The view from here

Kirstin James
Mrs MacDonaldi was 87 years old and
had lived on her own since her husband
of 60 years died. She had lived in the
same house all her married life and
although she had three grown-up children, she did not see them regularly as
they lived some distance away. She was
not able to leave her house very often and
over the last few years she had become
increasingly frightened that she would fall
outside, especially if the weather was bad
and the pavements icy.
Mrs MacDonald had been found lying
on the ﬂoor that morning by her carer,
who came to her home every day to assist
her with showering, getting dressed and
preparing breakfast. It appeared Mrs
MacDonald had fallen during the night,
and had been on the ﬂoor for some
hours. Her carer was unable to help her
from the ﬂoor, and she was complaining
of extreme pain in her shoulder. The
carer called 999 for the Ambulance
Service, and after assessment by paramedics, she was conveyed to the ED of her
local hospital.
Mrs MacDonald was seen within the
hour by an ED doctor who noted her
history of high BP and diabetes. The
doctor suspected, from the pain and swelling, that she had a fracture to her
humerus; an X-ray conﬁrmed this. As Mrs
MacDonald lived on her own, had been
to the ED three times already that year as
a consequence of falling and was now
unable to use her dominant hand, the
doctor deemed an occupational therapy
assessment necessary. She was concerned
about Mrs MacDonald’s ability to care for
herself, and indeed, due to the pain she
was currently suffering, doubted whether
she could even go home at all. She
prescribed some pain-relief for Mrs
MacDonald, requested that the ED nurse
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‘Mrs MacDonald’ represents an ‘every-woman’
rather than an individual, that is, a
representative patient to showcase a ‘typical’
occupational therapy intervention in the ED.
As such, informed consent has not been sought.
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provide Mrs MacDonald with a collarand-cuff sling and bleeped ( paged) the
occupational therapist.
I arrived promptly in the ED, reviewed
Mrs MacDonald’s ED medical notes and
brieﬂy spoke to the doctor. I introduced
myself and my role as an occupational
therapist to Mrs MacDonald and gained
her verbal consent to my intervention. I
explained that I was going to work with
her and decide if there was any possibility
she could be discharged home. Mrs
MacDonald was emphatic that she wished
to return home, no matter what. She was
starting to feel some relief from the pain
medication and agreed that she was ready
to participate with me.
I began by asking her about her living
circumstances, the layout of her home,
how many times she had to go up and
down her stairs during the day, how often
she got out of bed at night, any equipment she had to help her (which included
a shower chair and a bed rail) what she
could do to care for herself and what she
received help from her carer for. I also
attempted to gauge what was most
important to Mrs MacDonald, what activities she liked to participate in and what
she did for leisure. From how Mrs
MacDonald was able to participate in the
interview and how she was able to give a
detailed description of her circumstances,
I understood she had no particular challenges from a cognitive perspective.
I then carried out a physical assessment,
testing the strength and range of movement of all but her affected (fractured)
limbs, before getting Mrs MacDonald to
assume a seated position on the ED
trolley. It was obvious that Mrs
MacDonald was in pain as she attempted
to move herself. I called on a nursing colleague to provide assistance in moving
Mrs MacDonald from the hospital trolley
to a chair, as she had not attempted to
stand since her fall that morning and I
was concerned about possible hypotension on standing.
Once she was in the chair, I asked her
to attempt the ‘get-up-go-test’1 and I concluded that, despite her pain, Mrs
MacDonald could transfer from the chair
onto her feet and walk unaided over a distance similar to that she covers within her
home.
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I then addressed Mrs MacDonald’s selfcare skills and reviewed how to care for
her fractured arm, how to dress and
undress safely and how to take the
collar-and-cuff
on and off.
Mrs
MacDonald had a carer in the morning,
but the carer did not return again all day.
Mrs MacDonald again reiterated that she
wanted to go home and felt she would
manage if her carer’s visits could be
increased to three times a day to provide
assistance with making food at lunchtime
and preparing for bed at night.
Increasing the frequency of her caregiver visits would require a referral to the
local social services department and this
might take some days to organise.
However, I offered to call in the ‘crisis
care team’ to assist her to return safely
home and provide the urgent care support
she required. Although she would not
know the new carers, Mrs MacDonald
agreed.
By this time, three and a half hours had
elapsed and the doctor was anxious to
know when I would ﬁnish my intervention, as it was getting close to the ‘4 h
target’ standard.2 My ED assessment
allowed us to conclude that Mrs
MacDonald was safe to be discharged
home; however, I would complete a home
assessment with Mrs MacDonald later
that day. A taxi was promptly organised
by the ED team so she could be
discharged.
After Mrs MacDonald left the ED, I telephoned the crisis care team to make the
referral. They would send carers to help
Mrs MacDonald and this would continue
until a more permanent care package could
be organised. I then ﬁlled out paperwork
for the social work department so that an
increase in carer hours could be scheduled.
Later, that day, I visited Mrs
MacDonald at home. Mrs MacDonald
was starting to look more comfortable. A
carer from crisis care had already visited
and was making sure Mrs MacDonald was
taking her pain medication on schedule. I
was concerned about the number of falls
Mrs MacDonald had that year, so I
assessed her home and made some suggestions to improve safety. I had brought
with me a commode to leave at her bed
side so she would not need to walk to the
bathroom at night, and gave her information leaﬂets about community supports
and falls prevention. We also discussed
attendance at the local day hospital so
that Mrs MacDonald could participate in
a falls education programme and socialise
outside of her home on a regular basis. I
also advised Mrs MacDonald that I would
assess her needs again when she came
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care or functional difﬁculties including a
decrease in mobility. Safe discharges back
to the community often require an assessment of needs and setting up support
systems, in addition to treating medical
symptoms. Simply put, ‘occupational
therapists…help people to do the things
they want to do’.3 They thus provide the
safety net that can prevent hospital admission or a return ED visit.
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back to the ED the following week, to
attend the fracture clinic.
The following week, Mrs MacDonald
came back to her appointment at the ED
fracture clinic and I met her there. She
described having a ‘difﬁcult’ week, as she
had ongoing pain in her shoulder and was
having to adapt to using one hand to
carry out all her daily living tasks.
However, she felt she was ‘over the worst
of it’ and was positive about her recovery.
We decided that she did not require any
further occupational therapy at this time,
but I left my details with her, so she could
make contact by telephone should she
need to.
In the UK, as in other parts of the
world, occupational therapists have an
increasing presence in EDs. ED attendances are often characterised, not by lifethreatening medical emergencies, but by
non-emergency situations, for example,
relapses in chronic conditions, the consequences of a fall, a breakdown in social

