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PREFACE

persons with disabilities deserve to have quality health services especially for rehabilitation.

National Guidelines for Rehabilitation Services were developed to provide rehabilitation

infbrmation on structure, process, content and networking for policy planners and programme

implementers, to provide better sustainable rehabilitation health service for persons with

disabilities in the country.

We would like to acknowledge the contribution made in developing National Guidelines for

Rehabilitation Services by the Deputy Director General of Health Services (Public Health

Services - II), College of Rheumatology & Rehabilitation, College of Surgeons, College of

Ncurologists, Sri Lanka Association of Orthopedic Surgeons and experts from all the

Associations including Physiotherapists, occupational therapists, Speech &. Language

thcrapists, prosthetists & Orthotists, School of Prosthetics & Orthotics, Government Medical

Offlcers Association, all related public health programmes, Provincial Directors of Health

and Deputy provincial Directors of Health, Hospital Directors, Medical Officers-In charge of

rchabilitation health Institutions, and Non Governmental Organizations'

Thc support extended by the Ministry of Social Services and the dedicated work rendered by

Dr.padmani Mendis & Dr.Kumari Navaratne is highly appreciated. Printing of the National

(iuidelines for Rehabilitation Services is financially supported by the Family Health Bureau,

Ministry of Health.

Dr. Luckshmi Kumarathilake

Director (Actg.)

Directorate for Youth,

Ministry of Health and

Dr.Shiromi Maduwage

Consultant Community PhYsician

Elderly and Disabled Persons

Indigenous Medicine



Foreword

It is with my great pleasure to pen down this foreword to congratulate and appreciate the

development of National Guidelines for Rehabilitation Services, Sri Lanka by the Directorate

for Youth, Elderly and Disability, Ministry of Health and Indigenous Medicine'

Disability is part of human condition and it is complex, dynamic, multidimensional and

contested. Many people with disabilities do not have equal access to health care (World

Report on Disability). considering the high demand and the timely need for delivering high

quality rehabititation services in the country in a sustainable manner, National guidelines on

rehabilitation services is developed based on a right based approach'

National level and provincial level health services are being operated to provide better health

care for the people with disabilities and to minimize the health service delivery gaps'

National guidelines for rehabilitation services would pave the way for the health service

providers to achieve the best health service outcomes for the people with disabilities'

In developing National Guidelines for Rehabilitation Services a wide range of activities were

carried with the involvement of multitude of stakeholders from the government and non

government prof-essional bodies and partners'

I wish, National Guidelines for Rehabilitation Services will be a very useful document for all

those who have interest and motivation towards achieving sustainable health services for the

persons with disabilities in the country'

Dr.P.G.MahiPala

Director General of Health Services'
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Ilehabilitation:

I I ealth-relatcd
Re habilitation:

Disabilitr':

Persons lvith
disab ilitie s:

Dcfinccl as "a sct of ute:rsurcs that assist rnclivicluals whcr

cxperience or are likely to expcricncc disability to achteve

and maintain optimum functioning in interaction with their

environnrents", lt is instrumental in cnabling pcopie with

linitations in functioning to remain in or rcturll to thelr home

or comrnunity, live independentty' and participate in

education. the labour market and civrc lil'c.

Rehabilrtation measures are aimed at achtcving thc tbllowing

broad outcomes:
. prevention of the loss of function
. slowing the rate of loss of function
. improvement or restoratton of f-unction
. colnpensation for lost function
. ntaintenance of curretrt function I

I-l calth-rclatcd Rehabi I itation descrtbes rehabi I itat i on services

within existing health sYstemsr.

In thrs document "Rehabilitation" rather than "Health-Related

Rehabilitation" has been used to rndlcate that rehabilitation

ipterventions tor people with disabilities need to extend

outside the health system to achieve maximrttn impact of
health outcomes.

The International ciasslfication of Functioning. Disability'

and Health (ICFWHO. 2001t approach to disability'

understands lunctioning and disability as a dynamic

interaction between health conditions and contextual factors,

both personal and environmental-'. In the ICF, problems in

functionilg are cafegorized in three lnterconnected areas:

irnoairrnenis. ercttvitv limitations and particioation

restnctrons. Disabitrtv reters tu Ollflculties enc'ountered tn

an\' or all three of these areas. The , ICF emphastzes

environmental factors in creatin-s disabilitl"'

Persgns *'ith disabilitres inclucle peopie tvhc' Arc tladrtignalll'

uncierstood as disabled. The disabilitv can be eithcr physrcai

or nrcntal clr both. Thesc inciudc condititlns sttcit as ctltldren

wrth cerebral Dals-v and tluscttlar dystronhies etc. physical

disabilities follou'ing all tbrnls of injurics, persons who are

blincl or cleaf or people wit| intellectirai impairtllents or

ltlclt1l hcalth cgndititlns. ancl aiso thc u'ider qroLlp tl1- pcrsgt'ts

rvlttt cxperience dil-flcultics irt firrlctiotlitls dttc t6 a u'itie

r-ansc o1'conclitior-rs sucit as slrttkcs. chrtxic Iunu diseaseS.

clrnCCrs. illurics atttl tltircr ll()ll-ct)llllllLrrlicablc cliseases.

Glossart' o.l'Terms:



Ilrle r-disciJtlinan
Itehabilitation
leanr (lt)R'l'):

\lulti-
rlisciplinarr
-l'e 

a nr:

llehabilitation in
the C.onrmunit.r:

(. onrnrunitv
bascd
Itehabilitation
((iBR):

ncrrrol.gicul clrsordcrs. und tlrosc clrsabrlrtrc: thlrt r-esrr It ll.t,rrr
tlte rrge rrtg pl'()ec\i'.

-l'he II)ltr rs rnacle up a group o1'persons ri,itlrirr ir lr.sPitlrl
*'[ro rr.e clircctlr alrd closcly i.r,ol'cd with a.rl ,r,t,r-k t.*].ltlrc,.
i, thc paticnt's rehabilitatron. -l'lrey 

acjclrcss thc paiie rrt's
problcrrrs anci needs r'ithin thc seope ol- thcir ;lrolcssion hut
with conurorl soals. with the inclusion arcl partrcipatirn .l'
the patient anci f-arnilv rnclnber oi- carcsivci- u( [hc cor-c. ar)
IDRT lnav include spccialists in rhcuntatoloqv uncl
rehabilitation. otlrer phvsrcrans. sLrrscons. rrrcdicai i,tll.",r.
phvsiothcmpists. occupationai thcrapisrs. sDctcl, and
Ian-uuage therapists. prosthcrists anc] orthritrsts, nLrrscs. sociai
sen,icc otllccrs and ciinicai psychologists.

Irt a N4ulti-discrplrnary J carn thc skills ancl expericncc o1.
indr'iduals fionr ditltrent cirscrplrnes ilrc utilrzed. u,ith caclr
discipline and ,re.rhc*pproachi,g rhc putic.t fio,r thcir
orvn pcrspectivc ancl havrng their or.ln goals

Rcters to thc rehabilitati.n sc^,iccs that u,ill bc rnadc
a.,ailable to Pcoplc rvrth clisabilitres rn their ou,n h,r.ncs.
ustralir us a fbllow-up of inclr'iduals *,ho havc hacl
rcirlbiiiration in hospitals -fhis nrav also inclr-rdc indiviclLrals
rr ir,r lr;rr e bccn iocutcd r,r rtlrirr tlrcrr corrrrntrrritics lrrrd lirl
u'lronr instrtr-rtionul rcirabilitatron is not iiluncl to bc ncce ssar\,
Sucir rchabilitatior, n'ra\ be supporterl bv a c'onrrnunitv
Re lrabiirtatror, I carr: * trrkins ,r coilaboration with tlre
Prrnrarv Hcalth Carc Tcanl.

Cill{ is a stratcg-v u,ttitin gencral culnr.nunitr dcvclopntc,nt lbr
tlre rehabilitation. cclualizatron o1' opportunities arrd social
i.clrsion .t' people with disabilities. cBIL is irlplcrnenred
through thc conrbircd cffbrrs of peopre with c-lisabilities
thenrsclves. their families. organizatrons and cclnrrlunities
anri thc relcvant so\/ernrlcntal ancl rlon-qovenrrnental health.
education. vocationai. social ancl otlrer services,'.



Introrlucliolt:

National (itrrclclittcs lirl' I{clrlrhrlitlrtion Se ri rrcs lrlrre hce n lrrc,rrr-ctl * it5i, Llrc
tl'alllcrvork clt'tlrc \lrtioturl Ilculth [)olie ,, (]()l It . Ile.rlrlr l)crclol.rnrc.t \luster plun
20()l- l()16\. Nationlrl lleir ltlr [)t.re1r,1,,,,..,,, I,lrrrr ]ol.l lol7" Nutiepul [)slicy ttrr
Disabilrty' (2001)r" .n(l thc Nati.rr,l plur*rr,\ucirs (l()r()tr r

l-hc GLridclincs conrpl_y' ..vrth thc hcurth-r'e lutcrl ir.ticlc: ,t'thc I.'.rN (.onr:cntiou ,,
the ttights of'Pcrsons lvrth Disabilitics i( lUrl))ir. S;rccificull,v. (-.ftpt) ,,\rticle l-r
requires Statcs to "rccosnize that llcrs(ins u,itlr clisabilitrcs ira,,c thc riqht ig rhe
eltjoyttrent of'thc itighest attainable stanriarcl ot'lrcalth rr,ithout cliscrirnination ol
disabllitv". -fhis. 

togetlter rvith Article 26 t Ilabilirarion anrl llchabilitation) oLrrlincs
Itleasures Stlites Parties shotrlcl unclertakc to cnsLlrc pcoplc wrth disabrlitr,:s arc lblc
to acct-ss rchabilitatiolt lvith "cffbctive and appropriatc nrcasLrrcs. rnclucling
tltrouqh pcrer support. to enablc pcrsons u'ith disabilrtrcs to attain ancl rnuinrarrr
nlaxtttlttl-t-t itldepeltclcltcc. firll physical. nrenlal. social anrl vocatiorlit ability. alrcl
firll inclLrsion and participation in all aspccrs of lif'c"

Artrcle l(r lirr-tlrcr calls on Statcs to provrclc scrviccs tlrat nrust bcsin at thc carlicrsl
possiblc sta-qc. are basccl on nrLrlticlisciplinar-v assessnrent ol'inclrviclual neccls and
strcrtgths' support. participation and incltrsion in thc cornnrrrnity and are availablc
ttl tltetlt as closc as oosstblc to tlrcir o\4/n c()lnlr.lunitics inclucling in nrral areas. rnci
.shoLrld incltrde provision ol'assistiv'e devices. All tlresc concepts Ir1r,e beep
adoptcd ln tltc ciclclopnrcnt of these National (iuiclelines fbr Rclrabilitarron
Scrviccs.

Also irr kceping u.'irh rhe spirit ot'tht: CI{pD. pcoplc u,ith clrsabilirics iravc bcen
cotlsulted irr thc firrrnttlation of these National GLriclelincs.'l'heir contiur"rinq inputs
trrc invaluablc to enhance thc acceptabiliti, ol'sct-v,ices.

WHO rccognizes disability as a slobal pLrblic health issue. a hurnan rrshts issue
and a developrttct-rt priorit),lr WFIO has encouragecl countrie s to nrake
tllultiscctoral National PIans o1- Action lor Disability u,ith Health anci
Rehabilitation as a key cornporlent. These National (juidelines are dcsignecl tcr

conrplertlent this kc-y conrponcnt in Sri Lanka's National Action Plan fbr
Disability (2Otqt4.

Intplenrentation of these Ciurdelincs will throughoLrt take into consicleratrgn the
first principlc of thc UN Convention on thc Rrghls o1- Persons with Disabilities
(('RPD) whiclt rs "l{espcct firr inlierent drgnity. individual autonolry includine the
fice ditttt to ttrttkc ot)c's ()\,\rn choices. ancl inclepcnclencc of persons (tvitlt
di.;ubilitie.s)".



2 purpose and scope:

The rlain objectltc oi tircsc Natiunal Guicjelincs is rcr provicie aciequate
intbnnatro. to Dia,nersr and r*rprementers o, approp,ate ievels ofrehabilitatron sc.r'iccs that srrourci be lnacrc a'aiiabrc to people *.ith
disabiliries in Sri Lanka. The document contains acceptable paranreters
w'hich. if adbered to witir the expansion of' services for rehabiritation, w.iil
enable them to function effectivelv and efficientlv to benefit those needrng
ir.

The docurnent pro,ides guidelines on the struct.re, process, content,
procedures and networking that comprises rehabilitation and that need tobe followed in the developrnent of rchabilitation scrvices within health
institutions, at household level and in the conrmuniry.

The guidelines foresce that ensurirg the bcst hearth outcornes fbr peoplewith disability cails for coilaboration of thc hearth secror with others,
notably dircctly u'ith social services and communities. These will ensurc
that credible rehabilitation will be availablc ro people with disabilities
through health-relatccr rerrabiritation serviccs ser up ar ail Ievers of the
health system whilsi extending follow-up rn their honres and cornr,unitres.
which will facilitate trieir incrusron rn rhe country,s deveropment activities.

The Guidelines however wiil not be static. Rather. thev are desrgned t. be
dynamrc and evor'e rvith the overali develop,cnt of the Nationar Health
Systenr to dcliver a quality rehabilitation servtcc.

The developrrent oI rchabiritation ser.vices,u,iil be baseci on a Rights_
Baseci Approach with the Ibllowing principles:

. an interdisciplinarl, strategy within thc hospital system
' referrar pathwavs to other heartn speciaritiei institutions and

senrice Ievels

' empowering individuars to manage their orvn hearth conditions
' st.lcturedtrcatnlentprogranrmesanddaill'activities
. familv and conrnrunitl supporr and participation
' facilitaring entrv to a murtisectorar and ctmprehensi'e continuun-rof cross-ministerial actrvities that wiil Iead io the equarization ofoppomunities and the sociar and economic incrr-rsion of peopre with

disabilities in the country's nrainstreant.

The guidc-lines l*ill be rer,,iew,ecl afrcr-a period ol -5 years ancl chan_ees
nr ade acccrr-clin gl 1 .



3. Organizational structure at

3. I Central Ministrv of Health:
The organizational structure of rehabilitation

central and provincial levels:

services at central level rs indicatcd in Fig

structure at the central level

3.1.

Fig. 3.1 : Organizational

Health Services l

At the central level the Dircctor Youth, Elderly and Persons with Disabilities (yED) is
responsible lor providtng sllpport to rehabilitation facilities managed by the Central Ministry
of Health. These rnclude some rehabilitation hospitals and other hospitals with rehabilitation
deparlrnents and facilities. Director, YED provides this support under the guidance of the
f)eputy Director General Public Health Services II (DDG PHS II), Director General Health
Services (DGHS) and the Secretary, Mrnistry of Health.

A National Steering Committee for the Care of People with Disabilities is chaired by the
Secretary Health. The Committee reviews policy issues related to disability and rehabilitation
and meets quarterly. The Secretary of this comrnittee is the Consultant Communitv phvsician
YED.

Minrster of Health

Deputy Direcctor General I
Public Health Services ll !

Director Youth, Elderly and
Persons with Disabilities

Rehabilitation Hospitals
and other MoH hospitals



of Health:

rehabiritation services ar provinciar lever is indicated in Fig

Fig. 3.2: Organizational structure at provincial level

At provincial level' the Provincial Director Health Services (PDHS) is responsible fbrproviding disability and rehabilitation services in the facirities managed by rhe province.Technical guidance including on policy and guidelines is supported by the centrar rninistry ofhealth while responsibility for i-ple-entution Iies with the province.

3.3 InstitutionalAdministration:

Depending on the level of hospital, overall responsibility for hospitar administration ries withthe hosprtal director, medical superintendent, district medi.ut officer or the medical officer inchargert' If the facility is a tertiary hospital, provincial general hospital, district generalhospital or base hospital, administration of rehabilitation departnients is the responsibility ofthe relevant specialist' who may be a consultant in rheumatology and medical rehabilitation,orthopaedic surgeon, neurologist. paediat.cian or another nredical or surgical specialist or adesignated senior meclical officer. The stroke unit is managed by a consultant ne.rologist.
Those therapy departments or units with two or more staff will have a competent,cxpcricnccd scnior or superintcndcnt thcrapist who will bc rcsponsible tbr supervising,coordinating and guiding the internal activities of the respective therapy departrnent or unit.ln thc P &o cerltres a managcr or seni.r P &o or orthopaeclic technician wrll ha'e theseresponsibillties.

3.2 Proyincial Ministr.v

I'lre' organizational srructure ot
3.2.



4. Rehabilitation facilities and componcnts:

4.1 Rehabilitation facilities:

Folrr types of healtli institutions are- considerecl rrr thcsc qrrrdclrrrc: lor tltceflectiVe. aooropriate and accessibte rehabilitatron scr.r,iccs .l-lrcv 
rrr.c i thospitals (ii) hospitals u'itn rehabilitation deparrnrcnts ( rii) hospit^ls witir

services and 1iv.y hospitals with no rehabilitation services.

ltrtli,ision o1-

rehabiiitatitin
rchabllrtation

fi) Rehubititution hospitals

Thcse are hospitals that provide rehabilitation services on an intensivc basis. Sr-rch servicesare provided under the guiclance of a consultant in rhcunratol,gy and rncdical rehabilltation,to be replaced in the future by a Rehabilitation physician. when necessarv. ref.errals w,ill benlade to medical and sLrrgical specialrsts (sr-rch as neuroloeists, pacdiatricians and orthopaedrcsurgcons) attached to tertiary or secondary level hospitals that are closesr to thc rchabilitation
hospital.

Services a'ailablc in a rehabilitatio, hospital inclucr: physiothcrapy: occupatronal t5erap1,:
sprecch and language therapy; assistive devices including those pro'idecl by prosthctic ando(hotrcs sen,ices: social work; and clintcal psycholog, *1.,.n possible.

Patients with the lollowing condttions and impainncnrs wiil benefit fiorr shorr ternr, ,rediumtenn and Iong tenl rehabilitation - stroke. spinal corci injurr,; brain injury: antpurarions:
ft-actures and other orthopaeclic conditions includrnr: those firllovl,ing suruery, chronic non-cott-lt'tlunicable disorders (cancer, cardiovascular drsorclc's and chronic resprrator_\, disordcrs;:
llL'LrrornLlscular disorders; and cerebral palsv, ancl othcr paeciratric conciirrons.

The Rheumatology & Rehabilitation Hospital Ragama serves as a lertiar-\, levcl institutio,recei'ing refemals for specializcd rchabilitation frorn ali parts ol'the country, especially fronrthose that are underserved. It is being developccl as a c'enrre fbr Excellence in Rehabilitation.

It is expected that there r'l'ould be at least onc srnaller rehabilitation hospital in each ilistrict
begrnning with one drstrict rehabiritation hospitar per pro'ince.

(ii) Hospitalswithrehsbilitotiondepartments

All tertiarl'Ievel general hospitals will lrar,'c rehabilrtatron ciepartrncnts headed by aconsultetnt in rheul-natologi'and rncclical rehabilrtarron to bc replacecl in rhe luture [r' arehabiliiation physiciar. pr.r,inciar 
,rlenerar hospitars and somc seconcrar\, rcver hoslritars

IlatnelY clistrict gcneral hospitals ancl base hospirals u'ill also har.,c rehabilitation cleparirrcnrs.
clepcnding on the a'ailability' o1'consultants in rlrcunrntologl, alrci reSabilitatio, .rcl , tlrefirturc of rehabilitation physicians.



C'onsultants rn Rheuntarolos-v. and Meclical Rehabilitatrhese hosprtars *,iir *,n.k.r.r."tu *i,1,.rher rredic., .r,lrrli,_1-"r 
Rehabiriration phvsicians) 

in
NeLrrology; Neurosurgerl,; NeLrrorraLrnra: iracdiatrics: ,,1:'*':.1 

specralists in o.rt,np.",l,.r-
(iynaecolo-e,"- anci obstetrics; or.oru_ou, Ear, N.,r. """11 

Meiiicrne; Generar t.,i-;;,
c'ardiolog,v: Cardio-rh.racic 

'r,;;:," 

'ur,ronary . 
'nu fhroat Sur-ecry. ps_vchiatr_v.;

Reconsrnrcrive Surgerv; rrauma .*.,.0r,r ffiffi; j;::_ 
",,,|,:::,". 

.n.., prrr,,. ,,,,0

Each rehabilitation departnrent will have a paediatric unit to meet the rehabiritation needs or-"'hildren rvith cerebral palsy; 
"utirrr. ,pina biflda: ,rrr.r,o. dystroph.v; ,.rr,rrnri. spi,al cordffi l;?:[:iJ:il:x.; ;11,,.3 *,i #jij:ilx;, 

; ;:", .o,- u,, i.u, ion a n c, i n,e,, ec, ua,

ffi 
.i:I,:,'ol: 

;J 1,ff:::1r,"j,, ; ;1,;1;,,:1,;.;; il ff : ::I,'a, 
i n cac h pr. v i n c e rh es c.

Ph-ysiotherapy' occupationar therapy and speech end lan'r,r,e rr.--..--.

;:ff,lil,J:;:::*1':l:.ln: 
uu,"iou''n''dicar and ,,.*,.ui-;--::ffi,,::1TJr;:;":il 

,t"",,1:
n o b i r i ty a i ds a n d, ::,il;' :,1 ;j:i::il._,;",1*: :;m; I 

jitil.ffi 
; :l "";:lf:l : ;produced by the prosthetic and ofthotic centre and required by patients wi, be procureci.

Rchabilitation departments will provrde short and mediunr ternr rehabiritation fbr inpatients.nd long tenn rehabilitation tot uutputients. Those oui,.rr, requiring rong rerm inparient;j:T[T:];j,|,:: rererred either ilrehabiritation n"rru,,, o. ,o ,..ondai,, icuer hospitars

(iii) Hospitalswith rehabilitutionseryir.es

;:']:.,.;:::ffJ'.J,H,A:i:n:.tj;::,ct generar hospitars and base hosprtars A and B) at
the ruture rehabiritation services *,,, ol"Jlll':ij,'"rrf;,:1"j":::::i1j:1il[*y;#
include physiotherapy, occupationar therapy and speech and ranguage therapy.
Prosthetic and ortl
serected hospitars "ffiilf:.,:,:,,1J:i:;j ,,:;::":,1;:,, ?;,Tli:o.,:,,,lI;X:r.:;H:,,:1produced by the prosthetic and orthotic centre and required by patients wi1 be procurecl.
Referral for rehabilitation services will be made by medicar and surgicar speciarists andmedical officers from within the hospital or from o,.,.. ,.niury, secondary or prirnary reverhospitars' This wr, be through aesignatea mecricar officers within that hospitar.



(iv1 tlospitals without rehabilitatiortseryit:es

Drr,isional lJospirais (A.B.C' at rhc prirlarv
needing rehabilitation will bc referred to
Medical Olflcer of F{ealth lir rehabilitation

lcvel r do nor har c rchabilitatiorr scrr ice s. paticnts

appropriatc hospitals at other. levcls or. to thc
in the contntunity..

4.2 Rehabilitationcomponents:

Individuals with disabilities supported by therr faniily membcrs and other caregivers are the
core component of all rehabilitatron actions and are the prirnary focus of rehabilitation. They
need to bc reco-enized as such. Their role is describcd in (i) beiou

other components o1-reliabilitation include (ii) physiotherapy (iii) occupational therapy (iv)
speech and language therapy (v) prosthetic and orthotic servrces 1r,i) pror,ision of assistive
devices not tnade in prosthetic and or-thotic ccntcrs (viit nursinq carc 1viril social work and
(ix) and clinical psychology wherever possible.

(i) Individuals with disabitities, family members, other caregivers

Individuals need to knou'about the purpose, value and possibie ourcomes of the rehabilitatio,
interventrons they are being given, rogether with risks ii any. Thcr, need to be supporteC.
advised and given space to discuss their decrsions anci to pafiicinate actrveil,in their ou,n
rehabilitation. Indivrduals and famiires need to knor.r aboul their hcalti: and disabilit,r, ri-uhts
and how to access theni. Thcv tteed to be encouragccl to ask for infbnnatiol: aucl seek answers
to questions and solutions to probicurs as percei'cd b1, theru.

Support needs required by children and adults u,ho have drsabilitres vary tiom individr.ral to
individual and need to be acidressed fbllowing individual assessments. Support needs are
influenced not only by the type anci degree of irnpairment irself but also by pcrsonal and
environr.nental factors as well as the availabilitv and accessibilitl, 6l rehabilitation servlces.

Each trlenlber of the rehabilitatron team has a responsibility to enhance natient's capacities
including knowlecige and skills, so they arc better abie to manage their ou,n health and
disabilitv conditions and situations. People with disabilities. families and caregivers mLlst be
infonned about services and opponunities avaiiable to them both within the health system
and outside it

(ii) Physiotherapy

Phvsiotherapy provides sert'ices to indiviciuais and popLrlations to develop. r-naintain and
rcstorc tnaxiltrunl nlovetltent anci functional abilitr,,throughout the lifespan. T6is rnciudes
prtlviding services in eirctttttstances u'lrere nlorcr.r-rcr.rt antl firnction trre threatcnecl by,a_qeipg.
ir!trn'. pain. diseascs. <itsorclers. conditit)ns or cnr ilolrrrrcntal lactors. Functional lro'enrent
is central to rvhat it ntcans to bc hcalth).



[''-v'siothcrapy' is c.,ccr.ccr n,it, icrcrrtir'rrr-u ,rrd rrr..r.
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goals are agreed upon. using knowredge and skirrs "";il: ffiTJ,"fi:."j;lll'.1',,,,".,",r 
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Physiotherapy modalities include nr
erectricar ";;*, sound enersy, ,,J::l}[;.'Ji:il::ilJ_:er), heat and cord encrsy,
These modarities are used fo. t..ut*"n, 

"";;;;;;;;f"t'r 
energv and hvdro cnersy.

conditions and areas includin-e orthopaedics; rheumato,ol,l'u 
wide range of health

neurosurgicar; paediatric; n*.or*rnicabre diseases: .iliil:lf::il::l:::1[:f.,cancer care; women's health: qeriatric care. burns and wound care, and sports:

;l;:r.#Xil:,::* .uoy ori,uro.',n rehabir,tatiorl,, *. .o,n,runitf il;; communiry_

(iit) Occupotional therapy

occupational theranv is a crrenl-centred trearth proression co.r:erne,-r ,,,irr- _and we' being through occupatron rhe prirnan,*";i;i;JJi.r'#:i"I11i:ff1:J,r*.#[
fi :,|i,H l'ffi ':::il ffi .1.::'ffi:::],,.ffi ,i,,T ; J: " 

ou,come i s a.r,, *"o by work i n g

ll;llll,i";, : : :ffi ff ;:'. :: ffi 
;; ;; ;; ffi : :ffiTil :iT ."jj;ffi HH# *

,lff:HilffiT:T];."iixill:fi,::::l 11 
trre evervdav activities thar peopre do as

t. r i r! occ upati o ns i n c r ucie th ings ;# :::'l""i,i#;",J ;:T: ffilffi:' ::'* o *""
occupational therapists work w'ith a diverse range of people who all have different healthconditions' impairments and needs. These health 

"orrdi,iorr, impairments and needs aregenerally considered to be within the following eight u."u, of an individuars dairy life - intrapersonal' inter personal' sensory' motor, cognitive, activities of daily Iiving, leisure and work.
Health conditions related to the above include conditions affecting the central and peripherarnervous system; orthopaedic anci rheumatologic conditions; burns and injuries, psychiatricconditions such as psychoses and neuroses; and paediatric conditions ,u.h u, cerebrar parsyand other developmental disorders and delay; spina bifida; autism; inteilectuar impairment;and hyperactivity' occupational therapists also carry out tasks in rehabilitation in thecommunity and in community_based rehabilitation.



(iv) Speech and language therapl,

Spccclr aricl lanqua_ue tlrcnrpl,, is crtrrccrncrl rr ttlr tltc ntaltagcrlcnt of clrsrlrclcrs of. speech.lattgtra-9c, comntunicution aucl sn,allrtu,ipg irr cSrlclrc, a.d adultsrs.
'fhe 

overall objcctives of spcech itrrcl languasc thcr.apy arc to enhancc thc i.clir..iclual,s qualityoi lif-e through early intervcntions to ,taxrrrizc i, r,clrviclual's conrmunication potential andoptimize an individual,s ability to su,allow,.

Health conditions and inlpainrtetrts trcatecl corrrronly include specific speech a,d languagedelays and difficulties in children due to developmental disorders such as cerebral palsy andotller conditions such as Down syndrorne; autisnr and social interaction difficulties; learningdifficulties, hearing impairments; cleft Iip & palate; t-eeding & swallowing difliculties ininfants' language, voice' speech and comrnunication disorders; starnmering; dyslexia(specific reading difficulties) and motor learning diffrcurties. ln adults, speech and languagetlterapy is used in acquired speech and langu:rge clifficultics and eating and swallowingproblems fbllowing neurological irnpairrncnts; in conditions such as stroke, head injury,Parkinson's disease, dementia; and in head, neck or throat cancers. Spccch and languagetherapists also carry out tasks in rehabilitation in the comrnunity ancl in cornrnunity-based
rehabilitation.

(v) Prosthetic and orthotic services

Prosthetic and orthotic (P & o) services are provided through centres rnanufacturing a rangeof assistive devices required bypeople with mobility irnpairments. p & o centres are requiredto plan' design, fabricate, modity' fit, repair and follow-up patients needing and using thesedevices takrng into account each person's indrvidual requrrements. Devices not made at p &O centres need to be procured.

Devices made at P & o centres of the ministryof health include the following;

Mobility deviceste: These are designed to facilitate or enhance an individual,s personalmobility' This includes their ability to change and maintain the position of their body and towalk or move from one place to another. common mobility devices made by p & o centresare the following: (i) orthoses - calipers, braces, splints and spinal braces (iii) prostheses -artificial legs and arms. (iii) some corrective and positioning devices are also made - forexample cervical collars and positioning belts.

(vi) Provision of assistive devices not made in prosthetic and orthotic centres

All assistive devices provided by Government are free of cost. Those not made in p & ocentres need to be procured and are indicated below. They incrude;

' Mobility devices; walking sticks (tripods and quadrupeds), crutches, walking frames,
wheeled walkers, wheelchairs and tricvcles



Scutirrs aids arrd col.rcctivc and positrorrins dcricr,s..Thesc irrcltrdc ti) adaptetl scrrtirrg

i:l ;::T:;:l:t 
t"') head sLrpporrs arld ccr'ical collars (ir,) sra'ding rabrcs (r,1

Visrral devicc,s and I

talking books ,ro n.|..1:-;i,lll'ttt 
(c'g' white cancs' cvcglasses, Braille sysrerns and

Spectacles ancl heari,g aids are distribLrted by the Ministry of Health throLrgh eycclinics co,ducted by the National Prog.u,r',nr. fbr the prevention and Contror ofAvoidable Blindness and by the Natio,rl p.og.amme for prevention of HcaringIntpainnent and Deafness in Sri Lanka 2012 z6:o; by rhe Ministry of-Educarion rcrschool children in need; and bv the Ministry of Sociar Services at Mobire Secretariatsand through the Nationar communiry-Based Rehabiritarion (cBR) programme.' orher assistive devices mosr corrn.,onry ,.qui..; ;;;rehabiritation;
These include conrnlunicatlon devices lcornrnunication boards and erectronic speechoutput devices) cognitive devices (diaries, calendars and schedures); and dairy rivingdevices (adapted cutlery and cups, shower scats and conrmodes)1,,. Som" ol thesecourd' and are, ,rade by therapists and parents. others may need to be purchased.

M,rty other assistive devices are distributed by the Ministry of socral Services andl)cprtrtrrc,t of Social Services both at ."r;.;i;r;'o.rrrr.,., Ievers. These incrucre ,robiritytlcviccs (wheerchairs. tricycres, warking aids) and ..i-e..ar for prostheses.

l)t'tt'lccts irnplernented by some non-governnrentar or-qanizations arso manufacture and/or

XH::l 
various deviccs in certain utJut. The private sector arso produces some aevices fbr

(vit) Nursing

NLtrses with knowled-ee of disability and rehabiritation are invaruabre in the provision ofc.tltprehensive care to people with disabilities to nraintain and restore function and preventcolnplications' They perfonn hands-on nursing care to faciritate the acrrievement 
'r overa,rchabilitation goals and a high level of independence. They teach nursing techniques to

ll:ffi,j}:,,fillllll'mbers to develop selr-care skrns and prepare patient-s rbr discrrarge

(viti1 Sociol work

Social rvork in the Governnlent disability sector in Sri Lanka is carried out by sociar serviceofflcers (SSOs) and. social developntent offlcers (SDAs; cnrployecl by the ,tinistry arddepa(rllent of'social services at central .ro o."",r.,rli.r.,r. They interact closely withindividuals 
"i'ith disabilities who ha'e social probrcnrs, recognizirg an<i herping therr a,dtheir fhnlilics lnstittrti.ttal pcrsttt,rcl vl'ill rc'f'er patie,ts when ncccssary to rrerd coLlrrcr.parlsin the area in *'hich the paticnt li'es fbr fbllow-.p They will bc a Iink be*vcen an irclilidual
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with disability and her/his
services provided by the
provinclal lcvcls and assist

tarnily and corrr,unity. 'r'lrev rvi, suppry infbn,atio, regardin-9rnrnistry and departnrcnt or s.ciar services both at centrar andthem to obtain such serviccs rvhcn necdccl.

(Lx) Clinicalpsychologt

Knowledge and skills used by clinical psychologists enhance rehabiritation outcomes relatedto functional abilities and social participation across the rrfe ,pan,.. crinicar psychorogistswill meet the emotional needs of thor. patients who havc difficulty in coping with theirsituation and are in need of specialized help and psychosociar support to adapr to Iifestyre

ffiT:ilJfiii:ff11ilil,t.,":LTrn"* "onaiii""""o,,,uations i, rrre besr possibre way

11



5. Service deliver.v:

5'l An individua.s entry to obtain rehab,itation services:

ili.:#:ff:?'l:.ililixffik'.,?il,jij*[:i which a perso,, witrr disabirirv ,,,,y

Fig' 5'1: rndividua,s entry into hospitar rehabiritation service

5'2 Rehab,itation approaches ava,abre to patients:
Table 5' l indicates that patients have access to multipre rehabilitation service approachesto enable them obtain maximum benefit.

In an Intensive care unit (ICU) patients will have physiotherapy within amultidisciplinary approach2a to commence their rehabilitation and continue this when theyare transferred to wards' Here rehabilitation expands to include many other componentsand adopts an inter-disciplinary approach25. 
.ro,J wl'trr uuIIrI

Patients may be referred for rehabilitation when they are being treated in-ward orattending outpatient clinics. other approaches a patient may use start from their home andcommunity or as a participant in a CBR programme.
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-['able 
5. l: lndividuat.s access to rnultiplc rehabilitatiorr :r1lproaches

f-

I Location

/ rehabilitation
I accessed

I l''u
I

\\ ard Bed

l{ehulrililltiorr St r.rarrr

silr{..,r1-$-,,.r .

nredi u nr

Rehairilitation fornrat

Treatmcnt by
ionals with

profess- 
I

Mutti 
I

Rehabilitation required by a
defining or finite length, and
Table 5. l.

r patient may be short, medium or
periods may overlap with a seamless

disciplinarv roach

long-ternt. There is no
interface as indicated in

ldapted.[t.om
4ugu.st 201 3 D e p a r t nt e n r r an; t riiiiffi

The length of a patient's penod of rehabilrtation is determined by how the health conditionand impairment aff-ects that particutar individual and on personal and environmentalfactors that impact on that particular individual. one patient who has a stroke may, forinstance only require short-tenn rehabilitation (a f-ew days) while a second may require alengthened period as an inpatient (2 weeks) or as an outpatient (a month or rwo) and athird a may require a long stay in a rehabilitation hospitar (lver 2 months).

Individuals who have visual impairment, hearing impairment and mentar hearthproblems and children with disabilities: The Ministry oiHeatttr currentry imprements aNational Programme for the Prevention and conrrol of Avoidable Blindness (vision 20-20)27 and' a National Progranrme for Prevention of Hearing Impainnent and Deafness2s.The National Institute of Mental Health runs training courses for all staff at hospitalsislandwide and for staff at field and communitv levet of public health services as well asemployees at the Institute with the airn of providing beti., mental health services to thecommunity2e' A National Pro-eramme for chrldren *ith special needs is being field testedand is to be expanded in 2015. All these include rehabilitation. These National Guidelineswill be applied to these programmes as and when relevant.

Rehabilitationrc0aDtfitatron by
Interdisciplinary Team
(IDRT)

Rehabilitatiori
the Home

Rehabilitation Teanr
GRT)
x,ith PHC Team

Rehabititation in
the Conntuni^,



s.3 Rehabilitltlon_ pathways in hospitals:
Fig' 5'3 Rchabirilation pathwal.s f,r patients in hospitars(firllou's tirrrn [--ir]. -5.1 uncl is rtescriberj in ,s.aB.1,.fin,,,ii"l, proccss)

llchab I-tospitals
(ltRH, Digana, J,pura,
Kcndagolla, Karapitiya)

Hospitals with Rehab
Depts. (TH, pGH.

DGH)

Hospitals with rehab.
facilities (DGH,
Base A & B)

Hospitals with no
rehab facilities (Base

, A & B,Divisional.)
refer to (l ). (2.) or 3)

-

Assessed by Therapists and others and preliminary treatment ptun, n-.,ua"

Assessed by R & R Specialist* or
designated MO, prescribed treatment

Assessed by Medical or Surgical
Specialist or desigaated MO,

_Establish 
Inter-discipl inary

Rehabilitation Team ( IDRT) for each
patient, called together by Specialist

Review treatment plans ntade to ensure
broad common plan and collaborative
approach to patient,s rehabilitation.

Review progress made by patient
at clinic visits and in ward rounds.

IDRT heudecl b:,, R & R Con.yultunt or
Ma:licul ttr Surgit,ul Sptt,ittli.rt und
ot('tudes putienl /itnil.v, menther or
c'urcgiver us core, with physiorherupist,
O.T, SLT,p & O, SSO, ps.vchologist,'
Nurse

I

}
fl

through case conferences,
Amend plans as necessary

Reco.rd.in Disability Notification Register in Ihospital and inform MOH area i, *h:;;;;,
lives, divisionut ,o"iut service officer, enrOU?fi, l|

_j1-',"""-:"{:tl:1r."irtr'-', ;

('RT..made up oJ MOtt und pHC team, potient,
4:r,j, caregi,t er, peers, phvsiothe,api,t, Of,"
SLT, c'ommunitv

Follow-up care provided by comnrunity Rehabiritation Team (cRT) with pHC
team, sociar service officer and lower lever hearth facility when relcvant

Referral ro physiorherapy/occup-etionur 
rh"rapylspeech & Language rr,"*pyp & o

i suor her rp..,"-t i, jJrn ei n ea t t tr i n st i r u t i o n

when appropriate, Discharge pran developed by designated reammember in consultation with memb"r, of i;Rf

*Rheumatology &Rehabilitation Specialrst 74
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5.4 Rehabilitation process:

5.1.1. Admission for rehabilitation

A patient's adrnissit-rtl to rehabilitation may be eitrrer as an irrpaticnt or as an ()utparient ro arehabilitation hospital, a hospital with a rehabiritation department o!- one withrehabilitation facilities (Fig' 5.3). Followrng examinarion. diagnosis and treatmenr by aconsultant in rheumatologv and medical reirabiritation or other rnedicar or surgicalspecralist or a medical officer designated by a specialist, patients will be referred whennecessary lor therapy or ro the prostheric and orthotic ;.;,;.
The therapist receiving a referral will then screen and assess each patrent using validatedassessment tools and plan and cary out a suirable treatment programnle, recordi.g

::::.:::r, 
constraints and results. This wiil happen srmrrarry in prosthetic and orthoric

5'4'2 Inter-disciplinarv team work: An Inter-cirsciplinarl, Rehabilitation Team(IDRT) for each patient is then called together by the consurranr in rheumarorogl, andmedical rehabilitation (or in the future, ietraUilltatio,, pirvri.ian) or other medical orsurgical specialist' trrith the active participation .f the parient as the core, and in the caseof children or aduits when relevant. the familv or caregiver. other rnembers of the IDRTinclude medical offrcers, ohysiotherapists. occur,rtionut therapists, speech and 1angua-setherapists, prosthetists ancl orthotrsts, nurses. ;;;;..*,,rker & a psvchorogisr whena'ailable and others who may be necessary (such as a dierician). The IDRT works togetheithrough case cclnferences helc on a planned basis or on warci rounds or planned out-patients't'isits' Team members share with each,ther rnt.nnation about what rnterventionsthey wili carr)'out and discuss the role of-each rrenrber. Iratienr assessment. treatnrent andprogress will be discussed at these conferences and treatment prans arnencied accordingly.In this way a collaboratlve interdisciplinary approach anci team work within therehabilitation service will be promoted.

see.section 6.for.furthe, inforntaion o, the srruc.ture arttr rore tJte IDRT

5.4.3 Referral:

when patients require it. thev r.vill be linked by the IDRT through the horizontal anciverticai health network to other healttr specialties, or to appropriate health instrtutionscloser to their home (for exampie; secondarv or divrsionar hospitais) rnore convenient tothenl' The IDRT will also develop a two-\\,ay rcl'errai sysrem to iink patients to thernedical officer of hearth and to community rehabiritation rearrs.

1:



5.4.4 Discharge and follow_up:

Wherr a patic
.iscussed ar rf: 

rs ready fbr discharge fiorn rehabili
rnedrcar orn""'" 
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" 
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.i:il:# i*for each patient. rrrwrr rrds renabtlttation services and carry ou, roilo*_up tasks
see sectionr r for more iffirntation on Disabirit.v Notification Regi.rters.

5'5 Toors' protocors, norms and standards for use in rehabiritation:The following tools and procedures will be developed to beIffif t Heal th wi I I work *,,n r.o"rs i ona r a.,u. iuu on, :Tj ;:r:11T i].TJ,LIi"",,
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-. il; "
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.Hl,il):#ili:t;1t,ff.:l,l *. invorvement of botl of those der,vering
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6. Structure and role of Inter-disciplinarv Rehabilitation
Teams (lDRTs) in hospitals:

An IDRT includes those within a hospital r.vho work directly and closely in the patient's

rehabilitation to address problerns and needs r.r,ithin the scope of each prof'ession. Thc

IDRT is built around the needs anci problems of the patient that are to be addressed. All
rnembers work together to establish. cocrdrnate and achieve mutually agreed goals.

fbcusing these around the patient and fanrily. With the inclusion and participation of the

patient and family member or caregiver. an IDRT may include specialists in rheumatology

and rehabilitation(or in the tuture rehabilitatron physrcians), other specialist physicians and

surgeons, medical officers, physiotherapists. occupational therapists. speech and language

therapists. prosthetists and orthotists. nurses, social service officers anci whenever

possible, ciinical psychologists. Dieticians may be called in when necessary.

To starl with each patient is examined by the specialrst tn rheutnatology and rehabilitation

or other specralist physician or surgeon (or designated medical officer). According to the

patient's needs the rnedical specialist ref-ers a patient to relevant prof'essionals who are

then called together by the specialist to be the IDRT fbr that paticnt.

Each team member receiving a ref'erral will then carry out an initial assessment with the

patient and family member or caregiver. Discussions with p:rtrents will indicate what the

pnorities and goals may be fbr them in the penod ahead. Based on this. and taking into

account the patient's problems. needs and views. and tl'reir prtorities. lifestyle and

lnterests, each team member will identit-v overall short and iong-term rehabilitatlon goals

as well as determine treatment aims and draft treatment plans within anticipated time

frarnes fbr their own contribution to the overail goals. The team then meets to agree on and

consolidate short and long-tenn rehabilitation goals and plan the rehabilitation programme

wrth the aims of the treatmcnt or advice and tasks that each relevant member will provide.

In this way the IDRT works togethe r to provide cross-disciplinary rehabilitatlon

interventions including wheelchair services. Together they coordinate and monitor those

interventions so that they are of maximum benefit to the patient. IDRTs enable

rehabilitation professionals to interact rvith each other using a process of joint decision-

rnaking with the patient at the core. This facilitates successfll and sustainable outcomes

for the patient and famiiyrl.

Fig. 04 describes the role of the IDRT as carrying out a logical sequence of action. These

are identifying the patient's problems and necds. relating them to personal and

environmental factors, defining rehabilitation goals, pianning and implementing

interventions and assessrng eff-e cts. It is a problem-solving approach based on the

international classification of functioning. disability and health or ICF.



Fig' 6'l: Rore n'Inter-disciprina^' Rehabiritation 'feanr (IDRT)r2

,4dapted lrom "REHAB_C).c:le',, a moliJietl yer.\ton oJ. the"Rehabilitation C.t'c.le" using the ICF Motlel a.y a (,linic.al problenr_
solving tool ctntl det.elctped b), Stut.ki und Sanglta.



7. Rehabilitation in the communitv:

So,e parienrs,rav corrpretc therr rehabiritation lvhcn thcy arc crischarged fior. a hcarthinstitution' others may need to continue their rehabilitation when they are discharged
horne and live within their community. Disability Notifictrrion Registcrs will be used tornibrm Medical officers of Health in the area in which the indiviclual resides if and when apatient requires to be followed up in the community. see section.s 5.4.4 ttntl l2 2.fitr rnore
on putient discharge plans and crisabiritv notific.atiort registers).

Patients will be followed up in the communrty by cornmLrnity Rehabilitation Teams(CRTs) working together with the primary health care rearn

7.1 Community Rehabilitation Team (CRT):

The CRT will be led by the Medical Officer of Health.

Members will include the following (i) individuals with disabilrties, family members and
caregivers (ii) physrotherapists, occupational therapists, specch and language therapists.
nurses, social workers and psychologists (iii) primary health care teap-r (iv) peers and peer
support (v) communities (vi.1 c<lmmunity-based rehabilitation personncl u,hen available.

(i) Individuals with disabirities,family members and caregivers;

Whilst individuals with disabilities together with family members and other caregivers
participate as cors members of the inter-disciplinary rehabilitation team (IDRT) in
hospitals, they continue this role in rehabilitation in the community . See .section 4 (i)
ctbctve.fbr role.

Individuals with disabilities together with farnily members and caregivers will be given
the knowledge and skills they need to carry out the tasks required of them in the
rehabil itation process.

(ii) Ph)tsiotherapists, occrtputiottal therapists, speech and language therapists,
nurses, social workers and psychologists.

These cadres will visit homes to provide rehabilitatron support to individuals and families.
They will also interact with communities to obtain neecled support to enhance
rehabilitation outcomes. Scc sec,tion I (ii ir) ubcn,a /br rolr:.



(iii1 Primar-t, health care team:

I'hc Pt{c' tcanl will work with the CRT rn cach MOH area. -fogelher 
they will i,reracr

with contmunttv nlembers participating in the individual's rehabilitation, particularly in
community-based rehabilitation. They ',vill liaise with socral service officers regarding
community care of patients refbrred to them fiom hospitals. [n the case of children, public
Health Midwives (PHMM) locate, refer ro medical officer of health. work with children
and famiiies and carry out follow-up tasks in the home through their role in f'amily health.

Working within communities the PHC team has the potential to influence health
behaviours related to disability - to enhance within communities the value to detecting
impairment carly and in seeking health care without delay. Also in making known to
communities recent trends in disability and rehabilitation and information about available
services and opportunities.

(iv) Peers and peer Supporfi:

Peer Support is a valuable acijunct to rehabilitation in the community. It also has value in
long-term institutional settings such as rehabilitation hospitals. Individuals who have
shared similar experience with disability (e.g. spinal cord injury, blindness) come together
as peers to share with and offer each other knowledge and experience and offer each other
emotional. social or practical help and advice-,a. Thev gain much strength and confidence
from each other. Peer-based training is used to enhance skills and to provide information
about health maintenance, rehabilitation services and welfare and support measures.

This applies also to "peer support" wrthin groups of parents of children with disabilities.
Peer support groups are to be encouraged and supporteci through primary health care and
community-based rehabi litation programmes.

(vl Communities.

Communities in which individuals with disabilities live have an important role in
rehabilitation. community participation and responsibilrty are essential to achieve
rehabilitation goals of social and econornic inclusion.

Through the formal and informal leadership and through community-based organizations
(CBos) and self-help groups including peer groups members of the CRT have the
possibility of harnessing support required by individuals with disabilities and their
families' Interest and concern shown ancl time and assistance given by cornmunity
nlembers as for instance, in sharing with the individual and farnily social interaction and
respite care provide emotional support.



(r'i) (-ommunitt'-based rehubilitulittn parsontrL'l:

'l'[rc Natronal CBR programme is coordinated bi,'thc Mirristry ol'Sociul Scrvices. ]'he

Ministry of Health and Indigenous Medicine will u,ork togethcr wrth tlrc Ministry of
Social Services. Disabled people's Organizations (DPOs) lrrd otlrcrs rnvolvccl to intcgrate

and strengthen health components in existing CBR progri.unnrcs.'l'lrrs crrablcs thc health

sector to share knowledge and skills for rehabilitation witlr cornrnunily workers and

comtnunity-based organizations. And through thern, to cnrpowcr pcoplc with disabilities
with the technical knowledge and skills they need for takirrg rcsporrsibility lirr thcir own

rehabilitation.

a1
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i\ccess to tlrc lluilt crr'ir-onnle,t ol'he:rltlr
Ire,lth sct'\ iccs, he:rlth et;tril),lr,t., hcaltlr
transportation:

Built envir0nment

institutiorrs.
i n f'or-nr:r I ion ir rrrl

rn tencier procedures ancl

of'equipntenr thal u,ill be

Physicai barriers rn health institr.ttions will 'oe iclcntitleci tlrroLrgh an acccssibilitv
audit and steDs u'ill be taken to rernove such barricrs. Ihrs rvrll bc thc
r-esponsibilitr- of the head of the health institLrrion. Priontv w,ill bc sivcn ro tlrosc
buiidinss tllost useci b-"- peopie with clisabilitres anci eltlerly paricprs such as rvards
Itncl out-patients clinics and inclucje accessible torlcts. Nerv burlclings rvill havc
accessible cicsign. To firciiitate this the Ministr,v oi Health has preJrzrreci ..Desrgrr

Considerations on Accessibility for Persons with Disabititres'. This is availablc
tl-orn the i)irecrorate of Youth l-lderiy and pcrsons w,ith Disabilities (yED)r5

8.2 Health clinics and services

8.3

u.4

,,\n apporntntent svsterr.r

disabilitres to all health

Health equipment

Accessibility cntcria vl,ill be dev'eiopecl antl rnclucled
other fbnralitres rvhich are rbllowed tbr the purchase
rusecl by people with disabilities and elderlv parrents.

Health information

rvrll be orqanized giving pref'erentral access to peopic w,ith
clrnics and serviceslo.

Infbrmatiorlal barriers and contmunrcation tiifllculties are a signifrcant baryier to
people with disabilities not being able to access health and rehabilitation servicesrt.
Specific barriers nlanY fhce inciu<le not being able to cxpress their oprnrons anci
seek' receive and irnpart rntbrmation and icieas using their chosen rneans ol'
co,nrLrnication. usualll, sign languaue. Health workers will be encouragecl to learn
siun languagc..

Steps r'l'ill be takell to produce the nrost uidclv usccl health intbrnratiol*rateri.ls r.
accessible fbrrllats (largc print. Braille). Also to ntukc Itcalth inlorntation
progr'1s111y11as on tclcvisron ar.,atIablc in srgn lan_urraue.



li.5 -l-ransportation

Stttnc pcrsons rvith clisubilities arc not lrhle lo itcecss ()r 1sc ptrblic tr.ltps1t9r.tlrti9l ttltravcl to and fioltt hcalth institutiorrs Murr\,nray not bc able t..fliirtl costs o1.trsir-e pri vate transpo|tation sucrr irs cvun tlrrcc_u,herclcrs []csrclcs.,rr 
'irtetransportation is otten not accessibre . r, such instauccs whcrcvcr possrblcprovincial and regional health auth.rities a.d hospital adrninistrat.rs lrav be in aposition to provide a vehicle to assist individuals requiring to travel to a healthfacility.

)l

I
I

1
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9 Physiotherapy, occupationar therapy and speech and
language therapy - requirements for equipment, human
resources and space:

Requirernents for cquip,tcnt. lrutrtan rcsources ancl space lirr plrysi.ttrcrapy, .ccupationaltherapy and speech and language therapy services need to bc c.nsidcrccr irr thc c,ntext or.the three types of hospitals clelivering these services, their bcd strongth and in_ward andoutpatient turnover.

Therapists working in rehabilitation in the community will be field workers and will notrequire any technical equipment. They would require space in the Medical officer ofHealth administrative office complex with rerevant office furniture.

The three types of hospitals are as follows:

Rehabilitation hospitals: Rehabilitation Hospital Ragama is a tertiary level hospital.
others at present are situateci at district level ar Digana (Kandy), Jayanthipura(Polonnaruwa). Kendagolla (Badulla), and a rehabilitation unit (Maliban) at rhe teachinghospital, Karapitiya (Galle)

It is foreseen that in the future there shouid be a rehabilitation hosprtal in each dist.ct,staning with one district rehabilitation hospital per province.

Estimates given in the annexure are for district rehabilitation hospitals and not fbr theRheumatology & Rehabilitation Hospital Ragama.

Hospitals with rehabilitation departments: There are, at presenr, rehabilitationdepartments in tertiary level hospitals and some secondary level hospitals (district andbase hospitals)' Fufure expansion of rehabilitation departments will depend on availabilityof consultants in rheumatology and medical rehabilitation and rehabilitation physicians.

Hospitals with rehabilitation facilities: At present some secondary level hospitals(district and base hospitals type A and B) have rehabilitation services. In future serviceswill be available at all secondary level hospitals.

9.1 Equipmentrequirements:

Equipment requirements in all rehabilitation facilities will depend on in-ward and
outpatient load and number of therapists. Information on the range of equipment mostcommonly used is in Annexures I, II and III.

9.1.1 Physiotherapy: see Annexure I

9.1.2 Occupational therapy: see Annexure II

9.1.3 Speech and language therapy: see Annexure III
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9.2 Human resource requirements:

(iLriciciines fbr hurnan rr.SoLll-cc rerlLllrcllclrts lor.phl,srrithcr.lrpr,. ()ccul)irttorrilj 11,.,..,,rv lnclspcech and ianqua-ge thcrap)'' arc bcvorrrl tlre ,c.Pc irt'thrs d.currrcrrl. llrc Mr,rstr.y, of
Health will hold discussions on caclrc rcr[rircr)crts tir. rlrcsc thcrrrpists,,r,irlr strrkc6.lrlcrs
and take thcir vievr"points into coltsicicration'uvlrcr.r nraking rcc()nulrcll(llrtions,rr thcsc

9.3 Space requirements:

Space rccluirements in hospitals recommendecl fbr physiothcrapy. occupirtiorr.l thcr,pv
and speech and language therapy services (in sq.fi.)are incjicatccl irr l-ablc r).1

Hospitals with
rr:habilitation

scrv iccs

Physiotherapv
I 5(x)rlIr

T-- -

Space requirements wilt depend on averaqe in-patient and outoaticnt load and nunrber of
therapists. The estimations above have taken into consicleration also space reqr-rrred fbr
assessment and treatrnent, departrnental administration. storage ol'equipment and patient
waiting area.
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Table 9.3: Space requircments im pt -iii,,tt ..ap-v,. --
occupational therapy'and speech and ,anguage therapy. .".ui."i ti" .qri]i" r

Speech and
language therapy

r 000
tl1'l
(r(X)600

Rchabiliration ; Hotp,rrls,vr
hospitals I rehabiliration

Occupational



10 Prosthetic and orthotic (p & 0) services:

The Ministry at present runs l5 P & o centrcs (or orlhopaedrc u,orkshops) Iocated i.ihospitals across the country (Tuble l0.t ,11. Many however have lol production becauseof inadequate statT and machin..vtt. Srggestions have been rnade in the guidelines tocievelop these further so that they may contribute to rneeting trre countr\,,, ."qri..rnents.
The basis fbr suggestions in guidelines accepted and used globallyle. The global guidelines
categorize workshops as 4 levels.

The 4 levels relate to function and output as follou,s:

o Level I+ workshop: equipped and staffed forthe production of all types of p&o
appliances including for exatnple, arm prostheses. hip disarticulation and other
complicarcd appliances. Targets a popuration of l0 miilion.

' Level I workshop: equipped and staffed for the production and
and prostheses.

. Level [I workshop: equipped
(sometimes prostheses) using r

Lanku. .tee be lou )
l'evel III workshop: a workshop wrth basic equipment. This workshop should

bc consiciered as an antenna/extcnsion of workshop level I. This is where reparrs
can be carried out as well as takrng measurenlents and fitting of appliances (most
of the prociuction will take place at level I and II).

The global guicielrnes recontntenci establishing Level I workshops instead of Level II
workshops' especialll'whcrc 

-eeographical distances are not very great. This is because a
Leve! Iworkshop can sen/e a populatron which is 5 to l0 tinres larger than a Level II
w'orkshop- whrle cost is lust 1.,5 -1.-5 tirnes higher in terms of initial investment and
running costs' Level II workshops are only established when the quantity of work cannot
bc managed b1' just the Level i workshops. Since this will not be so in Sri Lanka. Level II
workshops are not recommencled.

fitting of orthoses

Table l0.l indicates hora cxrsting p & O cenrres
developed and recomrnencls where new centres mav be

and staffed for the production and fitting of orthoses
thennoplastic technology. (not recommended /br Sri

(orthopaedic workshops) may be
located to fill gaps.

When the l5 existing centers listeci in Table l0.l are developed the Minrstry of Health
Indigenous Medicine maY be meeting a high percentage of needs for prostheses and
orthoses' However maidistribution of centres rnay call for new centres to be established.
New' centres at the Anuradhapura Teaching hospital for the North-central province and at
the Ratnapura General Hospital for Sabaragamllwa could be justified. Also because of the
prersenl nraldistribtttion. Level III centres couid be justified at Hambantota, Arnpara and
Puttalaln. Developing this ttetwork of ccntres will meet the country's neecls well into the
liltllre' Establishing P & o centres in othcr hospitals is therclorc nor recomrnended.



See Table 10. I . and f is. 10. I

Table 10.1: Developmerrt of p C O Cent;e ,\"t*o.k
i

Province j Proposed development level

Sri Lanka School ofP & O.

Rheumatoiogy & Rehabilitation
Hospital, Ra

I Rheumatolosv & Rehabilitation
Hospitai. Ragama

A: Existing P & O centres and proposed levels of functioning

National Hospital of Sn Lanka Level I i

i Wcstem

Level I +

Colombo South Teaching Hospital

Ladv Ridgeway Hospital for Children

Teachrng Hospital, Jaflha I Northern

Killinochchi DistrictGeneral Hospital Northern

Vawniya Distnct General Hospital Northern

Trincomalee (ieneral Hospital

Sri Lanka School for prosthetics ond orthotics ond SLSPO centre: lt appears that
efficiency and production output of the centre are reduced because of'the dependency on

students for its day-to-day running. In order to increase both efficiency and output it is

recommended that the school and centre be managed as two separate units. with each

having its own personnel within thc rehabilitation hospital Ragama. This would also

facilitate a merger betwccn the two P & O centres at the hospital, increasing effectiveness
while reducing costs.

Because of proxrrnity
and ibr other reasons. it
is recommencied that the
SLSPO centre and RRH
centre are merged as a

Level i+ Centre

9 ] Mannar District General Hospital* i Northern I

lt
i
;t1

Batticaloa Teaching Hospital

K"*prt,y, T.*hmg H"rp,t.l
Brdu I la C,e,re."l Hosp,t"l

E,astern

S.rtt "*U""

I

I
Level I

L.r.l I

L*"1 II
L

I

t4 Kandy Teaching Hospital i Central i Level I

l5 Kurunegala Teaching Hospital North-western i Level I
I I

B: New Centres Recommended
i

I

I

l6 Anuradhapura'Ieaching Hospital North-central I Level I+ I

t7 Ratnapura General Hospital Sabaragamuwa i Levcl I
I

C: New Centres to be considered

l8 Hambantota District General Ilospital Southern Leyel III
l9 Ampara District General Hosprtal []astern Level III
20 Puttalam Base Bospital North-western Level III
* = situoted within the hospitol but run by on NGO which plons to move out

I Wcstern I Level III
I Western Levei I 

f

i6

Level III
l0 E.astern



,\eruorking between P & 0 centres: To bc ot' srcater bcnetlt to paticrrrs uncl to enable
thcttt to access prosthetics and orthotics as closc as irossible to their placc ot'rcsrclence, a
"P & O Centre Network" is called tbr. .\ fbcal pcrson r,viil be selectccl at cach centre t0
take responsibility fbr netrvorking.

Wheelchair production and services: The tbasibility of producing wheelcharrs anci orher
assistive ievices not at present macie in Sri Lanka wrll be investigated.
The MDRT described in these guidelines also takes resoonsibility tbr the provision of'
wheeichair services within their role.

Technicol personnel in P & O centres (orthopoedic workshops)
Fabrication of suitable devices reourres well-traineci personnel. Prior to 2008 orthopaedic
technicians together with artificiai limb rnakers and surgicai appiiance makers (later caiied
as a group "Bench Technicians") and shoemakers, made <ievices at the centres. A new
cadre '"rias introduceci in 2008 and called Prosthetists and Orthotists (P&Os). Bench
technicians have now been grouped together as "Orthopaedic Aides".

The flollowing personnei are requireci to carrv out tasks in Orthopaedic Workshops;
. Managers
r P & O technicians Categorv I as tutors tbr the School and one tbr each Level I +

centre
. P & O technicians Category II for all centres
. Orthopaedic aides includes bench technicians (previousiy designated artificial timb

makers and surgical appliance makers)
. shoemakers

Cadre recommendations for P & O personnei are bevond the scope of these Guidelines. As
with other rehabilitation cadres, the Ministry of Health &[ndigenous Medicine will hold
discussions with stakeholders and take their viewpoints into considering when making
recommendations on cadre requirements.

See Annexure IV for equipment and machinery and space requirements for P & O centres.



Fig. 10. L: Location of P & O centres with proposed levels of functioning
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ll. Rehabilitation information management:

The Directorate of youth. Elderly, ancj pcrsons r.vrth Disabilitics (ylrD) is r:s;1_s11111,raking
-jteps to set up processes fbr rchabilitation rnforrnation rranagement. Two rnain processcsare being put in prace as data deveropment strategies. one starting with patient
'\ssessment Records and the second with Disabilrty Notrtication Registers. while parienrassessment records will be the data source for monitoring anci later evaluation ofet'fectiveness and irnpact lrom the perspective rrl patients. the ,jisability notificationregister wrlt enabre detaired anarysis or va.ous aspects 

"; ;r;,;;; l;;r, of valuerrarticularlv tbr adrninistration. while both will enable identification ol service usage ancloutcome measures, the latter wrll enable analysis of efficiency, relevance and adequacy.

11.1 Patient Assessment Records:

These are being devcloped based on disabilitv inlormation requirenrents and will be usedwith both inpattents and outpatients. As well as initial assessmenr thev will include recordol treatnlent given- tittte spent, progress made, major challenges and rcsults. This clata setwhen validated will be used as the basis tbr collecting quarterly hospital statistics to bereported to YED' Suitable software 
"vill be developed at yED lbr collation, storage andanalvsis of data' The strategv will ensure that reliable. consisrent data will be obtainedwith minimal load on the hearth and disabirity service sectors.

ll.2 Disability Notification Registers (DNR):

The use of disability notitication registers (DNRs) involves proximal health institutions
delivering rehabilitatron services on the one hand, and hosprtals closer to the patient,s
home' communitv rehabilitation teams and primary health care teams on the other.

Racord-keeping in hospital: The hospital director's office at each hospital withrchabilitation services wiil mainrain a DNR. when a patrent is discharyed rro,
rchabilitation' the inter-discrplinary team member allocated responsibility for that patients
discharge plans wrll notifv the hospital director of the patient's discharge on prepared
lirrnts' YED wrll prepare these {brms which will include infonnation such as name, age.
scx' national identification number, bed-head ticket number, diagnosis. date of discharge,
f nrttl where discharged (ward or outpatient rnformation), to where discharged (place of
irrlcndcd residence) and include the medical officer of health (MoH) area and divisional
sccrctrtriat (DS) area. Registers will be tabulated and maintained to rec,rd thrs infbrmation
irr lhc ofllcc ot'thc hospital cjirector.

l)it,st'tttination of'infbrmstion b), hospifaL. Thc hospital clirector n rll havc prcpared
lirrttls lo tlissctllitlatc this inlbnnati0n. For each patient a fbnr will be pr-cparccl in triplicate
rvillr .ttc bcrrlg disp.tchecl to the relc'ant hospital closer to the patienr's honrc. or to thc

tn



nrcdical of}-rcer of' health area ol patients rntenilecl resiclence; thc seconcl to the socral
service officer in the Divisional Secretanat o1'that area; and the thirci to yED. Thrs enables
fbllow-up by both the health an<J social service sectors and makes possible fbr yED data
storage and periodic analysis.

ll.3 Monitoring and Evaluation (M & tr),
Data obtained from the managentent
quarterly monitoring of rehabilitation
be camied our by yED through field
stakeholders.

infomration maintained by yED will be used for
services and later evaluation. Monitoring will also
visits. Feedback obtained will be disseminated to

11.3.1 Developing recording and reporting formats:

Table 1l'3.i suggests performance indicators thai may be used for the development of a
recording, reporting, monitoring and evaluation system for rehabilitation services
exchrding P & O centres, while Table I 1.3.2 suggests those rhat may be used for p & o
centres.

lndicators fiom Table ll.3.l will be

services (hospital, primarv health
Surtabie formats will be prepareci

quarterly reporting.

seiected in the first instance for each ievel of health
care an<j contmunity) according to its relevance.
and provided by YED for record-keeping and tbr

Hospitais and the primary health care and community rehabilitation teants will maintain
records of infornlation indicated in the Tables to enable such reports to be made.

Table I 1.3.1 : Suggested indicators for the developmcnt ;f , ;"co.di,[ .epo.t-irrg, ,r*it*ipg
and evaluation system for rehabilitation services excluding p & O 

""nt-i",
Rehabilitation Service

Component

Phys ioth e ra

Speech and Langu

No of patients treated Total No. of visits made ./sessions

adults ch il<ire n
u-=
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1
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I

Ll1
iz

u

o
LL

I

I
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ad ults I ch r ld ren

Rehabilitation Clinic

Rehabilitation Outpatients
ln-ward patients

5 I Occupational Therapy

Psyc
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Tablc I l'3'2: Suggested indicators firrr the deuetopmenl of a recording. reporrirrg, monltoring
and evaluation slstem for p & C) centres*: tbr list oldcvices sec seoion l0

Sirnilarly YED will prepare formats fbr record-keeping and reporting for p & o centres -refer Table l2'3'2' Each P & o centre will maintain registers recording devices produced
and patients served to enable them to make necessary reports.

when quarterlv rnonitoring has been carried out YED will infonn hospitals, the primaryhealth care/cotnmunity rehabilitation teams and P & o centres of findings together withsuggestions and recommendatrons if any.

ll.4 Data and research:

Lack of data and research has been a severe constraint to the developrnenr of rehabilitation
services' Situational analyses need to be done to infonr policy and plans. As well as
research carried by the health sector, partnerships between the health sector and
universities and research institutions are to be prornoted in rehabilitation service related
rcsearch' Such studies may be used to obtain better evidence and knowledge of, fbr
cxanlple, met and unmet needs; costs; barriers to obtaining services; responsiveness of
hcalth and rehabilitation personnel to people with disabilities; rype and quality of services
provided and costs and benefits related to their impact on enhancing the lualiiy of life and
w'cll-being of people with disabirities and their famirresa,.

-l'o protnote and facilitate rcsearch the Directorate ol' youth, Etderly and persons with
[)rsabilities (YED) will organize a Disability Research Forum on an annual basis.

l(chabilitation-related research needs to ensure involvement of pcople with disabilrtres to
Ittlcl to re levance' Their participation is to be promoted in planning and carrying out studies
as well as in populatlon samples as consumers of services ancl as Rights-holdersor.

Type ofdevice by
category

adults childrcn

Other Mobility devices
Seating, positioning
and corrective deviccs
Other devices
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12.CapacitybuildingofpersonnelimplementingNational
Guidelines:

personnel namecl in these National Guidelines and in particular metnbcrs of inter-

ciisciprinary teams lrDRTs) ancl community rehabiliration teams (cRTs) will participate in

educational programmes to strengthen their capactties for the implementatlon oi the

Guidelines. and aims particuiar at team building' Based on the desired outcomes of

capacity building und ih. competencies required to bring about out those outcomes' a

inodular "positive inter-dependence in eciucatton" strategv will be used to develop

required educational courses'

l2.l APProach to course Planning

Thepositiveinter-dependenceineducationstrategycallsfirstfordeterminingthe
behaviours that will be required of participants at the end of the course' These wiil be

expected course outcomes. Next an analysis of the competenctes required of particioants

tobringabouttheseoutcomestntermsofknowledge'skillsandattitudeslsmade.
Required competencies of patients will decide course content and teaching method leading

to assessment of the degree to which participants have acquired course learning' The

course is canied out, reviewed and changes are made in preparation for the next course'

Fig. l2.l Approach to course planning
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12.2 Course plan:

The course plan is described inTable 12.2.

Expected course
outcomes;
participants will
have the abilih, to

( t)

participate in distributing roles, tu@
sharing is - necessary in order to achieve a goal
recognize that roles of all team me*@
contribute to bringing maximrJm benefit to patients

o Recognition, respect and develop.n"nt of puti*t und f*ilyh
contribution as core team members

e Contribution to deveioping rn".hunir.@
^^tl-icollaboration, coordination, cohesiveness and problern_solving

work within a team, encouraginffi facilitating teamrnate s effo.ts
to complete a task or to achieve an tive

ether by team members

members

comperencles:
participant.s will
have these core
competencies in
terms oj
knowlecige, skilis
and attitudes for
effective
perJbrmance of
their role

o Versatility and flexibilrty to i"
the conrext or,"u_ il.t I

; 
. Demonsrrate collective ."rponribili

(5) ; Teaching
I metrrods

(6) i Course len 20 hours
(7) i No. of i 22 - 25 maximum

Iici
(8) Particrpants Members of inter-disciplinary and commuffi

o Enhance of team to give of their best to patients
Course content I Structureci in fir,e moduies described ,- Tr"bt. lX(4) | Assessmenr plan

among others

Methods that call for the practicarappti@
and not oftheoretical study alone

i Learner-centred, group ro.rr"O
j entry-behaviours, knowledge and experience of participants

IDRTs and cRl-s and other kev personnel. This includes central and
provincial Ministrv of Health and Indigenes Medicine hospitar
administrators and other staff: medicai specialists; medicai officers;
people with disabilities; physiotherapists; occupational therapists; speech
and ian,euage therapists; prosthetists and orthotists, nurses; sociai service
officers: psychologists: and disability and community rcpresentatives

Table 12,2: Course planning

contribute,o d"r.top
respect for each other as professionals and as individuals

"certifi cate in Implementing Nationat cuffi
Services in Sri Lanka"
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iearning that will be of maximum benet-it to Darienrs



123 Course implementation:

The course will be implemented in 5 rnodules described in Table 12.3

Table 12.3: Course content

Module One:
Team role and tasks 3 hour.s

Course introduction
Current trends in disability and .ehabilitation irrclu,li.rg
rights-based approach applied to team roles and tasks;
Multidisciplinary and inter-disciplinary tearns,
How do inter-disciplinary teams best functionf fr.,lituto.,

Module Two
Roles and tasks of individual
members 3 hours

Demonstration and discussion of tusks andiontnbrtion of
each team member (role play);

Module Three
National health and disability
policies, strategies and plans

3 hours

Disability and rehabilitarion components i" Nutio"ul H"ulth
Policy, Health Development Master plan2007- 2016,
National Health Development Plan 2013 - 2017 critical
review, suggestions for
National Policy on Disability and the National plan of
Action for Disability - role of central and provincial
ministries, IDRT and CRT in implementing health and
rehabilitation components

Module Four 3 hours
National Guidelines for
Rehabilitation Services in Sri
Lanka

Challenges and how they may be faced

Module Five:
Assessment of participant's
learning and course evaluation

I hours

o Course portfolio containing at least two case studies with
description and analysis of Team Work in Rehabilitation

o Review of excerpts of a reflective work diary with self-
assessment of competencies and identification of own
development needs

. Coursc evaluation by participants and resource persons
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13 Partners in rehabilitation service development:

Whilst the Ministry of Health & Indigenous Medicine has the responsibility for deliverilg
a quality rehabilitation service to people with disabilities, it holds the view that developing
such a scrvicc nceds to be a cooperative effort. To this end it will coordinate its work with
that of all relevant state sector institutions. Support will be obtained for instance, from the
Ilinistry of Education to ensure continuity of education for children with disabilities and
from the Ministry of Vocational Training and Skills Development fbr youth and young
adults with disabilities who will be required to spend long periods for rehabilitation in
health institutions.

At the same time the Ministry of Health & Indigenous Medicine looks forward to
developing appropriatc partnerships with the corporate sector, national and international
non-governmental organizations, bi-lateral and multilateral aid partners and UN agencies
through which their support may be harnessed to benefit all those children and adults with
disabilities whose quality of life would be improved through adequate availability of
accessible and accountable rehabilitation services.



Annexure I: physiotherapy equipment requirements

The equipment listed below is that which is required for providing adequate and effective
physiotherapy and may be procured over a period of time in line with needs and priorities,
patient load and number of physiotherapists.

Excrcisc
lel bar:r

Exercise
ion Therapy a rafus: sorin

bench
i 6 iTiltinsbei
7 I Pulley and for ROM exercises
tr i Pulley and werght syrte, r'o, .t.. exercises:
9 I Up and Dowrr Traini
l0 i Sta Tabie and Frame

l2 i eelvic and Cervical Tracrron BeC
13 I Cervical traction appararu:,

Hei

-E

@6

C- -O
6Go-c+O

cl

6 4rl

=-).- !t-o :l
;ul

o-
c

I

Ia
ul
!t
dt
;l

.2a
a -ii

+;

-
I

I

]6 lWristRoller
17 | Balance Board
18 | Medicine balls
19 j Wheelchair and transfer boarC

20 i Herght-adjustable Walker (Frame)

Excrcise

24 i Inlia-red
Hot and Cold Packs
Paraffin Wax bath

Paraffin Wax Bath
28 i Baker
29 i Snrall Fridge/Freezer (for mak ks, rce
30 I Heating Unit

i 3i i Electric Kettie
I

-

| 32 i Mrrscle Stimulators

| 33 | Tt NS apparatus
I 3+ i Ulrrasound Therapy Unrt
I rr I ar

' "''-rJ -""
| :S I Siurt-wave Diathermv
i 36 | Inturlerential Therapv Unit

r 37 i La.er Therapy Unit i-,\i
l,'

iil

Physiotherapy equipment requirements

Wall bars

14 i Statrc Cycie
15 i Shouicier wheel

Heat and cold thera

32 i Mrrscle Stimulators

ti

cold

37

i./
2

i\

Mirrct 'i1

,lT Selection of height-ad.lustable walking aids: axillary and elbow
sticks

')) Snrall equipment:Goniometer, Timer with Ciock; Tape
measure: ambulation belt, basins

-l
l

-lriiY

rii



function machines, Spiro meter, p;k tfril;;

S"l"ctio.rof heigh@

Frame and Table

Up and Down T

H ubb ard ( Wa lki n g ) T ank-

Exercise Balls of various sizcs
Selection of
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42
2

r r!,5,rl-quJurr4urc parailet Dars

45
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^ --o -'r
Tilting bed
t r:-^-^47

48
49
50 I ltCrapY I(Olls

Cym balls
R qnoe nf olo^aa.i^^ +L^-^--,

51

52

53

54
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-T-
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57

58

59

60

DdT4TTLE UUAI (I

Children's Exercise Brcrrcl. ----
Range of paediat.i.lr-irure ---
Infra-red lamp

6l Stimulators



Annexure II: occupational therapy equipment requirements

The equipment listed below is that whioh is required for providing adequate and effective
occupational therapy and tnay be procured over a period of time in line with needs and
priorities, patient load and number of occupational therapists.

Jux - A- cisor arm exerciser
Rolyan pronation/supination wheel
Rolyan multi functional work station
Rolvan ball hand pi

Arnr skate Rolvan Forearm-Based Skate tsoard
Arnr skate Rolyan Ball And Hand Piece

Arrn skate Rolyan Ball And Hand Piece and acc

Arnr skate Rolyan Ball And Hand Piece access()

E-Z Exer board
Hand CPM Unit Maestra Portable
Harrd Exerciser Tactile Form Balls
Pen Contour Rheumatic
Gralramizer I I uppre extemity exercise

Occupational therapv equipment requirements

Assessment equipment
Roder manipulative aptitude test

O'connor finger dexterity test
Rivermead perceptual assessment batter

stimulation activities kit
Assessment Kit Kings in Case
Minnesota Manual Dexterity Test
Box & Block Test
Lotca I I Ba

Activity EquiDment
Upper extremitv work station

Hand, wrist and forearm table
Limb balancer
Tilt table with working tra
Adaptive devices for ADL
Strengthenins balls

Solitare qame larse and small
Single curved shoulder arch

Double curved shoulder arch

Functional forearm elevator(Rolyan)
Hand exerciser -Rol

Cando hand exerciser web

Rolvan vertical ring tree



45

46

14

.11 Graharnizer I rnuiti use exerctse

Standing frame
Lintb balancer
Water pla), bath

on peg board set

Posture rnirrors
Dominos shape.G& numbers
Jell ball hand exercisJ

tirting buth *

Splint pattern maket
Tool and Ac.esso.i"s N ne Sealing Iron
Deluxe Revolving ftute trl.r,rctr
Forma splinting bath

ional Therapy -ADL
Thumble fo..TADFoLE
Paediatric toilet ff;rner seat
Thurnble forrn thee-in-one Tristander
Thumble fo.,nffi
"Grippit , pencil grip lwritrng aidy

Range of actiriry bu*d,
of ball sets

Tactile activity kit
Hugs vertical standers
Range of exercise balls

Thumble fonn TORTO[SE Shell r

Thurnble fonn wed

Binilo medium (co

Rainbow barrel
Range of peg board with

Sensory cushion Ball
Textured stacking cones

Jux-A-cisor arm exerciser

Pronation / supination wheel

Shoulder arc (small

4A

board

Selection of

Wobblets



Annexure lll: Speech and language therapy equipment requirement

This list recommended is fbr providing adequate and ettectir''e speech and languaee

therapy in Hospitals with Rehabilitation Departrnents at the tertiary level' whilst the

same equipment is used for delivering an et-tective service at any level' the range and

quantity required at other types of hospitals rvould depend on the patient load anci

number of speech and language therapists. The equipment may be procured over a

period of time in line with needs and priorities'

Sp...tt 
"na 

language therap-'- equipment requirements

thria Prot-rle

ineuistic Assessment of Lan

13

D

natal and adult)
piUo opti. endoscopic evaluation (FEES)

Fiberobtic La

ffi: AnimalsandBirds;
g*otionr; Everyday Objects; Food; Prepositions: Sport' and Leisure;

i.urrport, Vehicles; What's Wrong; Fruits; Story sequencing cards; Numbers:

Daily routine;

Abstract Pichrres; Line draw of Pictures;

Highly Recommended

these rtssessnlent tools are

mids And Palm Trces

T.tt F", R.*Ption Of Grammar (TROG

i-EairUu.gt, punctional Communication

Derbvshire La

Informal assessment in Tamil-

Ri ght Hemisphe;e La4guggg-p3119

Spoon; l' : Gloves; Tissue

Voice recorder

Torch- tbr oral motor examlnatlon

Modified utensil for t'eedin

Video recorder
Mirror (Small-

al chair/ fi

ital Sound Level Meter

Items. Function Words . Daily Routines

Source For Oral Facial Exercises

Talking Mat
ia Sourcebook Exercises To Photocopy

Sernantic Links, Semantic TqPPq

Boardmaker with PCS \ddendum

and other materials:

tlightv Recotntnended

i(ecommended
Hiehly Recommendcd

Recommended

I Recomrnencied

,I
I

verYbodY Objects' Food'

fr.porltiorrr, S"port Leisure, Transport Vehicles, Fruits' Numbers' Household

Dominoes

41.

Assessment
thet' t'ttrt be useti in translotiott unti



t l-s -tsetcctionl5 Selcction of Toys. Soft toys; Bubbles, Bean bags; Building Blocks; Balloons,
Finger puppets; Shapes: Clay; Farniliar objects: cup, spoon; Batls-different
sizes if possible;

Highlv Recomrnended

36 Story Books-Tarnil, Sinhala; Alphabet and letters; Puzzles; Picture
descriptions: cards/ sheets-daily living etc.; Colours- watcr colours, pastel etc.;
Newspapers/ Magazines; Reinforcement: stars/ stickers/ srniley faces etc.

't/ Sensory play toys:
textural blocks, ball
etc.:

light producing toys, music emitting toys, shining sheets

38 Musical toys- Xylophone, rattle, squeaky toy, drum(sirnilar pairs if possible )
39 Pretend play: tea sets, dolls (culturally-appropriate toys); Cars; Toy objccts;

Miniatures olobjects: Anticipatory toys:
Bubbles, simple switch toys



Annexure [V: Prosthetic and orthotic centres
requirements of machinerv and tools

This is a list of requirements of rnachincrv anO tooii
and I'or space Level I prosthetic and orthotic centre.

Itenrs from this list may' be selected for Lcvel III workshops depending on what
tasks will be carried out in the rvorkshop

Similarly more machinerv and tools wiil be required fbr ie'el l+ workshops
depending on what devices will be produced at the centre.

Item
i Air compressor unit

le Cirinder
Band saw
Belt sander with accessories
Bench Grinder l50rnm
Bench Grinder 200mrr
Blow
Diamond grindi wheel dresser
Drill column
Drill for bench
Dust Aspirator

t2
l3

Hand drilline machine
Hand drilling-screwi machine

t4 Jig saw

l5 Oscillating Saw
l6 Oven CR5000G with
tt Pneumatic srinder
l8
l9 Sewing Machine Sinser 188u (Heav

Pneumatic Weldine Gun CR6000
Dutv

Vacuum cR I 000
Welding Electric Machine
Weldine lron l50W
Welding Mirror 28Omm

charger fbr CRM 153

isothermal. oair
BELT SANDER,2 w.long con. axis,stand WITHOUT TOOL KIT)

BELT SANDER, maintenance kit, spare s, 2 years

Oven CR5000G, incl for about 2 ars 220-l 80Volts/4'600Warts
30 oven CR5000) Kit for oven, CR5000G

(vacuum CRl000) TUBE. envel suction ( I bi
welding "hot-jet" &kit,220v / 1500w
Oscillating electrical saw Fein 220volts/180W 1 Fixrng screw CRM I l0 and
I fixins washer CRM I I I included. 220Vl180W

Hand drillins machine with ion,220Y / 750 W
drilline machine) VICE for column drilline machine

CONICAL SANDING ARBOR, diam 24136 mm,L = 60 mm 
i

:, plastic handle ,DEBURRING TOOL. chaneeable bl

PENCIL, blue, indelible, for markins on moist surface
PIPE CUTTER, heavy duty, for steel pipes 1/8" to 2" I

SANDING CONE, for artrcle CRM 480, Grit 150--

2

ORBITAL SANDER; disk diam. 350mm + long axis. 380V, l.27kW ,' l.7kW

oscillating saw Blade 160 Teeth only for metals (steel, brass, alum
DRILL. bench uick chuck 3 to l6mm CM2

PNEUMATIC CHIPPING HAMMER + set of 5 chiscls of various forms

DRAW KNIFE,250mm,2 wood handle
SPARE BLADE A, aluminum + steel, for deburring tool

heat

-5



Rubber brass chitffi

-

(ht0.5mm

fIand Drillin.q Machrne

$1lo111 ( Ronuanutt .o,,ra,ftat
Plaster mixi

Shouldering lrr_rn

3!
19

50
{l

l

(lorr iorne ter
Tool fo.m.asuiiffi
Tran femoral M"rr*i
Bolts tbr u.tt otl.ioauifttgoit.tb.o@
SPIRAL HELIC'AL HSS, diam. 27mmoelding"vttRnoffi
lqroFPUNCHffi
Ngfor the f.ee moGn ankie brass. diam l4mm x MO

Rubb"r b.u

Set of Allen screw drivers

Space requirern.rt f* L;rel I p & O cnt.e

r

scissor, "tailor", L : 25Omrn
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