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Assessment of ability : challenge or handicap ?*
J. J. McMULLAN, M.D., D.I.H., M.R.C.G.P.

Chesham, Bucks

Hope is a good breakfast, but it is a bad supper.
Francis Bacon.

GENERAL practitioners have always had a major role to play in supporting patients
in chronic illness. Paradoxically their training has been largely in acute conditions

seen in brief hospital episodes. As the power to help episodic crises increases so the
number of the disabled living in the community grows. The purpose of this paper is to
describe how patients with impaired ability may be assessed and thus encouraged and
helped to overcome the challenge of their handicap.

Ferguson and MacPhail (1954) in a study of 705 men discharged after treatment
in acute medical wards of four hospitals in the west of Scotland, found that 25 per cent
had died, been readmitted or clearly deteriorated within three months of leaving hospital.
A fifth of 307 who had returned to work were in unsuitable jobs; the remainder, more

than half, were not working after three months. Two years after discharge a third of
the survivors had worked for less than one of the two years; many had done no work.
McKenzie et al (1962) found similar results of acute treatment at other Scottish centres.
Although this work has not been repeated in England, Morris (1964, 1969) has pointed
out the rise in chronic disability in middle age {see figure 1).

The scope for prevention and management of disability in general practice has been
described (McMullan 1969). This paper sets out the experience of visits to centres
in Oxford and Salisbury where the intensive assessment and treatment of patients with
physical handicap is carried out. It will outline practical methods of assessment and
communication of results to support the patient at home and at work in the community.
To do this requires a partnership with hospital and community physicians in which the
hospital is "an integral feature of the community which it serves rather than an institu¬
tion which is spiritually if not physically isolated from it" (Gooding, Reid and Yule,
1970).

Definitions
Disability is a specific limitation of performance in one or more defined activities.

It accompanies a physical or psychological impairment which causes or is associated
with disability (Bennett et al 1970). Such an impairment, for example loss of a finger,
constitutes a handicap. A missing finger will be a handicap to a pianist and hardly
matter to a labourer. Thus a disabled person must have an impairment but a person
with an impairment need not be disabled; either may overcome handicap.

The terms disability and handicap are often used interchangeably. This is un¬

fortunate because handicap expresses well the challenge to the patient and can embrace
lack of several abilities, whilst disability emphasizes that one or more specific abilities
are lacking. The labourer is disproportionately handicapped by the common impair¬
ments which reduce mobility and physical endurance. Those with more acquired skills
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have a greater store of unaffected abilities to rely on, less need for physical agility and
greater capacity to adapt.

Assessment is the systematic study of ability and disability. It is often mainly
domestic, evaluating performance in specific activities of daily living (ADL), or it may
be vocational, estimating the prospects for future employment. The main skill of the
occupational therapist is to carry out detailed assessment of specific activities. This is

Figure 1

a medically orientated task as part of a team which helps the patient to live in the com¬

munity with maximum independence and productivity. It is far removed from
diversional fluffy toys and basketry {see Appendix I).

Impairment
Children with congenital impairments are often treated and helped by hospital,

local authority and voluntary bodies. The role of the general practitioner is then largely
to support and advise the parents and to see that, as the child grows older, maximum
independence is encouraged and that there are no important omissions, physical,
emotional, educational, social or vocational.

Accidents aside, and their growing importance merits special consideration,
acquired impairments leading to disability are rare before the age of forty. The com¬
monest exceptions are neurological (disseminated sclerosis, epilepsy, myopathy),
rheumatic (rheumatoid arthritis, valvular heart disease) and respiratory (asthma).
In the second half of life, cardiovascular and respiratory problems predominate
particularly ischaemic heart disease, strokes and chronic bronchitis.

It is clearly important to know the nature of the disease causing impairment and
disability and thus make an informed appreciation of the likely course and prognosis.
It is equally or more important to assess the effect of the impairment on ability.

Assessment
After a brief preliminary identification of the problem the nature of the impairment

will suggest certain questions to be answered. Is the disability mainly locomotor?
Is there a sensory component? How much is the condition linked with internal disease
such as cardiac failure? Is there mental impairment and what is the degree of personal
disturbance or motivation to improve?

Methods of assessment vary in detail from place to place. The essentials of domestic
assessment are illustrated in figure 2. This procedure, carried out by the occupational
therapist, is comparable to clinical examination. The objective findings must then be
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balanced against subjective estimates of intelligence, temperament and motivation of
patient, relatives and associates. Goals and outlooks may differ; the right solution for
a handicapped daughter may not be easily acceptable to an elderly mother. Physio¬
therapists, social workers, nurses and the family doctor can contribute much at this

OCCUPATIONAL THERAPY
DEPARTMENT

FUNCTIONAL ASSESSMENT
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THERAPIST

Stand safely

Walk

In and out of chair

O Use spoon/fork
Use knife

Drink from cup

O

Height of chair

Climb stairs

Manage wheelchair

On and off bed

On and off W.C.

In and out of bath

Wash/dry hands and face

Brush and comb hair

Shave

Garment over head

Garment over feet and hips

Jacket/cardigan

Stockings/socks
Shoes

Fastenings
Corset

Caliper
Artificial limb

Manage water-taps

Manage oven safely
Fill and carry kettle/
saucepan

Brew tea/coffee

Open tins/jars/packs

Prepare vegetables

Prepare light meal

Wash up

Wash clothing

Hang up clothing
Iron

Sweep/mop floor

Shopping

Manage fire/heating
appliance

Electric plugs/switches

Figure 2



68 J. J. McMullan

stage. It is often important to have details about residence, family, friends, neighbours,
financial circumstances and the facilities, services, aids and equipment which have been
or may be used (see Appendices I and III).

Such assessments, carried out in precise and factual detail by an occupational
therapist are also team efforts. The patient is an important member of the team which
includes doctors and many others giving important information and help. There is no
one solution, no one person who holds the key, unless it is the patient himself who
needs help from a co-ordinated team to stand.literally and metaphorically.on his
own feet.

In assessing results of treatment a good yardstick is time absent from work. The
large subject of sickness absence has been reviewed extensively by Taylor (1969).
Absence from work is increasing. A teaching hospital fracture clinic in 1967 (Gardner
et al 1968) had double the length of absence for fractures of scaphoid and radius than
in a fracture clinic in Luton 20 years earlier (Thompson 1950). The Luton clinic at
that time had twice the length of absence in those who were not able to attend the special
Vauxhall rehabilitation workshop. Sommerville (1970) reports that it now takes longer
to recover from a fracture of the shaft of the femur than it did in 1914. He has analysed
233 patients with fracture of the tibia and fibula excluding multiple injuries and non¬
union. The total disability period has increased each year from 1960 (32.3 weeks) to
1967 (40.2 weeks).

Oxford
Five days were spent in Oxford in November 1968 mainly at Mary Marlborough

Lodge, part of the Nuffield Orthopaedic Centre. Visits were also made to Rivermead
Hospital, Oxford and to occupational therapists employed in the community.

Mary Marlborough Lodge was opened in 1960 as a research unit for problems of the
disabled. It was built and financed for the first three years by the National Fund for
Research into Poliomyelitis and other Crippling Diseases. Now it is part of the Nuffield
Orthopaedic Centre, lying within the grounds of the hospital and fully integrated for
staff and management.

The Lodge accommodates 18 resident patients in single or double rooms. Two
beds are in a self-contained flat where a disabled patient with relatives or companion
can be trained in independent living. There is a large day-room with sitting and dining
areas, a training kitchen and a work room for assessment and training. These facilities
are available to hospital inpatients and outpatients as well as to residents of the lodge.
Technical workshops, linked with Oxford University School of Engineering, Oxford
Technical College and industry are developing powered appliances and other aids.

An extension of the Lodge is Hamilton House, a research bungalow with moveable
interior walls and fittings. Work done here includes research into wheelchair problems
and studies of domestic furniture and fittings as they affect the disabled. There is an
information centre which keeps current lists of appliances, gadgets and equipment as
described in Equipment for the disabled. There is a garden with flower beds raised to
various heights, paths of graded surfaces and a greenhouse designed for wheelchair
users.

Mary Marlborough Lodge is under the direction of Dr P. J. R. Nichols, consultant
in physical medicine, assisted by Dr Anne Hamilton, a former Oxford general practitioner,
and supported by nurses, occupational therapists and physiotherapists. A gardening
adviser spends part of his time at the Lodge and part at the lngo Simon Research Centre,
Mount Vernon Hospital.

The Lodge is not a rehabilitation centre in the usual sense. It attempts to solve
specific problems of disabled people by designing a simple aid, overcoming architectural
problems in the home, working out a new technique for carrying out certain activities
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or by assessing the possible value of re-training. Many patients are referred by doctors
in the Oxford region but others come from far parts of the country and even from
abroad. All patients are referred by a doctor and other enquiries, which are frequent,
are routed back to the general practitioner or consultant concerned. It is important
that problems which can be solved locally are not referred to the lodge. Often it is not
possible to decide this by correspondence or telephone and an outpatient assessment is
made.

Great attention is paid to each patient as an individual and to their own account
of their condition and difficulties. The quiet unhurried way in which histories are taken
and the care with which examinations are made is striking. Time was not wasted but
well spent in giving detailed attention to the complex difficulties which perhaps inevit¬
ably had been glossed over in the past management of some patients. This approach
gives a relaxed and trusting relationship between patients and staff. More than one

patient said that they had not been able to explain their problem before and feel it to be
understood in ten or more years of disability. The patients' own account is supple¬
mented by reports and by the views of relatives. All this information, together with
detailed occupational therapy assessments, is considered at intervals during the two or
three weeks of the patient's stay. There are also numerous informal contacts which
help the staff to build up a picture of the problem and possible solution. This approach
is applicable in general practice providing time can be found for adequate investigation
and communication by the health team. Many problems could thus be solved at source
and although difficult ones would remain, years of frustration, deterioration and heart¬
break could be saved. This is a challenge for the future training and organization of
doctors in the community.

Four cases illustrate some problems:
Mrs B, aged 57. About ten years before admission to the Lodge she began to have falls and after

some years it was realized that these were not accidental but due to ataxia from disseminated sclerosis.
In one of these falls she broke an arm and later, about a year before admission, she fractured her left
hip. This was pinned in Stafford but a sinus developed and the pin had to be removed. She remained
in hospital for ten months and had been at home for a month with paraplegia, urinary incontinence
and infection. Her husband, an electrical engineer, came to live in the Lodge fiat with her. The occupa¬
tional health nursing sister at his firm had read of the Lodge in a nursing journal and her approach to
the consultant orthopaedic surgeon led to the admission.

Patsy, aged 5, a spastic girl with scissor gait, had moved from Wales to Oxford and was to attend
a normal school. She could not get her wheelchair near enough to a normal desk or table and a special
tray was to be fitted.

Chris, aged 9, has muscular dystrophy. He is growing rapidly, the lavatory at home is too narrow
to admit his wheelchair conveniently and he is becoming too heavy to lift on and off the toilet and in and
out of the bath. A hoist and various modifications to the chair were considered. The home will be
investigated to see if the wall between bathroom and lavatory can be demolished to allow easy use of
the hoist.

Miss S, aged 55, had been working as a nurse until two years before admission when her syringo-
myelia produced severe weakness of the arms. Ball-bearing splints will assist the residual power of her
arms and allow her to feed herself. Even so it was felt that her active 80-year-old mother did not welcome
any increase in her daughter's independence.
Occupational therapy in the community

The senior occupational therapist for the Nuffield Orthopaedic Centre was an
Oxfordshire domiciliary occupational therapist from 1950 to 1965. From 1950 to
1955 she was the only occupational therapist for Oxfordshire (population 240,000) and
was mainly providing diversional therapy for tuberculosis patients. In 1955 she had
one assistant and began to take on some other disabled persons. In 1958 they began
assessment of activities of daily living and started a work group at Witney, being joined
by a third occupational therapist in 1961.

To her the main problem of the domiciliary occupational therapist is isolation.
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There is little chance to discuss problems with doctors or other colleagues. This means

that although problems are seen, time is spent on diversional therapy. A further disin¬
centive to solving problems was delay in supplying equipment or altering homes. A
substantial amount of her time was spent in trying to overcome administrative barriers
and delay.

Similar problems, though less severe, beset the occupational therapist for the City
of Oxford (population 110,000) who has two assistants. She felt that she received fairly
adequate information about patients she was asked to help. She would like to have
earlier information about patients discharged from hospital and the aids sent with
them; she needed to know more about diagnosis and what had been said to the patient
about this; and she would like more information about change in the patient's condition
or treatment. Administrative problems still loom large. It appears that attachment
to a suitable assessment centre would help all concerned, especially the patients and
the isolated domiciliary occupational therapist.
Rivermead Hospital, Oxford

Dr C. Westropp is the consultant responsible for treatment and rehabilitation
in this hospital for patients with long-term disabilities. The main purpose of the visit
here was to discuss the TOWER system of work evaluation. This stands for a system
of Testing, Orientation and Work Evaluation for Rehabilitation which has been
developed by Dr S. DiMichael in New York. A report is prepared for each patient
covering employment history, physical and psychological limitations, appearance and
specific work tests. There is a general appraisal of factors such as punctuality, responsi¬
bility, application, concentration, initiative, response to pressure and work tolerance.
Recommendations are made about further assessment, placement training, sheltered
work or unemployability. Detailed methods are being developed for rating these
characteristics generally and in relation to specific tasks.

Training and assessment rooms are used and there is a workshop employing
patients under the supervision of a works manager and rehabilitation officer. In some

respects, his work is similar to that described in experiences of a hospital rehabilitation
officer by Brewerton and Daniel (1969).

Salisbury
Five days were spent in Salisbury in March, 1969. The purpose was to see the

rehabilitation facilities under the direction of Dr H. J. Glanville, consultant in physical
medicine, and the special relationship with employers which he has developed in the
Wessex Rehabilitation Association. The way this has grown and how it speeds the
return to work of the disabled has been outlined in reports of the Nuffield Provincial
Hospitals Trust (1955, 1958, 1961) and by Glanville (1968).

The rehabilitation department is provided by the Salisbury and District Hospital
Management Committee at Odstock Hospital, about three miles from Salisbury.
There are 30 places for all patients including 12 male hostel beds for patients who are
unable to travel for daily treatment. There is a small ADL assessment unit which can
also accommodate up to three female patients who cannot travel for daily treatment.

The main activity is in the rehabilitation workshop run by a manager and a male
deputy who have industrial experience. A variety of machines have been provided by
local employers and these are representative of those found in local industry. They
include staplers, hand and foot powered drills, bicycle drills and saws, hand morticer,
sander, sheet metal rollers, lathes, guillotines, milling machines, and presses. The work
done includes stamping of ferrules, pressing strip metal for water heaters, stapling record
boxes and a variety of light engineering work. Woodworking, much of which is done
on prepared jigs, includes manufacture of stools, tables, kitchen steps, chairs and crutches.
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Many of the machines have been adapted to encourage therapeutic movements and for
most patients a full day's work is possible for five days a week. Breaks for assessment
or physiotherapy are restful interludes in working to get well. Contracts are obtained
through employer members of the Wessex Rehabilitation Association. Firms through¬
out the area are visited by the workshop manager and this results in a two-way flow;
work for the department and jobs in industry for patients.

There is a small occupational therapy department with seven assessment places.
Diversional occupation is confined to ward patients since the main effort in rehabilitation
is directed towards assessment. There is a small printing machine for hospital stationery
and packing of sputum pots, sterile packs and bottle labelling are undertaken for the
hospital. These activities together with wrought iron work and weaving are used for
assessment of ability and for assessment of ability of limb or hand movements. Aids
are supplied through the ADL department which adjoins. The main physiotherapy
department is at Salisbury Infirmary three miles away but the staff are interchangeable.
There is a gymnasium for group activity and a small outpost of physiotherapy for
active individual treatments.

The tempo is lively and the stress is on active work to get well. There is a constant
link with the employer through the Wessex Rehabilitation Association which is described
later. While many patients here have severe impairments such as hemiplegia, a number
are traumatic. Fracture patients from the accident wards and burned patients from the
Wessex Regional Burns Unit, which is in the hospital, have their total time off work
and their period of invalidism substantially reduced by these active measures.

Sheltered workshops
Inevitably there is a residue of patients who cannot be employed again in open

industry. These are provided for at Odstock by a sheltered workshop in the grounds of
the hospital. There is room for 30 places but only 15 are filled because it is difficult
to get suitable work and adequate charge hands in a relatively rural area. The employees
are paid £13 a week and £7- 8 of this is subsidy from the Department of Employment
and Productivity. The work includes drilling and tapping, capstan lathe operations
and the manufacture of benches and garden sheds. Those who work here are local
residents who cannot be resettled either by the informal contacts of the workshop
manager or by the efforts of the disablement resettlement officer who is in touch as

required with patients in the rehabilitation workshop.
The Wiltshire County Council has established a training centre for the subnormal

in a former infectious diseases hospital at Old Sarum. There are 70 residential and 150
total places. A husband and wife act as hostel supervisors and a training manageress
organizes the work. This includes tintometer assembly, coil unwinding (to salvage
copper wire), assembly of parts for hydraulic lines for aircraft and ships, stamping and
other assembly work. A woodworking department chops and bundles firewood and
manufactures seed boxes on jigs. Bobbined carpet wool is unwound and put into
skeins for re-dying. Overalls are machined and dresses packed. There is also training
in kitchen and laundry work, reading, mathematics and general knowledge. Outdoors
there is gardening and greenhouse work. The variety of work has been detailed because
much of it is applicable to the rehabilitation of the physically disabled. A refreshing
vitality is evident and the brisk tempo of work guarantees a cheerful and invigorating
atmosphere which compares favourably with the best of open industry.

The Enterprise Works was established at Swindon in 1963 in a factory built by the
Swindon Corporation, one of a number for letting on an industrial estate. A committee
of industrialists runs this with the chairman of the County Council Health and Welfare
Department as chairman. There are 50 places and work done includes electro-chemical
engraving, marine switch assembly, breaking down gramophone turntables for salvage,
auto rivetting, wire cutting, and braze, spot and projection welding. The works provide
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actual working conditions for heavily-disabled patients. Estimated total expenditure for
1969-70 is £50,000 of which £37,000 is wages and national insurance payments for
employed disabled persons. Income from contract work is £27,000 and the Department
of Employment and Productivity grant £16,700.

The sheltered workshops fill a gap for those who at present cannot be employed
even in modified work in open industry. They allow productive work which is more
economic and certainly more conducive to self-respect in a disabled worker than sickness
and supplementary benefits. This is not the place to analyse the social value of work
to the individual and the community. General practitioners who see the slow loss of
morale in those prevented from working by disability or circumstances are well aware
of this aspect. Yet there are many areas where, first, the co-ordinated rehabilitation
services of Salisbury are not available and, second, those who cannot be employed again
have no access to sheltered work. This calls for the united efforts of industry, medicine
and the local authority, aided by central government and voluntary bodies. Such
effort would return more people quickly to suitable open employment and reduce but not
eliminate the need for sheltered work.

Visits to industry
The Sadia water heater company in Salisbury employ about 120 women and 70

men on production work. They also supply outwork to the rehabilitation workshops.
From the firm's point of view, it is important that the outwork should be done on time
and that elaborate accounting procedures should not be required. For six years this
has been done without any difficulty. This has helped both the firm and the disabled
working to get well. In the factory a partially blind albino girl was seen doing assembly
work quickly and neatly and a girl in a wheelchair was on production work.

Hawker Siddeley's aircraft engineering factory at Hamble employs 1,500 men and
500 women. A number of disabled people employed full time in the factory were
visited at work.

Severe head injuries often result in permanent unemployment. A man who had
been treated for two years at Odstock for head injury was a satisfactory inspector but
it is unlikely that he would have been employed without the link of the Wessex Rehabilita¬
tion Association. At first he needed frequent readmissions but now works full time
without interruption.

A man in his fifties was employed as a security officer and watchman. After fighting
at Arnhem in 1944 a hand had been amputated and the job was thought especially
suitable for his disability. After ten years he asked for a change of job and now earns
more and has more interest in his work as liaison officer between the drawing office and
machine shops.

A man aged 26 with a wife and two children, had polio at the age of 6. One of his
lower limbs is flail and the other has very limited power; he gets about nimbly on
crutches. He was recruited in 1950 from a government training centre with 19 able-
bodied colleagues. He is now one of three still working for the firm. He is a riveter
who has never been away sick in 18 years and only late three times. Mainly employed
on bench work he goes up ladders when others are off sick.

This short account shows that severely disabled people can hold down jobs in open
industry. To do this they need adequate rehabilitation and proper placement before
their will to be active is dissipated by prolonged unemployment. A working partnership
between doctors and employers can bring this about.

The Wessex Rehabilitation Association
This was established in 1962 and sponsored by the Nuffield Provincial Hospitals

Trust (1955, 1958, 1961). It now has a membership of firms representative of over
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200,000 employers in Wessex. The chairman of the Association is a Southampton
industrialist. The aim is to reduce the number of working days lost through injury and
disease by closer co-operation between employers and hospital rehabilitation services.
The secretary of the Association keeps a register of all member firms including the name
of managing directors, medical, personnel and welfare officers and the person to be
contacted in medical enquiries. Number of employees, type of product and operations
and transport facilities are recorded.

The Association brings together medical services, local authority, the Department
of Employment and Productivity and employers. Employers have a direct link with
the rehabilitation services and learn what the problems are. As a result they are very
willing to help. This they can do by providing:

1. Subcontract work
2. Machinery and equipment
3. Resettlement
4. Finance
5. Community support.

This involvement of employers is fundamental to good industrial relations and active
community care. It is largely lacking in many areas. There are some exceptions such
as Vauxhall Motors at Luton, BMC in Oxford and Pilkington in St Helens, Lancashire.
These are individual industries rather than co-operative local schemes which should
include small firms with less than 50 employees.

Such an employers' association has been shown in Wessex to be of real benefit
to the disabled and to industrial productivity. It allows work to be used for the benefit
of the ill and injured in the following ways as:

1. Specific treatment for damaged tissues
2. A means of assessment
3. A method of restoring morale
4. A trial before resuming work
5. Diversionary activity.

These various ways have their uses and whenever possible the goal should be speedy
return to normal work. The active interest and co-operation of a group of employers
is of tremendous help in securing the best results.

Conclusions
It has always been the general practitioner's privilege to help the handicapped in

the community. Advances in acute treatment emphasize the importance of this role.
The available evidence suggests that a large gap exists between hospital treatment and
community care. The results for human happiness, which depends on employment and
productivity, are bad. General practice must embrace hospital and community medicine
to improve matters.

Disability accumulates due to default. Early prevention will avoid some impair¬
ments. Middle age or geriatric screening may help but it is wrong to wait for established
disability before acting. Early assessment will allow disability to be reduced and over¬

come, especially if it is part of or follows immediately on acute episodes. Specialized
centres will still be needed but much can be done by the health team in general practice,
organized to prevent and help disability.

The occupational therapist working in the community is not merely a leader of
diversional craft classes. Her main skill is in making expert assessments. Her milieu
is social and her natural focus medical. Thus she can help to weld the medical and
social aspects of community care. The new social work departments could introduce
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a fresh gap in the community care. They need not do so and the responsibility for good
team work will lie mainly with members of the team, medical and social members alike.
Adequate assessment and good communication (see Appendix III) should result in early
and swift remedial action. Most disability arises at present from delay and neglect.

The techniques of the special centres such as those at Oxford and Salisbury should
be applied in general practice at the origin of disability. An attempt is being made
to do this in Chesham. A Bucks County Occupational Therapy Centre will open in
1970 with two occupational therapists and 20-30 places. This will provide not only
for the~permanently disabled but for patients with injuries, strokes, coronaries and other
impairments who are likely to recover. It is in the centre of the community and close to
local industry. Such a centre is not essential to the team approach but should prove
of great value.

The social and emotional value of work to the individual as well as its economic
return, suggest that this should be a main goal of therapy. Employers will take a lively
interest in this. They should not think of it as charity but as vital to their own business.
Any one can become disabled and it is reassuring to know that this does not mean being
thrown on the scrap heap. The handicapped do not want charity, only the opportunity
to exercise their skills to the full. Often they are as efficient and more reliable than the
able-bodied. A co-ordinated scheme to achieve maximum independence in the com-
munity has been proposed for the new city of Milton Keynes (Working Group 1970).

Much is already done in practice. General practitioners should become more
knowledgeable about assessing and promoting ability, this is one of their main responsi-
bilities. They can then co-operate with the community, especially employers, in building
a happy and healthy environment. This would not amount to dull security but allow
adventurous and full use of skills to everyone and to the common good.

Assessment of ability is important and not too difficult; it should be done. If it is,
when it is and how it is done will determine whether disability is a challenge or a handicap.

Summary
There is a gap between acute treatment and useful ability. Prevention and expansion

of the general practitioner's traditional role can improve ability. The definition of
ability, impairment, handicap and assessment is discussed. Facilities and methods in
centres at Oxford and Salisbury are described. A team approach, full assessment and
adequate contacts with the community, especially employers are the keys. A few
heavily handicapped must have sheltered work. Help from employers allows the majority
to return quickly to normal or modified work in open industry. Some results achieved
in Wessex through a rehabilitation association of employers are described. This
approach should be more widespread.
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APPENDIP I

ASSESSMENT OF HANDICAP

Data requirements

A. Patient identification
Name Number(s)
Address
Date of birth

B. Administrative
General practitioner Social worker
Local authority Occupational therapist
Consultant(s) Physiotherapist
Hospital(s) Other

C. Problem identification
1. Handicap: preliminary

interim
prognostic

2. Disability: mobility
self-care
domestic duties
occupation

3. Impairment: locomotor
sensory
internal
personal disturbance

D. Social background
Residence: House, flat, bungalow, rooms, hospital or special
Family
Neighbours and friends
Financial
Facilities, services, aids, and equipment

E. Attainments
Education, training and employment history

F. Physical condition
Diagnosis, prognosis and treatment

G. Personal factors
1. Objectives of patient, attendants and associates
2. Outlook: personal and environmental
3. Motivation: Adaptive drive

comprehension determination
co-operation persistence
cheerfulness confidence
acceptance interest
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APPENDIX II
Letter of Referral
Essential information

Name
Address
Age
Occupation
Main problem with any attempted solution and snags
Diagnosis and important investigations or findings
Social background and personal factors
Current drugs

APPENDIX III
Occupational Therapy

The work
A. Assessment i) of patient

ii) of work
iii) of home

B. Discussion with patient, relatives and attendants.
C. Demonstration and supervision of aids and methods.
D. Organisation and liaison with relatives and medical social agencies.
E. Research studies

LOW-COST WHEELCHAIR RAMP FOR LARGE SCALE PRODUCTION

Large scale production of a new, economical ramp for invalid wheelchair users which
will mean considerable savings for Britain's local authorities, as well as for private purchase,
is now being planned. The original proposal for the ramp came from the Disabled Living
Foundation, of which the Chairman is Lady Hamilton. Mr A. R. C. Rowe, Director of the
Bath Institute of Medical Engineering, produced a prototype and The Expanded Metal
Company's Planning and Development Department designed the production model in accord¬
ance with Mr Rowe's ideas.

Welfare and housing authorities are closely concerned with the needs of physically handi¬
capped people and recent government legislation has emphasized the need for providing facilities
for them both in their own homes and in public buildings, schools and universities. Adaptation
of premises for physically handicapped people is expensive and permanent fittings can be
wasteful if the persons for whom they were provided move. Permanent ramps in concrete or
timber have high installation costs, have to be made in situ to fit the step height, and there
is the problem of removing them when they are no longer needed.

The new portable ramp is of all-steel, galvanized construction having a welded frame of
steel sections and a runway surface of expanded steel. The steel angle rawlbolted to the step
is hinged to the runway section so that the ramp is readily usable on any height of step.

Final costs have not yet been worked out but it is expected that the ramps will be produced
for £21*0 for use indoors and £25*5 hot spelter galvanized for outdoor use. Further
information may be obtained from the Advertising Department, Expanded Metal Company,
16 Caxton Street, London S.W.I.


