Yes/No



		18.

		Does the client have swallowing difficulties?  

		Yes/No



		19.

		Does the client have any upper limb weakness or paralysis?  

		Yes/No



		20.

		Does the client have lower limb weakness or paralysis? 

		Yes/No



		21.

		Does the client have any contractures at the hip or knee? 

Details:









		Yes/No



		22.

		Does the client have coordination difficulties, i.e. tremor freezing episodes involuntary movements?

Details:











		Yes/No



		

		Present seating

		



		23.

		Does the client sit out currently?  

		Yes/No



		

		If yes what is the client sitting in at present?

High back armchair/riser recliner/wheelchair/carechair









		



		

		Mobility

		



		24.

		Is the client mobile?    

		Yes/No



		

		  Independent

		



		

		  With assistance of one

		



		

		  With assistance of two

		



		25.

		What mobility equipment is used?

Walking frame or stick





		



		26.

		If the client is a wheelchair user is it:

Attendant propelled/Self-propelled/Powered







		



		27.

		Does the wheelchair have any special features?

Tilt in space/Head support/moulded seat/lateral supports/pressure relief cushion







		Yes/No



		28.

		Is any equipment used to assist with transfers? 

Moving and handling belt



Stand hoist



Mobile hoist (if yes what type of sling is used)





		Yes/No







Name…………………………………………………. 					 Date………………………………
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Guidance Notes – Occupational Therapy Seating Assessment

		Body Dimensions



		Measurements

Hip width - Measure client’s hips at widest point and add on an extra two inches (50mm) for suitable seat width.

Seat depth - Measure length from the back of the buttocks to one inch (25mm) behind the back of the knee.

Seat to floor/footplate height - Measure lower leg from the back of the knee to the floor.

Considerations for bariatric patients

Consider weight limit of the chair, and check for any medical conditions that may mean weight fluctuation is likely. Chair should be easy to wheel to reduce strain on carers.

B Accommodating gluteal shelf and considering increased back support e.g. removing padding from bottom cushion of back rest but ensuring good back support from here up.

C Foot plates to reduce pressure on thighs and posterior. 

C A leg rest that retracts under the chair can accommodate larger calves and allow the patient to accommodate a 90 degree knee flexion posture. Seat depth may need to be shorter due to this also.

D Consider whether the patient needs a reclining back or tilt to reduce strain on respiration. 

Consider removable arms if patient is hoisted to aid hoist sling fitting.







		Postural Observations



		Position of the Pelvis and Trunk

· Anterior Pelvic Tilt 

· Posterior Pelvic Tilt 

· Lordosis

· Kyphosis

· Scoliosis

· Pelvic Obliquity  - one side of the pelvis being higher than the other, asymmetry in muscle strength, bone structure, hip flexion, muscle tone (Scoliosis, hip dislocation or subluxation). If remains unsupported –leans to one side.

· Pelvic Rotation – can often be present along with pelvic obliquity and can lead to right/left windswept deformity (abduction and ext rotation of one hip with the adduction and internal rotation of the other. Can result if trunk not supported, seat too wide

Record ROM and whether posture is fixed or flexible

Lower limbs

· Hips – flexion Extension, Abduction, Adduction, Int and Ext Rotation

· Knees – Flex and Ext

· Feet – Plantar/dorsiflexion, Foot inversion/eversion

Upper Limbs

· Shoulders – Flexion/extension/protraction/retraction, Adduction/abduction, ext/int rotation, Are the shoulders level and symmetrical.

· Elbow and Forearm

· Wrist and Hands

Head and Neck

Flexion/Extension/Hyperextension

· Lateral flexion, rotation of the neck

· Head control – restricted ROM or absent control.

Muscle Tone/Contractures –  Does patient present with high and/or low tone? Location of altered tone? Does the patient wear a splint/orthosis? Postural management solutions to reduce risk of contractures.



Sitting Balance – Consider level of support needed

Sitting Tolerance – How long can they sit out for?







		Transfers and Mobility



		Consider techniques and preferred methods.







		Tissue Viability



		Principles of Pressure Management in Seating

1) Maximise the amount of contact the body has with the chair – ensures pressure is evenly distributed,

2) Postural support - support in midline.

3) Effective repositioning – guidelines state every 2 hrs to increase blood flow and amount of oxygen reaching the skin.

4) Use a proper cushion eg. stable base of support with a top layer enveloping bony prominences.



Friction/Shear – More common with posterior pelvic tilt eg. kyphotic posture. Moist and wet skin is more susceptible to shearing. Non-slip seat surface may also increase risk of shearing.







		Continence



		Consider instigating a 24hour activity chart.







		Other Considerations



		Care giver considerations; 

· Easy to adjust and set up

· Easily adapted to changing pressure needs

· Easily cleaned.

· Easily transported

· Easily maintained.

Is any training required for carers?

Is any follow up required from community teams?







		Recommendations, Clinical Reasoning and Justification



		Does the patient require a specialist chair – recliner, riser/recliner, tilt-in-space, modular, bespoke.

Type of material.

Does the patient need a pressure cushion or a chair with in-built high level pressure relieving properties?



Consider arranging a trial with chair provider.

Consider potential to rent a chair if seating needs may change in near future.
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Specialist Chair Assessment

(Use separate form for riser recliners)

		Date of assessment

		Assessor name and title





		Assessor contact details



		CLIENT DETAILS



		Name

		



		Address

		



		D.O.B

		Age



		Frameworki id

		NHS no.



		Relevant Medical History and current condition



		Any current issues with skin integrity?



		History of pressure ulcers?



		Any pressure relief currently being used?



		Urinary incontinence   

Yes / No



		Faecal incontinence

Yes / No



		Is there any cognitive impairment?

		Are there any behavioural problems?



		General Observations

Head







Trunk (sitting)





Static/dynamic





Kyphosis/scoliosis/lordosis







Contractures



Knees/hips range of movement







Sensation









Proprioception















		Method of transfer    Please state any equipment used



		Mobility



		What is the client’s daily routine?



		What are the care arrangements?



		What is client currently sat in?



		What are the problems and risks with the current seating?



		What are the seating goals?



		What needs to be included in the chair?



Pressure relief



Tilt in space



Lateral supports



Neck support



Type of backrest



Negative angle leg rest



Back recline



Forward tilt



Bariatric/plus size



Tray



Pommel



Wedge cushion



Other



		Environment  i.e where will the chair be situated? Is there sufficient space to carry out all functions? Is there an appropriate plug socket if needed? Consider if client will be transported in chair if appropriate, will there be any difficulties getting chair into property?









Risk Assessment



		Risk

		Measures taken to reduce risk



		Breakdown of chair

		Carers/patient are advised to contact Rosscare immediately. This is written on chair instructions attached to chair. Chair will not be used until problem is rectified.



		

		Likelihood

		Severity

		Risk rating



		Fault on chair

		Carers/patient are advised to contact Rosscare immediately. This is written on chair instructions attached to chair. Chair will not be used until problem is rectified.



		

		Likelihood

		Severity

		Risk rating



		Misuse of chair











		Written and verbal instruction on how to use the chair and to only use it with the named patient.



		

		Likelihood

		Severity

		Risk rating



		Incorrect Positioning in chair











		Written instruction on correct positioning attached to chair



		

		Likelihood

		Severity

		Risk rating



		Incorrect transfer of person into chair











		Written instruction on correct transfer method attached to chair



		

		Likelihood

		Severity

		Risk rating



		Change in patients health condition











		Carers and patient advised to contact COTT if it affects the use of the chair



		

		Likelihood

		Severity

		Risk rating



		Change in patients pressure needs











		Carers and patient advised to contact COTT for review if pressure needs have been identified as higher than what is in the chair. District nurse will have assessed pressure needs.



		

		Likelihood

		Severity

		Risk rating



		Change in patients function











		Carers and patient advised to contact COTT if it affects the use of the chair



		

		Likelihood

		Severity

		Risk rating



		Change in patients cognition

		Carers and patient advised to contact COTT if it affects the use of the chair



		

		Likelihood

		Severity

		Risk rating







Use the matrix to determine the RISK rating.  The same matrix is used to identify grade of risk and the grade of an incident.



First, select the Most Likely Consequence of the risk. 

Q1. What is the actual impact / consequence of the risk? 

       Is it catastrophic, major, moderate, minor or insignificant?



Use the table below to identify the MOST LIKELY CONSEQUENCE box. 

If in doubt, grade up not down.



		

		Most 

Likely Consequence

		Actual or potential impact on individual(s)

		Actual or potential impact on Trust

		No. Of people affected at one time

		Potential for claims/complaint

		Potential Cost



		1

		Insignificant

		No injury or adverse outcome

		No risk to the organisation

		One- none

		Complaint – unlikely

Litigation – remote

		Up to £10,000





		2

		Minor

		First aid treatment/short term injury/damage

(e.g. injury resolved within a month)

		Minimal risk to the organisation

		One

		Complaint– possible

Litigation – unlikely

		£10,000 - £25,000



		3

		Moderate

		Medical treatment required, semi permanent injury/damage (e.g. injury that takes up to 1 year to resolve)

		RIDDOR reportable

MDA reportable

Needs PR management

Short term sickness

		Small numbers 

3- 10

		Complaint– highly likely

Litigation – possible but not certain

		£0.25 m - £0.5m



		4

		Major

		Extensive injuries/permanent injury (loss of body part, 

Mis-diagnosis – poor prognosis RIDDOR reportable injury)

		Service Closure

RIDDOR reportable

Long term sickness

		Moderate numbers

		Litigation – expected/certain

		£0.5 m - £1.m



		5

		Catastrophic

		Death

		National adverse publicity

NHSE investigation

		Many

(e.g. cervical screening disaster)



		Litigation expected/certain

		£1m +







Secondly, identify the Likelihood of the Recurrence of the risk.



Q2	What is the LIKELIHOOD of the RECURRENCE of the risk? 

	Is it Rare – Unlikely – Possible – Likely or Almost certain?



Use the table below to identify the MOST LIKELY CONSEQUENCE box. 

If in doubt, grade up not down.



		

		Likelihood of a recurrence

		Description



		1

		Rare

		A “One Off” Extremely unlikely this will happen again



		2

		Unlikely

		Do not expect it to happen again but may be possible



		3

		Possible

		May recur occasionally



		4

		Likely

		Will probably recur, but is not a persistent issue



		5

		Almost certain

		Will undoubtedly recur, possibly frequently










PROVISION CHECKLIST

For completion when chair has been delivered



· Is the chair in full working order?					YES/NO



· Is the instruction booklet with it?					YES/NO



· Have the carers/patient been shown how to use the chair CORRECTLY?	YES/NO



· Are the carers aware how to correctly transfer the patient into the chair (if applicable)?

YES/NO

· Have the patient specific laminated instructions been attached to the chair and carers made aware of them?							YES/NO



· Have the carers/patient been advised to stop using the chair in the event of a fault/breakdown and to contact Rosscare immediately.			YES/NO







Client signature (if appropriate) __________________________________	Date____________



Carer signature			__________________________________	Date____________



Therapist signature		__________________________________	Date____________
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		Tick

		Criteria: (service user must meet one of the following to proceed with provision of equipment) 



		

		Severe postural need identified that cannot be met by standard armchair /standard seating



		

		Existing specialist seating is no longer suitable for reasons relating to a change in condition / deterioration and increase in postural support need



		

		Increased risk of aspiration and reduced respiration due to current posture and lack of specialist seating



		

		Limited independent ability for a person to re- position themselves in current seating



		

		Limited weight bearing ability and/ or standing tolerance requiring manual handling equipment and/or 2+ carer staff to assist with sit-stand transfers. 







Specialist seating clinical reasoning form





		Service users name and SU number

		





		Service user medical condition/s 

		





		Specialist seating requested 

		





		Seating already considered

(please explore the Medequip catalogue and returned specials in the first instance)

		



		Has this seating been trialled with the SU? If not please explain why. 

		





		Please attach a photo of SU in current and proposed. Seating (please document consent has been gained).  

		



		Benefits of seating:



-Function (e.g. leisure, occupational performance, ADLs, increased independence/ reduction in number of carers required to assist)



-Physiological (e.g. breathing, circulation, swallowing, digestion) 



-Quality of life (e.g. comfort, social engagement)

 

-Posture /Pressure management (e.g. support posture, aid pressure management)



		Please Specify:









		Environmental considerations  

		Details



		Flooring - Chairs can become unstable when positioned on certain types of floors e.g. laminate and tiles.

		



		Width of doorways – Doorways need to be checked if the chair is being moved between rooms. Equipment delivery advice and information should be provided to enable safe installation e.g. steps, narrow doorways.

		



		Power supply – There must be access to a suitable, safe power source if necessary. Trailing electric wires/cables can cause a hazard e.g. falls. Pets can cause damage to cables and handsets.

		



		Entrapment – Risk of entrapment to small children/ babies and pets. 

		



		Contingency – If the powered equipment fails/ requires repair. Medequip should be contacted to request a repair/ replacement. 

		



		









		4.  Physical Measurements:

		[image: ]





		A

		Hip width

		

		



		B

		Rear surface of knee to floor

		

		



		C

		Rear of buttocks to rear surface of knee

		

		



		D

		Mid scapula height

		

		



		E

		Elbow to seat height with shoulders comfortable

		

		



		F

		Top of head to seat height

		

		







General Observation/ Assessment in Seated Position:

PELVIS: 

		Rotation:

		Select:

		[image: ]Top View





	               A                 B               C



		A – Neutral 

		

		



		B – Left Forward

		

		



		C – Right Forward 

		

		



		Obliquity

		Select:

		[image: ]Frontal view





                       

                        A                    B                 C



		A - Neutral

		

		



		B – left higher

		

		



		C – right higher

		

		



		Tilt

		Select:

		[image: ]Side View



                       

                          A                  B                    C



		A - Neutral

		

		



		B - Posterior

		

		



		C - Anterior

		

		



		Assessors Comments:











TRUNK:

		Anterior/posterior

		Select:

		[image: ]Side View





 

	      A                 B               C



		A – Neutral 

		

		



		B – thoracic kyphosis

		

		



		C – lumbar lordosis

		

		



		Scoliosis

		Select:

		[image: ]Frontal view





                       

                  A                    B                 C



		A - Neutral

		

		



		B – Concave Right

		

		



		C – Concave Left

		

		



		Trunk Rotation

		Select:

		Top View

[image: ]

                       

       

                   A                  B                    C



		A - Neutral

		

		



		B – Left Forward

		

		



		C – Right Forward

		

		



		Assessors Comments:









Head Neck and shoulders:

		Head Position 

		Select:

		Comments:



 

	



		Neutral 

		

		



		Flexion

		

		



		Extension

		

		



		Neck Position

		Select:

		Comments:



                       





		Midline

		

		



		Lateral Flexion 

		L

		R

		



		Rotation 

		L

		R

		



		Control of head and neck 

		Select:

		Comments:

                       

       

                   



		Independent 

		

		



		Restricted

		

		



		No control

		

		



		Shoulders

		

		Comments: ( including elbow and forearm position)



		Rotation

		L

		R

		



		Obliquity 

		L

		   R

		







Lower limbs:

		Position:

		Select:

		[image: ]Frontal View:



 

	A                       B                  C 





		A - Neutral 

		

		



		B - Abduction

		

		



		C - Adduction 

		

		



		Windswept: 

		L

		R

		



		

		

		

		



		Foot Position:

		Comments:



		Left: planter dorsiflexion 

		



		Right:  planter dorsiflexion

		



		Contractures 

		







		Pressure considerations

Skin integrity / water low score 

		Comments: 



		Cognition or level of understanding/confusion

		



		Behavioural issues 
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		BASIC SEATING / WHEELCHAIR ASSESSMENT FORM



		PATIENT NAME

		HOSPITAL NUMBER





		Section 1 – Assessment in Sitting



		Assessment in sitting completed on:



		Air flow mattress       Standard mattress     Plinth    Other:

		



		[image: image2.wmf] 


[image: image3.wmf] 




		
[image: image1]

		1. Head

		

		



		

		

		

		

		

		



		

		

		2. Shoulders

		

		



		

		

		

		

		

		



		

		

		3. Upper Limbs

		

		



		

		

		

		

		

		



		

		

		4. Trunk




		

		



		

		

		

		

		



		

		

		

		

		

		



		

		

		5. Pelvis

		

		



		

		

		

		

		

		



		

		

		6. Lower Limbs

		

		



		 

		

		

		





		BASIC WHEELCHAIR ASSESSMENT FORM



		PATIENT NAME

		HOSPITAL NUMBER





		Section 2 - Patient Size Chart





		



		



		

		

		



		



		



		A

		-

		Head to base

		

		

		F

		-

		Width across shoulders

		

		



		



		B

		-

		Shoulder to base

		

		

		G

		-

		Chest width

		

		



		



		C

		-

		Axilla to base

		

		

		H

		-

		Popliteal to under heel,

		

		



		



		D

		-

		Sacrum to popliteal

		

		

		I

		-

		Foot length

		

		



		



		E

		-

		Pelvic width

		

		

		J

		-

		Elbow to base

		

		



		



		



		Effective seat width – add 1-1½” (2.5 – 4cm) to measurement E

		

		



		



		Effective seat length – deduct 1” (2.5cm) from measurements D

		

		



		



		Notes / Comments

		

		



		



		

		

		



		



		





		BASIC WHEELCHAIR ASSESSMENT FORM



		PATIENT NAME

		HOSPITAL NUMBER





		Section 3 – Wheelchair / Seating System Recommendations:





		



		Risk Assessment



		

		Risk identified

		Management plan

		Date to be

 re-assessed



		Length of time to be seated



		

		

		



		Stability (need for set back wheels)



		

		

		



		Environmental issues re. use on ward



		

		

		



		Security / storage




		

		

		



		Set-up of accessories




		

		

		



		Ward staff handover / training



		

		

		



		Carer Issues




		

		

		



		Additional concerns



		

		

		



		



		Wheelchair Recommendation





		Stock Wheelchair issued (type / issue number)




		If most appropriate wheelchair is not available, is chosen option suitable for patient’s needs?               Y  /  N

		



		



		Accessories issued




		

		



		



		Pressure care cushion issued




		

		



		

		

		





		BASIC WHEELCHAIR ASSESSMENT FORM



		PATIENT NAME

		HOSPITAL NUMBER





		Section 4 – Equipment Review:





		Review 1

		



		

		Date

		

		



		

		Reason

		

		



		

		Assessment  findings

		

		



		

		Summary

		

		



		

		Therapist signature

		

		



		





		Review 2

		



		

		Date

		

		



		

		Reason

		

		



		

		Assessment  findings

		

		



		

		Summary

		

		



		

		Therapist signature

		

		



		





Summary of Assessment in Sitting:











































Fatigue levels / tolerances:











During sitting, is the patient’s tone: Stable / Variable



Comments:







Lateral View







Anterior View







J







I







H







G







F







E







D







C















b







a
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MANAGEMENT OF PHYSICAL DISABILITY 

24 – 7



(MPD 24-7)

  







Part A





Medical and Social Profile



Part A



Medical/social profile  













For the assessment of children and adults who have a neurological condition or injury of a complex nature, leading to global disability and consequent impairment of communication, function and mobility 




PART A: MEDICAL AND SOCIAL PROFILE 



CLIENT DETAILS



Name: 		…………………….		Date of birth: 	…………………….



Address:		…………………….		Hospital / NHS no:  ……………………						

			…………………………………………………………………………….		

													…………………………………………………………………………….



Postcode:		…………………….		e-mail:  ……………………………………



Telephone (Mobile):	…………………….		Telephone (Home):	………………….				

Diagnosis:			…………………………………………………………………………….



Referred by:			……………………………………………………………………………..



Reason for referral:	……………………………………………………………………………..



……………………………………………………………………………………………………………..



……………………………………………………………………………………………………………..



Assessment carried out by:



	Name									Designation



………………………………….			………………………………………



Report to be completed by:



	Name					Date



………………………………….			………………………………………



Date of assessment:						………………………………………



List all those who attended the assessment



Name									Designation



………………………………......				 	………………………………………



…………………………………..					………………………………………



…………………………………..					………………………………………



…………………………………..					………………………………………

PROBLEMS AS IDENTIFIED BY CLIENT/CARER













CLIENT’S AIMS













CARER’S AIMS













HEALTH CARE PROFESSIONAL’S AIMS











 

LIST ALL EQUIPMENT CURRENTLY IN USE



Wheelchair/s, seating & accessories				………………………………………



									………………………………………

						

									………………………………………



Static chair/s								………………………………………



									………………………………………



Other chair/s								………………………………………



									………………………………………



Standing frame							………………………………………



Lift (through floor/car)						………………………………………



Hoist / sling								……………………………………....



Lying supports							………………………………………



Orthotic splints							………………………………………



Orthopaedic footwear						………………………………………



Prostheses								………………………………………



Other									………………………………………



MEDICAL DETAILS



Describe current state of health (e.g. robust/frail)      		…………………………………..



Is there any condition that affects general health, for example, allergy/persistent infection/ diabetes?							



………………………………………………………………………………………………………….



RESPIRATORY STATUS



Effective cough reflex (can clear chest of secretions)		…………………………………..



Ineffective cough reflex (cannot clear chest of secretions) 			…………………..



Has had no / one / multiple chest infections within the last 12 months				



………………………………………………………………………………………………………….

		 

NUTRITION 	EATING  DRINKING  COMMUNICATION



Weight / height							…………………………………	



Can feed self independently					…………………………………



Needs some assistance to feed					…………………………………



Needs total assistance to feed					…………………………………



Normal diet, no preparation of food required			…………………………………



Normal diet but food must be chopped/mashed			…………………………………



Special diet, e.g. thickened fluids					…………………………………



PEG fed in part							………………………………… 



PEG fed in total (include times feed given)			…………………………………



Method of communication (Please describe)			…………………………………



…………………………………………………………………………………………………………



Any problems with hearing? (Please describe)			………………………………… 



Any problems with vision? (Please describe)			…………………………………

 



SKIN CONDITION (Identify the site of the problem)



No problems; skin healthy						…………………………………..     



Skin redness								…………………………………..     



Skin breakdown							…………………………………..		     

Underlying tissue involvement / sinus/bone infection		…………………………………..



NEUROLOGICAL SIGNS AND/OR SYMPTOMS, e.g. RELEASE PHENOMENA/MUSCLE TONE/ PERSISTENT REFLEXES  (Describe where in the body affected and any problems caused)



Spasm, ataxia, athetosis, rigidity, clonus			………………………………………………



Hypertonia, hypotonia					.……………………………………………..



Asymmetric Tonic Neck Reflex (ATNR),	startle, other reflex ……………………………………….



………………………………………………………………………………………………………………



SENSATION



Describe any lack of sensation and/or altered sensation in the upper limbs, trunk & lower limbs



……………………………………………………………………………………………………………



……………………………………………………………………………………………………………



ORTHOPAEDIC INTERVENTIONS



Orthopaedic issues, e.g. surgical procedures, fractures, hip joint status, Botulinum toxin injections



Date			Site of problem/surgery/intervention	Relevant details		



………….		……………………				…………………………………. 



………….		……………………				…………………………………. 



………….		……………………				………………………………….

	

MEDICATION



Type			Reason for prescription



………….		…………………………………………………………………………………. 



………….		………………………………………………………………………………….



………….		………………………………………………………………………………….





PRESENCE OF PAIN (state where and severity)



Describe site(s) of pain and define severity (mild, moderate, severe, intolerable)



…………………………………………………………………………………………………………



…………………………………………………………………………………………………………



SOCIAL DETAILS



CARE NEEDS



Lives with						……………………………………………….



Principal carers					……………………………………………….



Any additional care.  (Please describe)		……………………………………………….



ENVIRONMENT: LIVING/WORKING/EDUCATIONAL 



Lives In:	House		Bungalow	    Flat		Residential establishment		



Any problems with accessing any part of the above? (Please describe).



…………………………………………………………………………………………………………



Also attends:    School/college	  Respite care	Day centre		Workplace 



Any problems with accessing any part of the above? (Please describe)



…………………………………………………………………………………………………………



MOBILITY 



Independently ambulant / ambulant, needing support		…………………………………



Wheelchair: attendant pushed / self propel / powered		…………………………………	



…………………………………………………………………………………………………………

					

…………………………………………………………………………………………………………

					

MODE OF TRANSPORT						Type of vehicle, e.g. bus/van  

				

Public transport							…………………………………



Car driver								…………………………………



Driven, sits in car seat						…………………………………					

Driven, sits in wheelchair in vehicle				…………………………………





ACTIVITIES OF DAILY LIVING			

		

MODE OF TRANSFER						Type of assistance/hoist 



Independent								…………………………………



Assisted stand (manual)						…………………………………					

Assisted stand (standing hoist)					…………………………………



Dependent (hoisted)						…………………………………



PERSONAL CARE (Please describe assistance needed) 



Continent or not?							…………………………………



Toileting, bladder							…………………………………



Toileting, bowels							…………………………………



Dressing / undressing / grooming					…………………………………



Showering/bathing							…………………………………



Household activities							…………………………………



ENVIRONMENTAL CONTROL (Please describe the type used and for what purpose)



Environmental control in use / planned				………………………………….



………………………………………………………………………………………………………….



LEISURE INTERESTS/OCCUPATION



Describe any interests and/or occupation where the environment needs must be considered, e.g.

to facilitate function, for example, computer use, gardening, outdoor pursuits, sporting activities



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….









24 HOUR PHYSICAL MANAGEMENT ROUTINE



DAILY ROUTINE



Give details of equipment used during the day and specify how long is spent in each, including any patterns of use:  Include sitting, standing and lying.



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



COMFORT IN MAIN SEATING/WHEELCHAIR



Very comfortable							……………………………………							

Comfortable								……………………………………								

Mostly comfortable							……………………………………



Uncomfortable but tolerable					…………………………………… 



Intolerable								……………………………………





NIGHT TIME ROUTINE



Give details of equipment used during the day and specify how long is spent in each, including any patterns of use.



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



………………………………………………………………………………………………………….



COMFORT IN LYING



Very comfortable							……………………………………							

Comfortable								……………………………………								

Mostly comfortable							……………………………………



Uncomfortable but tolerable					…………………………………… 



Intolerable								…………………………………





MANAGEMENT OF PHYSICAL DISABILITY 

24 – 7



(MPD 24-7)

  







Part B





Physical Profile



Part A



Medical/social profile  











For the assessment of children and adults who have a condition or injury of a complex nature, leading to global disability and consequent impairment of communication, function and mobility 








Presenting Posture (first in the seating in which the client arrives at the assessment, just as the client presents. State type of chair and seating, including main accessories)



		Overview of presenting posture e.g. slumped, leaning, sliding











Legend: 



	    Rotation of pelvis/shoulders forwards on the right, 	    i.e. rotating to the left



    Pelvic/shoulder obliquity



	    Posterior pelvic tilt



	    Anterior pelvic tilt



	    Abduction of left hip / adduction of right hip



    External rotation of left hip / internal rotation of right

R                L

A            P





























 

		Pelvis: Rotation (one ASIS forwards of the other, relative to the pelvis in neutral on the supporting surface) 



		



		Pelvis: Obliquity (one ASIS higher than the other, relative to the pelvis in neutral on the supporting surface)



		



		Pelvis: Anterior/posterior tilt (relative to the pelvis in neutral on the supporting surface) 



		



		Abduction/adduction of lower limbs relative to

pelvic rotation (relative to a line perpendicular to ASIS)     



		



		Internal/external rotation of lower limbs relative to

pelvic obliquity (relative to a line perpendicular to ASIS)     



		



		Shoulders: Rotation (one shoulder forwards of the other, relative to the shoulders in neutral)

		



		Shoulders: Obliquity (one shoulder higher than the other, relative to the shoulders in neutral)

		



		Lateral curvature of the trunk: Scoliosis

		



		Antero/posterior curvature of the trunk: lordosis/kyphosis/cervical extension

		



		Attitude of the arms e.g. flexed, extended, supporting, functional for ADL, random movement

		



		Position of head

		



		Weight distribution e.g. Sacral, ischial, other, (please specify), unequal through left or right  

		



		Position of feet

		







		TILEO record details

		TRANSFER (TILEO) RECORD SHEET (APPENDIX A FROM MPD-24/7)



		LOAD

		Patient’s name: 

		



		NHS Number:

		



		

		Appointment date and time:

		



		ENVIRONMENT 

		Appointment location:

		Patient’s permanent address / OCE / School / Respite



		TASK

		Manual handling activity carried out:

(Details of all transfers carried out)

		Transfer from wheelchair onto the plinth / bed/ wheelchair

Positioning patient  



		

		Transfer method agreed on and used 

		Hoist and sling

		Side transfer

		Standing/ pivot transfer

		Assisted/lift transfer 

		Other



		

		

		

		

		

		

		



		

		Equipment used for the identified transfer method:

		Overhead hoist / Mobile hoist /Standing hoist 

Oxford/ Arjo / Liko/ Other 

Full / Toileting/ Other

Ros-ReTurn/ RotaStand/ banana board/ straight transfer board



		

		Were hoist and sling compatible?

		Yes/ No





		

		Was transfer equipment available and offered but not used:

		Equipment was declined by 





		

		Please give information why this was not used:

		



		

		Additional information:

		



		

		Did the equipment belong to the patient or clinic:

		Patient:

		Clinic:

		Other:



		

		

		



		

		



		INDIVIDUAL 

		Names of all people involved in the process:

		Name + Role: 

		Involvement in manual handling:



		

		

		



		



		

		

		Name + Role: 

		Involvement in manual handling:



		

		

		



		



		

		

		Name + Role:

		Involvement in manual handling:



		

		

		



		



		ENVIRONMENT

		Approximate distance patient was moved during the transfer:

		





		OTHER 

		Were there any issues/incidents during the transfer process?

		Yes/ No



		

		If yes please give details:

		



		

		If yes, was an incident form completed:

		





		Completed by:

		



		Date completed:

		













	12	6th December 2016 PP/WM/DL/BO/LW 

PRESENTING POSTURE IN LYING (supported as necessary, state surface on which lying and support used)

Overview of presenting posture e.g. legs falling to the side, curled up in side lying

















R                L





                      

Legend: 



	    Rotation of pelvis/shoulders forwards on the right, 

    i.e. rotating to the left



    Pelvic/shoulder obliquity



	    Posterior pelvic tilt



	    Anterior pelvic tilt



	    Abduction of left hip / adduction of right hip



    External rotation of left hip / internal rotation of right





























		Pelvis: Rotation (relative to the pelvis in neutral on the supporting surface)

		



		Pelvis: Obliquity (relative to the pelvis in neutral on the supporting surface)

		



		Pelvis: Anterior/posterior tilt (relative to the pelvis in neutral on the supporting surface)

		



		Abduction/adduction of lower limbs relative to pelvic obliquity (relative to a line perpendicular to ASIS)     

		



		Internal/external rotation of lower limbs relative to pelvic rotation (relative to a line perpendicular to ASIS)     

		



		Attitude of hips/knees (e.g. flexed, extended)

		



		Shoulders: Rotation (relative to the shoulders in neutral on the supporting surface)

		



		Shoulders: Obliquity (relative to the shoulders in neutral on the supporting surface)	

		



		Lateral curvature of trunk: scoliosis (as far as possible, state direction and level, e.g. concave right from sacrum to T8, convex left from T8 to occiput)

		



		Antero/posterior curvature of the trunk: lordosis/kyphosis/cervical extension (state levels)

		



		Attitude of arms (e.g. flexed, extended, rotated)

		



		Position of head

		



		Weight Distribution (e.g. right upper trunk, left upper trunk, right lower trunk, left lower trunk)

		



		Position of feet

		





SPINE (client in supine, trunk aligned and HELD in the most corrected, symmetrical position possible)



Vertical (from the coracoid process to the ASIS on the same side)



Right …….. cm		Left …….. cm	

				

JOINT RANGE OF MOVEMENT (The method and the standard range for each joint is taken from Range of Motion – AO Neutral-0 Method (Ryf C, Weymann A. 1999. AO Publishing. Stuttgart, New York) 



Numbers 1 – 3, client in side lying with underneath leg flexed (if possible)



1.	Hip flexion to extension, standard range 120/0/15 (client in side lying)



						Right		Left

		

		

		

		

		

		













2.	Knee flexion to extension, (with the hip as close to 0º as possible) standard range 130/0/5 (client in side lying)



(Hip flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













3.     Neck flexion to extension, standard range 40/0/40

		

		

		

		





	







Numbers 4 - 5  client in supine, with hip as close to 0º as possible; state hip angle



4.	Hip abduction to adduction (with the hip as close to 0º as possible), standard range 40/0/30 (client supine)

(Hip flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













5.	Ankle dorsiflexion to plantarflexion, (with the knee as close to 0º as possible) standard range 10/0/40 (client in supine)	



(Knee flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













Numbers 6 - 9 client in supine, with hip as close to 90º as possible; state hip angle



6.	Hip abduction to adduction, standard range 80/0/20	 



(Hip flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		







	





7. 	Hip external rotation to internal rotation, standard range 45/0/35 (client supine)



(Hip flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













8.	Knee flexion to extension, standard range 130/30/0 (client supine)	



(Hip flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













9.	Ankle dorsiflexion to plantarflexion, (knee in flexion) standard range 30/0/40  



(Knee flexion angle:  Right …….. º      Left …….. º)



						Right		Left

		

		

		

		

		

		













CERVICAL SPINE 



10.	Rotation, standard range 70/0/70, right to left



		R		L

		

		

		





	





						

11.	Lateral flexion, standard range 45/0/45, right to left



		R		L	

		

		

		





	













SHOULDER, ELBOW AND WRIST JOINTS



12.	Shoulder extension to elevation, (client in side lying) standard range 40/0/180	



						Right		Left



		

		

		

		

		

		













13.	Shoulder external rotation to internal rotation, (client in supine, with the elbow flexed at 90) standard range 50/0/95 



						Right		Left



		

		

		

		

		

		













14.	Shoulder adduction to abduction, (client in supine) standard range 40/0/180 



						

						Right		Left



		

		

		

		

		

		













15.	Elbow flexion to extension, standard range 150/0/10 	



						Right		Left



		

		

		

		

		

		













16.	Wrist flexion to extension, standard range 55/0/50	



						Right		Left



		

		

		

		

		

		































IDENTIFICATION OF CRITICAL MEASURES



1) CIRCLE all critical limitations of joint range for SITTING (using measurements 1, 3 and     6-9); list the critical limitations below using full notation



2) UNDERLINE all critical limitations of joint range for LYING/STANDING (using measurements 1 - 5); list the critical limitations below using full notation



3) List below all other CRITICAL MEASURES for sitting, lying and standing, i.e. fixed asymmetry in the pelvis and spine.



SITTING 





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………







LYING AND STANDING      





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………





..………………………………………………….      ……………………………………………………







POSTURE IN SITTING ON EDGE OF PLINTH (with support as necessary for safety) 



You will now position the client both uncorrected and then corrected, i.e. all limitations of joint range and postural asymmetry identified above are accommodated and supported.





Uncorrected:							Corrected:

L                R

A            P

L                R

A            P





























N.B. Posterior views are shown, i.e. left and right are reversed from pages 12 & 13













































· Place ‘spots’ on the spinous processes.  



· Take photographs from posterior, anterior, left and right lateral views.



· One assessor supports the spine at the apex of each curvature, one assessor firmly takes some of the weight in axial suspension and one assessor takes photographs from posterior and left and right lateral views.


APPENDIX 1



BODY MEASUREMENTS AS A GUIDE TO PRESCRIPTION OF EQUIPMENT 







		

A   Width of hips



		



		

B  Hip to knee (popliteal crease)



		



		

C  Back of knee (popliteal crease) to floor



		



		

D  Seat to elbow



		



		

E  Seat to shoulder



		



		

F  Seat to head

 

		



		

G  Width of shoulders



		



		

Other



		









APPENDIX 2

List of resource requirements for physical assessment:

· Camera

· Hipsticks

· Slippery gloves

· Plinth (preferably double width and height adjustable)

· Tape measure

· Towels/ and pillows

· Sticky spots



























MANAGEMENT OF PHYSICAL DISABILITY 

24 – 7



(MPD 24-7) 

 





Part C





Aims

Objectives

Recommendation

Prescription











Part A



Medical/social profile  







For the assessment of children and adults who have a condition or injury of a complex nature, leading to global disability and consequent impairment of communication, function and mobility





Form C is for the collation of all information and data gathered on forms A and B, including aims and problems of the client, carers and all health care professionals involved. Finally, the objectives should be recorded as identified in discussion with all present in the light of the data gathered. 



CLIENT’S, CARERS, HEALTH CARE PROFESSIONALS AND ASSESSORS AIMS (as identified on page, Form A)

































PROBLEMS (ENVIRONMENTAL-SOCIAL-PHYSICAL- MEDICAL-PSYCHOLOGICAL) THAT ARE NOT FIXED/INTRACTABLE AND, THEREFORE, CAN BE SOLVED

























CONSTRAINTS, i.e. PROBLEMS THAT ARE INTRACTABLE (ENVIRONMENTAL-SOCIAL-PHYSICAL- MEDICAL-PSYCHOLOGICAL) AND, THEREFORE, MUST BE ALLOWED FOR AND ACCOMMODATED IN THE SOLUTION





































AGREED OBJECTIVES





















RECOMMENDATIONS





















RATIONALE FOR RECOMMENDATIONS



















PLAN AND ACTIONS



























ASSESSOR NAME

	

SIGNATURE



DATE



		TILEO record details

		TRANSFER (TILEO) RECORD SHEET (APPENDIX A FROM MPD-24/7)



		LOAD

		Patient’s name: 

		



		NHS Number:

		



		

		Appointment date and time:

		



		ENVIRONMENT 

		Appointment location:

		Patient’s permanent address / OCE / School / Respite



		TASK

		Manual handling activity carried out:

(Details of all transfers carried out)

		Transfer from wheelchair onto the plinth / bed/ wheelchair

Positioning patient  



		

		Transfer method agreed on and used 

		Hoist and sling

		Side transfer

		Standing/ pivot transfer

		Assisted/lift transfer 

		Other



		

		

		

		

		

		

		



		

		Equipment used for the identified transfer method:

		Overhead hoist / Mobile hoist /Standing hoist 

Oxford/ Arjo / Liko/ Other 

Full / Toileting/ Other

Ros-ReTurn/ RotaStand/ banana board/ straight transfer board



		

		Were hoist and sling compatible?

		Yes/ No





		

		Was transfer equipment available and offered but not used:

		Equipment was declined by 





		

		Please give information why this was not used:

		



		

		Additional information:

		



		

		Did the equipment belong to the patient or clinic:

		Patient:

		Clinic:

		Other:



		

		

		



		

		



		INDIVIDUAL 

		Names of all people involved in the process:

		Name + Role: 

		Involvement in manual handling:



		

		

		



		



		

		

		Name + Role: 

		Involvement in manual handling:



		

		

		



		



		

		

		Name + Role:

		Involvement in manual handling:



		

		

		



		



		ENVIRONMENT

		Approximate distance patient was moved during the transfer:

		





		OTHER 

		Were there any issues/incidents during the transfer process?

		Yes/ No



		

		If yes please give details:

		



		

		If yes, was an incident form completed:

		





		Completed by:

		



		Date completed:
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Specialist%20Seating%20flow%20chart%20process.pptx
Specialist Seating- Liverpool/Sefton residents 

Tilt in space VS recliner?

Recliner= no or reduced sit bal. falls risk in HBC.

Tilt in space= pusher/unable to maintain midline in bed/agitated

Home

Nursing Home

Contact Home loans to go and view stock



suitable chair in stock?

Yes

No

Take a picture and get serial no. and make/colour. Complete special order to equipment stores including stock item code if current stock item. (may also ned supporting letter)

Will home loans/NH rent one while CHC decided ( 3 mths)?

If YES: THE CARE TEAM 0161 7467566 (Phil Moore) referral form on I drive under seating. Confirm invoice details for Phil. Not sure of process with home loans- find out latest at time. Get ESD to follow up.

Also refer to Claire sturgeon  for assessment of LT needs in approx 3 mths. Form on I drive

Await panel to meet for the decision (Panel meet every 2/52- wed pm L’pool, every other thurs am with Sefton)

Liaise with Nursing home- is there any suitable chairs available for the patient to use?

Yes 

No

Discharge to N/H with transfer summary for recommendations. Get ESD to review in situ.

Panel decide

No

Arrange delivery of chair to discharge address. ESD follow up with ward.

Liaise with family. Advise they may need to fund long term.

Yes

Look into charitable funds for contribution or full funding i.e. Stroke Association or Macmillan/ find another NH.

Tilt in space wheel chair only.

Provide info to family or NH re cost/HP ongoing rental and companies available.

Will N/H pay for chair long term if CHC ?

No

Yes

Ask NH to rent one while CHC decided and permanent placement awaited.







Specialist Seating- Knowsley residents 

Identified patient need for specialist seating as Lpool/Sefton

Home

Nursing Home

Contact Home loans to enquire into what chairs are in stock 

 Arrange to view

Liaise with Nursing home- is there any suitable chairs available for the patient to use?

Is there a suitable chair in stock?

Yes

No- need to check procedure

Yes 

No

Discharge to N/H with transfer summary for recommendations. KESD follow up.

Follow home pathway

Complete normal equipment form with stock item code.

Discuss with team to arrange delivery to discharge address

If it is a non-stock item, complete a special order form with our managers signature. May need supporting letter.

Await for the managers decision to approve funding for chair (they do not meet at panel)

If funding is approved, await for equipment stores to purchase the recommended chair from external company- takes approx 2/52 

Does the manager agree to fund the chair?

Yes

No

Look into charitable funds for contribution or full funding i.e. Stroke Association or Macmillan Consider tilt in space wheelchair only.

Liaise with family/ NH. Can they fund chair?

No

Yes

Provide info to family or NH  to make purchase or rental of recommended chair. All companies.
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Seating%20Companies.xlsx
Sheet1

		Specialist Seating Companies

		Company Name		Tel		Email 		Website

		Careflex		0800 0186 440		info@careflex.co.uk		www.careflex.co.uk

		Direct Healthcare Group		0800 043 0881				www.directhealthcaregroup.com

		Independence Mobility		0113 262 8000		enquiries@independencemobility.co.uk		www.independencemobility.co.uk

		Millercare		0800 652 8533				www.millercare.co.uk/

		Mobility & Independent Living		01925 240064				www.disabilitytradingcompany.co.uk

		Newlyn Healthcare Specialist Equipment		0151 420 1352		sales@newlynhealthcare.co.uk		www.newlynhealthcare.co.uk

		Ross Care Independent Living		0151 653 6000				http://rosscare.co.uk

		Seating Matters		028 7776 6624		contact@seatingmatters.com		https://seatingmatters.com/gb-ie

		The Care Team		0161 746 7566		info@thecareteam.co.uk		https://thecareteam.co.uk/

		Yorkshire Care Equipment		01423 799960				www.yorkshirecareequipment.com/



http://www.directhealthcaregroup.com/mailto:info@careflex.co.ukhttp://rosscare.co.uk/mailto:enquiries@independencemobility.co.ukhttps://seatingmatters.com/gb-iemailto:contact@seatingmatters.comhttp://www.yorkshirecareequipment.com/mailto:sales@newlynhealthcare.co.ukhttps://thecareteam.co.uk/mailto:info@thecareteam.co.ukhttp://www.disabilitytradingcompany.co.uk/http://www.millercare.co.uk/
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Courses%20available%20Seating.docx
National Seating Courses

		Posture management/seating

		Wheelchair seating

		Powered wheelchairs





		Name

		Provider

		Audience

		Course objectives/content



		Postural Management for Adults and children with Complex disabilities (4 days)

		Oxford Centre of Enablement

Contact for costs

www.ouh.nhs.uk/oce/education/ 

		Therapists, RE’s, Clinical

Scientists, therapy

assistants, other’s working

in posture and mobility

industry

		Aims of the course 

Using the Assessment form, Management of Physical Disability 24--‐7 (MPD 24--‐7), to be able to collect, analyse and present all necessary data from which to make recommendations for equipment to facilitate lying, sitting and standing.

Objectives of course

Related to those with complex disability, to develop awareness of and an understanding of:

· The principles of biomechanics applied to posture management

· The meaning of posture

· The principles of building a stable posture in sitting and lying and the practical application

· The need to collect all of the data on the MPD 24-7, sequentially

· The critical pints and measures that must be considered, to facilitate optimal support and/or accommodation within equipment



		Postural Management for Adults and children with Complex disabilities (PG cert – 1yr course)

		Oxford Centre of Enablement

Contact for costs

www.ouh.nhs.uk/oce/education/

		Therapists, RE’s, Clinical

Scientists, therapy

assistants, other’s working

in posture and mobility

industry

		By the end of the course students will have had the opportunity to:

· Update and expand their knowledge of biomechanics and the anatomy and physiology of the neuro-motor system

· Develop and understanding of what is meant by posture and the effect of impairment upon it. The implications for clinical rehabilitation in its widest sense are considered, for e.g. the treatment of pressure sores

· Consider physical management in the context of evidence-based health care and develop skills needed to evaluate the evidence

· Practice and critically review the process and the outcomes of the assessment of the posture of people with complex disabilities

· Develop and expand a variety of approaches to the management of posture with severe disabilities

· Critically analyse alternative courses of action and justify, in holistic terms, chosen interventions



		Postural management and special seating – 2 days

		www.activedesign.co.uk

Contact for costs



		Therapists, RE’s, Clinical

Scientists.

		· This 2 day course is aimed at therapists and engineers who want to increase their understanding of postural management for young people with complex postural needs.

· It will focus specifically on the seating needs of young people with CP according to the ICF framework, using the GMFCS for children with CP to classify their level of function needed



		24 Hour Postural

Management,

Assessment and

Levels of Ability –

2 days

		www.activedesign.co.uk

Contact for costs



		Therapists, RE’s, Clinical

Scientists.

		· Develop your knowledge of the Chailey Levels of Ability and Assessment Charts as a tool for assessing postural ability

· Introduction to the evidence base for postural management

· Increase your awareness of the design and use of postural management equipment



		Accredited Postural Care Training – number of days vary

		www.symmetrikit.com

FOC

		Two courses – One for therapists and other professionals and one for families and carers

		· Family and carer workshops – the basic principles of 24hr Postural care.

· Therapist/Professionals Training – Postural management training courses designed specifically for those responsible for devising and delivering postural management programmes to clients with complex needs.

· 6 x 1-hour modules each including a 40 minute pre-recorded presentation followed by a live Q&A session



		JCM Postural Management Workshop: Special Seating

		www.jcmseating.co.uk 

FOC

		Healthcare Professionals

		· Enhance clinical reasoning skills in determining the optimal seating and positioning strategy

· Apply evidence-based knowledge to seating and posture which underpins the research and development process



		Seating Matters

		www.seatingmatters.com

FOC

		Healthcare Professionals

		· Carry out educational workshops and lunch and learn one hour sessions

· Details of learning objectives could not be obtained from the website



		



		

		

		



		Invacare – Pressure & Posture in wheelchair

seating

		www.invacare.co.uk 

FOC

		Occupational Therapists OT Assistants and

Occupational Therapy students

		Agenda

· Aetiology of pressure ulcers

· Evaluating pressure redistributing cushions

· Principles of good posture

· Management of common postural problems

· Clinical application of cushions and back systems



		Invacare – All in One Solution Course

		www.invacare.co.uk 

FOC

		Occupational Therapists OT Assistants and

Occupational Therapy students  



		· This one-day interactive course helps to develop clinical reasoning and problem-solving skills in identifying and selecting the most appropriate back support and seat cushion, including the use of belts and harnesses, to meet the postural, pressure and physiological needs of their clients.

· An understanding of the basic seating principles and intrinsic and extrinsic risk factors relating to pressure ulcer development is a prerequisite for the course.



		Invacare Impetus training – 2 days

		www.invacare.co.uk 

£149

		Band 4 & 5 Therapists Those returning to practice Therapists working in social services or non-statutory services



		Agenda

·  Principles of posture and seating

·  How to undertake an assessment

·  Wheelchair skills

·  Environmental & Psycho-social considerations

·  Manual handling, safety and risk assessments

·  Pressure ulcer presentation

· Cushion workshop



		STEPS – Mobility and seating selection: a paediatric 
focus

		www.sunrisemedical.co.uk/steps-training 

FOC

		Therapy assistants, RE’s

		· Considerations for prescribing equipment 

· Paediatric evaluation

· Normal development

· Seating and mobility considerations and solutions



		STEPS – Seating and positioning for function

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapy assistants, RE’s

		· Core principles underlying seating and 

               Positioning

· Postural assessment and translation of findings

· Matching level of technology with clinical and functional needs/preferences

· Properties of different materials and how this relates to product selection and application

· Evidence based clinical best practice for the use of interface pressure mapping



		STEPS – Jay portfolio

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapy assistants, RE’s

		· Explores the range of Jay products from a clinical perspective



		Invacare manual wheelchairs

		www.invacare.co.uk 

FOC

		Therapy assistants, RE’s Therapy students, dealers

		Agenda

· Overview of Invacare’s manual wheelchairs

· Medium active

· Passive

· Product set-up and measurement tips

· Overview of the prescription form process

· How to order spare parts: E-spare-cat



		Kuschall

		www.invacare.co.uk 

FOC

		Therapy assistants, RE’s Therapy students, dealers

		Agenda

· Overview of the range

·  K-Series

·  Compact

· Ultra Light

·  Champion

· Product set--‐up and measurement tips

· Overview of the prescription form process

· How to order spare parts: E-spare-cat 



		Servicing/maintenance and adjustment on manual wheelchairs

		www.invacare.co.uk 

FOC

		Engineers,

technicians,

Invacare

dealers

		Agenda

· Identify key components of the Manual wheelchair range

· Workshop on how to remove and fit key components

· Learn how to make adjustments

· Key tools required for servicing and

               maintenance

· Detailed presentation and workshop on how to service and maintain a manual



		STEPS --Manual

Mobility Selection: Linking Assessment to Appropriate Prescription

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapists,

RE’s, assistants and Sunrise

dealers

		· The clinical application of manual mobility, its goals, benefits and trade-offs

· Understanding the clinical relevance of wheelchair adjustments 

· Translating postural findings into generic product parameters

· Critically matching level of technology with client clinical and functional needs and preferences

· Integrates evidence--‐based clinical best practise into wheelchair prescription and training



		STEPS – Manual

Wheelchair Assessment

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapists,

RE’s, assistants and Sunrise

dealers

		· Appropriate manual wheelchair prescription i.e. matching equipment to the needs and desires of the client has a great impact on performance, safety and efficiency.

· Measurement of the client and how this is translated into actual manual wheelchair prescription, configuration and set-up for  hand-over to the client



		STEPS – Manual Wheelchair Set- up and Configuration

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapists,

RE’s, assistants and Sunrise

dealers

		· Overview of the adult and paediatric manual chair range

· Set up and reconfiguring of manual chairs

· Understanding issues with new set--‐up --‐ the ‘must do’ checks before hand--‐over 

· Overview of the Sunscript website and order form review



		



		

		

		



		Invacare - Servicing/Maintenance and Adjustments On Power Chairs

		www.invacare.co.uk 

FOC

		Technicians, Engineers,

Invacare Dealers

		Agenda

· Identify key components of the power chair range

· Workshop on how to remove and fit key components 

· Learn how to make adjustments

·  Key tools required for servicing and maintenance 

· Detailed presentation and workshop on how to service and maintain a power wheelchair



		Invacare – Power

Chair Controls Set- up and Operation

		www.invacare.co.uk 

FOC

		Technicians, Engineers,

Invacare  Dealers

		Agenda

· Overview of the systems

· Understand the set- up and operation of Master & Secondary Remotes

· Learn how to set-up and operate the DX – Proximity

· Head Control

· Use environment controls via the ACS/DX system 

· Hands-on workshop session



		Invacare – Fault Finding on Power Chairs

		www.invacare.co.uk 

FOC

		Technicians, Engineers,

Invacare Dealers

		Agenda

· Presentation on fault finding

·  Demonstration on how to test:

·  Motors

·  Chargers

·  Batteries

·  Motor brakes

·  PC Wizard demonstration

·  Hands--‐on workshop session



		STEPS ‐ Powerchair Product Training

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapists,

Engineers,

assistants,

Sunrise

Dealers

		Agenda

· Range overview  

· Full product presentations ‐ including:

·  Features, benefits and unique selling points

·  Making adjustments

·  Prescription forms and options available

·  Control system overview



		STEPS ‐ Powerchair Service and Maintenance ‐

Mechanics

		www.sunrisemedical.co.uk/steps-training

FOC

		Sunrise Dealers

		Agenda

· Base configurations and adjustments

· Accessing and utilising technical manuals

Seat configurations and adjustments

· Legrest configurations and adjustments

·  Armrest configurations and adjustments

·  Upgrades / adding features

· Effects of drive wheel positions

· Technical manuals and how to use them



		STEPS - Powerchair

Service and

Maintenance-‐

Electronics &

Diagnostics

		www.sunrisemedical.co.uk/steps-training

FOC

		Sunrise Dealers

		Agenda

· System overviews 

               Product and components

· Diagnostics and fault finding

· On-board diagnostics

· Charging regime

· Web diagnostics

· Handheld programmer diagnostics

· PC diagnostics 

· Introduction to programming tools and options

· Web IQ online

· Programme configuration



		STEPS – Powerchair servicing for approved repairers

		www.sunrisemedical.co.uk/steps-training

FOC

		NHS Employees and approved repairers

		Agenda

· Introduction to the Sunrise NHS powerchair product range

· Product configuration (FWD /MWD/RWD)

· Generic service information (battery care, motors etc.)

· Product specific information (hands--‐on with chairs, showing adjustability, unusual features etc.)

· Fault diagnosis

· Technical manuals – information provided and where to find it

· Sunparts website – how to use and how to access

· Web iQ  ‐ why and how to  use and how to get access



		STEPS – Powerchair Control Systems and Programming – Practical Training 

		www.sunrisemedical.co.uk/steps-training

FOC

		Therapists, assistants,

Technicians and

RE’s

		·  VR2 and R--‐net practical training

Training



		STEPS – Powerchair Control 

Systems and Programming

		www.sunrisemedical.co.uk/steps-training

FOC – 2days

		

		Day 1

· System overview VR2 and R--‐net

· Application (where and when to use options) 

· Features and options

· Basic programming

· VR2 to OEM level

Day 2

·  R—net to OEM level

· Advanced programming 

· Special controls (products and programming)

· Web IQ, how to access and use
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