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Conference 2008: A unique northern
experience
Brenda McGibbon Lammi

Person
Beginning in the Vancouver airport, someone with a
poster canister or with a certain ‘look’ about them
may be noticed. Introductions are tentatively made –
“Are you going to the Conference?” – and discussions
begin. Overheard may be a professor from Dalhousie
discussing research and funding with a graduate student from McMaster. Or perhaps a recent graduate
from the East Coast discussing her poster with current students from the University of British Columbia.
This is before the Conference even begins.
Throughout the Conference, classmates, friends
and colleagues meet one another with expressions of
happiness. New friendships begin and shared ideas
spark collaboration.

Conference delegates enjoy box lunches on the grounds of the
Yukon College.

Beyond the Conference delegates, the kindness
of the residents of Whitehorse is remarkable. A
stranger, without a blink, offers to drive you to the
bike rental shop. Another offers to lend you their
truck for the day. The common theme is enthusiasm
for Whitehorse and an eagerness to share with you
the wonders of Yukon, and there are many.

Environment
Rain clouds blow by
quickly and the sun
shines for most of the
day – darkness is elusive and the midnight
sun is fascinating.
Whitehorse is a
city sitting at the
bottom of what used to
be, thousands of years
ago, an enormous
glacial lake that was
The historic Yukon River.
eventually drained
by the melting of a glacier and the flowing of the
Yukon River. The steep banks of this prehistoric lake
surround Whitehorse, beyond which are the snowcapped mountains. With each step you take outdoors
you are reminded of where you are and it is difficult
not to be in awe of the surroundings.

Occupation
The discussions that began prior to the Conference
continue with the opening ceremonies. Inspiration
begins with the message from the keynote speaker,
Madeleine Dion Stout, who creatively links the core
concepts of occupational therapy with the spirit beads
of her First Nations culture.
Dr. Terry Krupa, in her Muriel Driver lecture, discusses stigma in mental illness, the unknowing role
occupational therapists may play within the cycle of
stigma and the emotional connection we share in
current events - creating a profound impact on the
audience.
Inspiration continues
to be shaped throughout the
Conference by the posters, the
presentations, the questions
and the ideas shared by delegates and presenters alike.
Social events showcasing
unique Northern culture and
entertainment provide oppor- Dr. Terry Krupa (left) receives
tunities for delegates to
the Muriel Driver Memorial
explore new occupations. Can Lecturer award from CAOT

Corinne Tetrault

The gathering of occupational therapists at this year’s
Conference in Whitehorse, Yukon was an experience
beyond the inspirational sharing of knowledge and
exchange of ideas taking place at Yukon College. It
was an experience of exploration, both literally and
figuratively of person, environment and occupation
(Law et al., 1996).

President Susan Forwell (right).

read full colour version @ www.caot.ca
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Delegate Profiles
Heather Boyd, BHSc(OT) MSc
candidate
Corinne Tetrault

The Snowshoe Shufflers provided lots of laughs.

Can dancing, snowshoe shuffling, panning for gold,
axe tossing, whiskey drinking and a pickled toe are
experiences not soon to be forgotten.
Beyond the Conference, inspiration is found and
occupations explored in the endless opportunities for
adventure in the mountains and on the Yukon River.
Combined with the multitude of cultural, artistic and
culinary opportunities within Whitehorse, there is
not much time for sleep.
The closing ceremony marks not the end, but
the beginning of our professional journey for the
upcoming year. Taking with us the inspiration of
our experiences and the final message from CAOT
President Susan Forwell in her President’s Address in
which she emphasized the fundamental importance
of occupation.
The Host Committee shared with the rest of us
their enthusiasm for both occupational therapy and
Northern living through the Conference of 2008 – a
unique experience in personal and professional
exploration.

Corinne Tetrault

Host Committee. Front row (left to right): Anne-Marie DeSilva,
Melissa Croskery, Joanie Pelletier, Andrea Taeger. Middle row: J.P.
Steverink, Matt Schenk, Steve Fecteau, Wade Scoffin, Tracy
Rempel. Back row: Pauline Craig, Joy Vall, Brittany Weber-Terleski,
Karen Mills, Alison Sisson, Patrice Cameron
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Work: Clinical Specialist for
McMaster Children’s
Hospital, Neonatal Follow-up
Clinic
School: Graduated from
Occupational Therapy at
McMaster University in 2000. Currently enrolled in the
Master’s of Rehabilita-tion Science program at
McMaster University. Heather is the recipient of this
year’s Sick Kids/COTF Pediatric Home Care Master’s
Award.
Home: Originally from Sarnia, Ontario, now lives in
Toronto, Ontario.
Why did you come to the Conference?: Presented poster
on thesis work to date titled:“Family-centred service for
infants and parents: Measuring parent perceptions”.
How do you achieve balance in your life?: Doing Yoga,
going for walks or runs.

Phillip Wendt, MSc(OT)
Work: Occupational therapist for the Calgary Health
Region teaches at SAIT
Polytechnic in the Therapy
Assistant program;
President of the Society of
Alberta Occupational
Therapists.
School: Graduated from Occupational Therapy at
University of Wisconsin in 2002. Graduated with a
Master’s degree in Occupational Therapy from Queen’s
University in 2005.
Home: Originally from Wisconsin, now lives in
Calgary, Alberta.
Why did you come to the Conference?: Attended
the Professional Alliance of Canada meeting that
happened after the Conference, and presented a
poster titled: “Safety program development for the
operation of power mobility devices”.
How do you achieve balance in your life?: Plays music
(Phillip has a degree in trumpet performance) during
the little bit of time he has left at the end of the day.

Sharon Kaczkowski, B.Sc.OT
Work: Private practice in
medical legal consulting for
22 years.
School: Graduated from
Occupational Therapy at
McGill University in 1979.
Home: Originally from
Montreal, Quebec, now lives in Calgary, Alberta.
Why did you come to the Conference?: To connect
with colleagues. Was supposed to attend with friend,
colleague and classmate, Jennifer Griffith, who unfortunately passed away recently. Sharon and Jennifer
tried to attend alternating conferences together as a
way to stay connected.
How do you achieve balance in your life?: Sharon
enjoys exercise, sports, travel and spending time with
friends, old and new.

Edith MacHattie
Work: Full-time student in
Occupational Therapy at
the University of British
Columbia, is graduating
in August, 2008.
Home: Originally from
Ottawa, Ontario and is now
living in Vancouver, British Columbia.
Why did you come to the Conference?: Presented a
poster titled: “Sexual and reproductive health in spinal
cord injury populations”.
How do you achieve balance in your life?: Has a
vegetable garden, spends time with friends from
school, boxes, paints, bikes to school and tries not to
take herself too seriously.

Highlights from the June 2008 CAOT Board meeting and AGM
Erica Lyle, CAOT Communictions Coordinator

Member Viewpoint

Photo by Lisa Mangelsdorf

The CAOT Board of Directors held a two-day board meeting
on June 10 and 11. As standard procedure, reports were
submitted by the President, Secretary/Treasurer and
Executive Director and the 2008-2009 operating budget was
approved. New items that required Board action included:
• Paulette Guitard was appointed as Vice-President for a
one-year term effective October 1, 2008
• Heather Thompson was appointed Coordinator of Board
Function effective October 1, 2008.
• The revised Terms of Reference of the Certification
Examination Committee and the Certification Examination
Item Generation Registry were both approved
• The following position statements were accepted: Revised
position statement on occupations and health; Autism
Spectrum Disorder and occupational therapy; Revised position statement on occupational therapy and end-of-life
care; Revised position statement on occupational therapy
and home and community care; Revised position statement
on access to occupational therapy services
• The report on the content of the web portal for Internationally Educated Occupational Therapists was received

Throughout the month of May, CAOT President Susan Forwell
and Executive Director Claudia von Zweck travelled across
Canada to meet with members, listen to their concerns and
gather their views on proposed changes to CAOT by-laws.
“We like to schedule Member Forums at least once a year to
hear directly from members what the issues are in their
region and to provide them with information on the initia-

tives that we are involved in on their behalf,” said Claudia.
“It’s a terrific opportunity to speak face-to-face with occupational therapists and get a clear picture of the challenges
they are facing and their response to what we’re doing.”
A number of proposed revisions/changes to CAOT
by-laws were brought to the Board of Directors during the
March 2008 meeting. The benefit of scheduling Member
Forums a few weeks before the AGM in Whitehorse was to
collect feedback on the proposed changes.

Annual General Meeting – June 12, 2008
CAOT members were invited to attend their AGM at the
Yukon Arts Centre. Results of the AGM included the
approval of the proposed by-law changes as well as the
by-law revisions under consideration with regard to the
eligibility criteria for the President-Elect and President.
Amendments to the criteria include:
(a) hold Individual or Life membership in CAOT for a
minimum of the last five (5) years;
(b)have practiced occupational therapy in Canada for a
minimum of five (5) of the last ten (10) years;
(c) have demonstrated leadership in occupational
therapy work and volunteer roles on a provincial/
territorial and national level; and
(d)have the capacity under law to contract.
In addition, CAOT members approved no membership fee increase for the 2008-2009 membership year
along with the audited financial statements. This is the
sixth consecutive year with no fee increase – an indication
that CAOT continues to achieve fiscal accountability.
read full colour version @ www.caot.ca
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THEORY MEETS PRACTICE

The Canadian Practice Process
Framework: Using a conscious approach
to occupational therapy practice

Column Editor: Heidi Cramm

Kara Fazio, Emma Hicks, Courtney Kuzma, Persis Leung, Arlee Schwartz, Mary Stergiou-Kita

The Canadian Practice Process Framework (CPPF) was
developed by Helene Polatajko, Janet Craik, Jane Davis
and Elizabeth Townsend (2007) and introduced in
Enabling Occupation II: Advancing an Occupational
Therapy Vision for Health, Well-Being and Justice
through Occupation. The CPPF was designed to enable
occupational therapists to facilitate client-centred,
evidence-based practice, as well as participate in
reflective practice (Craik, Davis, & Polatajko, 2007). The
CPPF illustrates eight key action points that guide the
therapeutic process in occupational therapy practice
(Davis, Craik, & Polatajko, 2007). The first action point,
enter and initiate, represents the first point of contact
between the client and therapist where a collaborative decision is made to either engage in or terminate
the practice process. The second action point allows
the therapist and client to set the stage by clarifying
expectations and assumptions about the practice
process and by identifying potential occupational
(performance &/or engagement) issues and goals.
Assess and evaluate (action point three) involves
the identification of personal, occupational and environmental factors that may be contributing to a
client’s occupational issues. While considering the
most plausible explanations for the identified occupational issues, the therapist and client agree on the
objectives and plan of intervention (action point four)
and subsequently implement the plan (action point
five). In action point six, monitor and modify, ongoing evaluation ensures enablement strategies
remain appropriate for the established objectives.
Outcomes are evaluated (action point seven) to determine if goals have been met or whether new goals,
objectives or plans need to be established. The
process concludes (action point eight) when the therapist and client come to a collaborative decision to
either pursue other objectives or conclude the therapeutic relationship.

Application of the CPPF to occupational
therapy practice
The CPPF takes into account the knowledge, experiences, and personal values that both the client and
therapist bring with them into the therapeutic relationship. The dynamic interaction, which occurs
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between the client and therapist, is highlighted
throughout all eight action points of the CPPF.
“The CPPF takes into account the knowledge, experiences,
and personal values that both the client and therapist
bring with them into the therapeutic relationship.”

The CPPF can be applied to numerous practice
settings, can be used in an interdisciplinary setting,
and allows the therapist to engage both individuals
and groups of clients in the therapeutic process.
Using the fictional case scenario of Maria and
Rebecca, we will provide a brief critique of the CPPF,
highlighting its specific applications and advantages
for occupational therapy practice. We will focus our
discussions on the flexibility, consideration of context,
and promotion of client-centredness offered as inherent advantages of the CPPF.

Case scenario: Maria and Rebecca
Maria, an occupational therapist, has begun a new
job in a neurology out-patient program at a local hospital. She previously worked in paediatrics, where she
enabled children with a range of physical disabilities
to perform their activities of daily living (ADLs).
Maria’s assessment and treatment with this population tended to focus on the children’s physical abilities.
Rebecca, 58, lives at home with her husband and
27-year-old son. Four months ago while working as a
nanny, she had a left cardiovascular accident. Rebecca
has yet to return to her job as she is still experiencing
difficulties with her ADLs at home. She is learning to
use her left arm for activities such as writing and eating, and requires some assistance from her husband
with dressing and bathing. Rebecca’s son is presently
responsible for family meal preparation.
Rebecca is referred to Maria for occupational
therapy services by a physiatrist to help regain
strength and range of motion in her right upper
extremity. Maria and Rebecca begin by working
together to complete the Canadian Occupational
Performance Measure (Law et al., 1998). They identify
meal preparation and caring for children as occupa-

tions that are important to Rebecca but difficult for
her to perform. Rebecca believes that her physical
limitations in her right upper extremity are the primary reasons for her present occupational challenges. After further assessment, including functional
observations and standardized physical assessments,
Maria and Rebecca decide on a neuro-physical theoretical approach to intervention, utilizing exercise
and functional activities to help Rebecca regain the
use of her right upper extremity. Four weeks into
therapy Rebecca comes to the hospital on the wrong
day for an appointment. The next week she arrives at
the wrong time for her physical therapy appointment. Maria and Rebecca sit down to discuss the
issue of missed appointments, and Rebecca admits to
some memory and organizational difficulties. They
agree to assess further her cognitive functioning, and
results show that Rebecca has mild attention and

Figure 9.1

memory impairments. The action plan previously
agreed upon is modified to address Rebecca’s cognitive difficulties in addition to the right upper extremity limitations affecting her occupational performance.

Affording flexibility to the occupational therapy
process
The CPPF is designed in a way that affords flexibility
throughout the therapy process (Craik, et al., 2007). As
seen in Rebecca’s situation, this process can often
take a different course than initially expected. The
sixth action point, monitor and modify, promotes continuous re-evaluation of progress, which ensures that
specific needs of the client are constantly being met.
For Rebecca the indication of cognitive impairments
did not surface until four weeks into the therapy
process. Maria and Rebecca had to make the decision

Canadian Practice Process Framework (CPPF)
Societal context
Practice context

Set the
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Polatajko, H. J., Craik, J., Davis, J., & Townsend,E. A. (2007). Canadian Practice Process Framework. In E. A.
Townsend and H. J. Polatajko, Enabling occupation II: Advancing an occupational therapy vision for health,
well-being, & justice through occupation. p. 233 Ottawa, ON: CAOT Publications ACE.

read full colour version @ www.caot.ca
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to alter the course of therapy, assess her cognitive status, and integrate new strategies into the previously
agreed upon intervention. The flexibility of the CPPF
enabled Maria to introduce a neuro-cognitive theoretical perspective to the treatment approach without abandoning the previously agreed upon neurophysical perspective required to address her functional issues. Furthermore, the flexibility of the CPPF
encourages therapists to be cognisant of changes in
severity and types of occupational issues a client may
experience, allowing them to address these changes
as the therapeutic process unfolds.
The CPPF’s flexibility is not limited to individual
client considerations. While the CPPF highlights a primary route through the eight action points, alternative pathways for therapy are also provided denoting
that therapy is rarely a linear process. Occupational
therapy practice is diverse and certain settings may
not consider all eight action points as necessary in
achieving the desired outcome. For instance, an occupational therapist acting as a consultant may move
from action point four, agreeing on objectives or a
plan, to exiting the relationship and referring the
client to another therapist for follow up or further
intervention. This may also be the situation in an
acute care setting where a client’s length of stay may
be unpredictable. As such, the CPPF allows therapists
the flexibility to tailor the process to their specific
practice settings, while maintaining a structure to guide
About the authors –
their practice.
Kara Fazio, B.Sc. (Hon.),
Emma Hicks, B.Sc. (Hon.),
Courtney Kuzma, B.A.,
Persis Leung, BPHE, and
Arlee Schwartz, B.A.
are in their first year of the
MScOT program in the
Department of
Occupational Science and
Occupational Therapy at
the University of Toronto.
Mary Stergiou-Kita, MSc.,
OT Reg. (Ont.) is a sessional
instructor in the
Department of
Occupational Science and
Occupational Therapy and
a doctoral student in the
Graduate Department of
Rehabilitation Science, both
at the University of Toronto.
You can reach Mary
Stergiou-Kita at
mary.kita@utoronto.ca
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Considering context in the
occupational therapy
process
In addition to illustrating the
flexibility required in practice,
the CPPF brings to light the
need for therapists to consider
the contextual factors that may
influence their practice processes. The societal context of both
the client and the therapist, (i.e.,
religion, socioeconomic status,
preconceived thoughts, cultural
background), as well as the
practice context (i.e., acute care,
geriatrics, paediatrics, health
care system) in which therapy
takes place are exemplified by
the two boxes which encom-

occupational therapy now volume 10.4

pass the eight action points. The CPPF also highlights
the frames of reference, including theories, models
and constructs, which guide an occupational therapist in her/his decisions throughout the entire prac-

“... the CPPF provides a comprehensive, yet flexible
framework that makes explicit the occupational
therapy practice process.”

tice process (Craik, et al., 2007).
Both Maria and Rebecca enter the therapeutic
relationship with preconceived notions, values and
experiences. Maria’s past experience with physical disabilities and a referral to address physical needs may
heighten her focus on physical issues. Rebecca also has
her own hopes, fears and preconceived notions of
what the therapy process should focus on. For example, she may hope that therapy will help her regain
function in her upper extremity, and she may have
fears of exposing her cognitive challenges to others.
The CPPF highlights and makes explicit the
importance of previous experience allowing therapists
to reflect on the filters they may be using to view a
situation. The CPPF also highlights for therapists the
need to be aware of how personal and environmental
factors in the practice contexts can influence both the
therapeutic relationship and process. The practice
context is viewed as embedded in a larger societal
context, as illustrated by the outer box of the CPPF.
Examples of broader societal contextual factors, such
as the natural environment, are provided in the
description of the CPPF. However, the CPPF does not
explain in detail how these larger societal contextual
factors may influence the practice process directly.

Promotion of client-centred occupational
therapy practice
By collaborating and partnering with clients, demonstrating respect for clients, involving clients in decision making, and recognizing clients’ experience and
knowledge, occupational therapists can ensure they
are practicing in a client-centred manner (Canadian
Association of Occupational Therapists, 2002). Clientcentred occupational therapy has been shown to promote a client’s quality of life through occupational
engagement (Cohen & Schemm, 2007). A stated goal
of the CPPF is to enable client-centred occupational
therapy. Many of the CPPF’s action points encourage
client participation and power-sharing (Davis, et al.,
2007). One example is action point four, agree on

objectives and plan, which involves the therapist
establishing occupational goals in collaboration with
the client and other relevant stakeholders. The CPPF not
only necessitates the client’s involvement in decisions,
but also encourages the therapist and client to reflect
on their own assumptions and biases. A consistent
reminder to consider and reflect on personal values,
contextual factors and frames of reference also encourages the therapist to recognize the importance of the
client’s own experience and knowledge, further facilitating a client-centred approach.

Conclusion
Occupational therapists working in diverse settings
with clients who have a wide range of occupational
issues can utilize the CPPF. As evident in the above
case application, the CPPF provides a comprehensive,
yet flexible framework that makes explicit the occupational therapy practice process. While the CPPF is
flexible enough to meet the constantly changing
needs of a variety of clientele and practice settings, it
also affords therapists the procedural support to
ensure constant, conscious decision making and
reflective practice. The CPPF also takes into consideration both the therapist’s and the client’s contexts,
thus further encouraging and promoting clientcentred practice.
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In Memoriam – Lorna Jean Reimer (1954-2008)
Erica Lyle

Occupational therapists mourn the loss
of a leader, manager,
educator, mentor,
colleague and
friend. Lorna Reimer
passed away after a
brief battle with
cancer on March 27,
2008. A past president of CAOT, Lorna
was known for her
Lorna Reimer
leadership, analytical and motivational skills. She was the consummate
professional who inspired and encouraged while
working diligently on behalf of her profession. She
managed to successfully align the world of academia
with current evidence-based practice.
Early on Lorna demonstrated her passion and
dedication for learning. Educated in Hanley,
Saskatchewan, she received the award for highest
academic standing in both 1969 and 1970, followed by
a Government of Saskatchewan Scholarship in 1972.
The following year, Lorna pursued her post-secondary
education at the Saskatchewan Institute of Applied
Arts and Science where she received her Certificate in
Social Welfare Worker Program. Four years later, she
earned her Diploma in Occupational Therapy with
Distinction from the University of Alberta followed in
1985 by her Bachelor of Science in occupational therapy. In 1995, she graduated with her Master of Science
from the University of Alberta.
During her years pursuing her education, Lorna
also worked actively in various occupational therapy clinical positions including acute care, long term care, rehabilitation and home care. She began lecturing at the
University of Alberta, Faculty of Rehabilitation Medicine
in 1987 and from 1997 until her death was the external
member and adjunct associate professor for the
Department of Occupational Therapy. Throughout those
years, Lorna worked as an occupational therapy consultant and clinician before she became the “driving force” at
the Glenrose Rehabilitation Hospital. For over 13 years,
she excelled at managing and promoting integration of
new knowledge, research and technology into clinical
practice.With her close ties to the University of Alberta
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and knowledge of the faculty’s academic initiatives, she
was influential in fostering numerous research liaisons
between the university and therapists at Glenrose.
During her tenure at Glenrose, Lorna assumed
the additional role of Interim Director of the Alberta
Centre for Telerehabilitation – a collaborative partnership that brings together clients, clinicians, educators
and researchers from urban, rural and remote areas
to work together to advance telerehabilitation practice and evidence. She worked diligently to increase
awareness of using technology to deliver rehabilitation services. Lorna supported occupational therapy
staff to explore and implement the use of the
Nintendo Wii as a therapy tool and remote videomonitoring to allow supervision of patient’s safety
and independence for discharge planning.
“Lorna was a special gift to us all – her vision, her dreams,
her joy in life, her humility, her laughter. She graced us
with her presence, and for those of us that were closest,
we will remember her each time we see a rainbow.”
– Liz Taylor, Associate Professor, University of Alberta

Lorna was admired by her colleagues and
students alike. Just days before her death, she was
presented with a Capital Health REACH Award
(Recognition of Excellence and Achievement in
Capital Health). In celebration of Lorna’s life and her
love of family, friends, music and gardening, her colleagues are busy working with a landscape architect
to create “Lorna’s Garden of Hope and Courage” to be
located on the Glenrose property.
To acknowledge Lorna’s outstanding contribution
to occupational therapy, the Canadian Occupational
Therapy Foundation has created The Lorna Reimer PostEntry Graduate Education Legacy Fund in her honour. If
you would like to donate to this scholarship award in
Lorna’s memory, please visit the COTF website at
www.cotfcanada.org or contact Sangita Kamblé, COTF
Executive Director at 1(800) 434-2268 ext. 241.
Lorna is survived by her children Erin and
Jeremy Reimer and will be greatly missed by her
parents, siblings, special friend, nephews, nieces,
colleagues and friends.

National Occupational Therapy Month:
Yes I can!
Erica Lyle

October is just around the corner and it’s time to
begin planning your Occupational Therapy Month (OT
Month) activities. OT Month is a national campaign to
promote and celebrate occupational therapy’s contributions to helping people live healthier, more satisfying lives.
During a Professional Alliance of Canada meeting in July 2007, the slogan Yes I can! was adopted as
the permanent theme for OT Month. Yes I can!
endorses the message of occupational therapy’s
important role in promoting participation of all people, regardless of age or ability. The theme will continue to be used in combination with the Skills for the
job of living tagline. Using the same theme each year
promotes brand awareness and helps to keep costs
down when developing marketing materials, publications and promotional items. The inclusive and generic meaning of the theme is considered to be beneficial since it is easily adapted to all areas of practice
and can be linked to different focus areas.

Valuable resources
Be sure to visit the CAOT website to access lots of
ideas and resources to help you promote occupational therapy. For example:
• Download the Yes I can! logo to use with your
own awareness campaign. It will emphasize the
diverse and comprehensive nature of occupational therapy.
• Check out the Skills for the job of living artwork
as well – it’s been given a new and refreshed
look.
• Use the many downloadable files, templates
and toolkits available on the CAOT website that
will help you to celebrate and promote OT
Month including fact sheets, media releases,
advertisements, public service announcements,
advocacy letters, and much more.
• Include your OT Month event or activity on the
“What’s happening in your community” webpage on the CAOT website. It’s a great way to
reach your colleagues and let occupational therapists across Canada know what you are doing
to celebrate.

As in previous years, the September issue of OT
Now will complement the Yes I Can theme. This year
the special edition will include articles on how occupational therapists are playing key roles in knowledge
translation by contributing to the scientific community; using new technologies to communicate and
share their knowledge beyond their community; creating new ways to share knowledge with colleagues
to promote evidence-based practice; and by creating
unique partnerships and providing unique services
that directly impact workplace health awareness.

Get involved
The key to having a successful awareness campaign is
to start early. Contact colleagues and students in your
area and start talking about what you’d like to
accomplish to increase awareness of occupational
therapy in your community. Using the theme, target
audiences including parents, schools, seniors organizations, insurers, employers, etc. If you’re looking for
ideas, visit www.caot.ca or www.otworks.ca for tips
and resources.

Working together
The OT Month Committee comprised of members
from CAOT, COTF and provincial/territorial organizations will be meeting each month by teleconference
to share ideas, strategies and plans for the awareness
campaign. We will be working collaboratively to promote awareness of occupational therapy nationally
as well as in the community. Watch for CAOT e-News
to keep you informed as OT Month plans come
together.

read full colour version @ www.caot.ca
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Understanding the development of
keyboarding skills in children with fine
motor difficulties

WATCH YOUR PRACTICE

Column Editor: Sandra Hobson

Nadia Niles-Campbell, Cynthia Tam, Jennifer Mays, Gretchen Skidmore

Occupational Therapists frequently encounter clinical
challenges because of limited, absent, or ambiguous
evidence to guide their practice. There may also be
times when the available evidence contradicts their
personal clinical experience and observation. In such
a situation, how should an evidence-based, clientcentred practitioner proceed? The following article gives
a good example – the therapists asked their clients.
Jason is a 12-year-old boy who has reduced fine motor
skills of unknown etiology. His handwriting is slow
and often not legible. Jason was introduced to the use
of a word processor at school and was taught to practice keyboarding using a keyboarding program. After
practicing for a number of months, Jason is able to
put his fingers on the home row when he types, but
to actually type a word, Jason needs to lift his finger
off the key, look under the finger to make sure that he
has the right letter, press the key and then think
about how he can move his finger to the next letter.
Despite endless hours of practice, Jason seems to be
unable to develop strong keyboarding skills.
Clinically, the authors have observed many children with fine motor difficulties like Jason, who often
find it much easier to hunt and peck with just one or
two fingers versus using all of their fingers on the keyboard. Teaching of the 10 finger touch-typing method
of keyboarding is common in schools and homes.
However, there is a lack of consensus in the available
literature regarding the most effective methods of facilitating the development of keyboarding competency in
children with fine motor difficulties (Koorland, Edwards
& Doak, 1996). Although some occupational therapists
promote the teaching of traditional 10 finger touchtyping, others advocate for allowing children to develop
keyboarding skills using the hunt and peck method.

Study Design
This study used a qualitative and client-centred
research approach. The authors felt it was important
to hear the stories of young clients themselves versus
the perspectives of their parents or teachers.
Following receipt of ethics approval, current and past
clients of a writing aids clinic at an urban Children’s
Treatment Centre were invited to participate in the
study by an information letter mailed to homes.
Inclusion criteria included being between the ages of
8 and 20 years, having the ability to communicate
verbally in English, having used a computer for a minimum of two years, having a diagnosis of a physical
or developmental disability contributing to fine
motor problems, and current use of a computer at
school or home. Exclusion criterion was the use of
non-traditional methods to engage in computer
activities (such as the use of voice activated software
or an adapted keyboard). One in-depth interview was
conducted at the home of each participant.
We interviewed 15 young people between the
ages of 12 and 20 years (mean age 14.6 years). Five were
female and 10 were male. Their diagnoses included
cerebral palsy, spina bifida (with and without hydrocephalus), fine motor dyspraxia and fine/gross motor

Study Purpose
The authors felt a need to understand directly from
the experiences of young people which school of
thought better matches their life experiences to help
inform our clinical practice; therefore this study was
conducted to develop a greater understanding of the
process of development of keyboarding skills in children with fine motor difficulties.

read full colour version @ www.caot.ca
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dysfunction. A thematic analysis was performed on the
transcribed interviews including manual and computer-assisted (NVivo 2.0) analysis. In order to enhance the
trustworthiness of the study, peer debriefing occurred
at several points during the analysis phase of the study.
Random sections of the data were independently
coded by three peers and compared to the coding of
the primary investigator with consistent results.
Additionally, all interview transcripts were coded a
minimum of two times by the primary investigator,
and no significant variance was found.

Study Results
Touch-typing is difficult for children with fine motor
difficulties: Several young people we interviewed
expressed that they could not use typing programs to
learn to type, not because they were “lazy”, but
instead because they were physically unable to perform certain actions or movements on the keyboard.
Although these difficulties varied from person to
person, they typically reflected fine motor related
issues, such as the inability to control all fingers or
both hands, decreased flexibility in some or all fingers, or spasticity in fingers
Ten finger touch-typing is a gold standard that
may not produce gold: Parents, teachers and therapists commonly recognize 10 finger touch-typing as
the best way to keyboard.
About the authors –
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“The authors felt a need to understand directly from the
experiences of young people which school of thought
better matches their life experiences to help inform our
clinical practice.”

considered efficient by other standards, such as agebased or grade-based norms. One participant noted:
“Even though I only use one finger to type, I can do
approximately 18 words a minute… So I’m pretty fast.”
Engagement in meaningful keyboarding activities is the best way to learn keyboarding: Young people
informed us that they learned to keyboard through
doing activities such as writing stories, playing computer games, doing schoolwork, writing letters or
emails, creating resumes, and “chatting” online.
Common among these activities is that the participants often described them as being “fun”, “entertaining”, “interactive” and “non- repetitive”. One participant described: “I usually go on(line), chat, and I’d be
typing almost as fast as I would speak. Not that fast,
but I’d try to type as fast as I could… I’m talking to
people… people talk back. It’s interactive. It’s not the
same thing over and over.”

Clinical Relevance
Both the participant interviews and the clinical experiences of the authors indicate that the standard 10
finger typing methods is often recommended by par-

ents, teachers, and occupational therapists. It is
essential that parents and teachers be informed
about the challenges young people with fine motor
difficulties have with 10 finger touch-typing so that
expectations for keyboarding style and ability are
realistic and achievable.
“ Although none of the participants were able to
touch-type, they all regarded their keyboarding skills as
functional . . . ”

The young people we interviewed engaged in
meaningful keyboarding activities as learners, which
facilitated the development of functional keyboarding skills. Typically, this did not include the use of 10
finger touch-typing programs. The authors believe
that the results of this study support their clinical
observations that the use of child-chosen, text-based
activities enhances the experience of keyboarding for
the individual. If keyboarding programs are utilized, it
is recommended that the emphasis be placed on
components of the program that are identified as
motivating or enjoyable, such as the timed tests, and
not on the implementation of 10 finger techniques.
Although the participants did not explicitly draw a
link between participating in engaging keyboarding
activities as new learners and developing functional
keyboarding abilities, it is reasonable to assume that

these activities contributed to the development of
their keyboarding skills. This underscores the importance of engagement in meaningful occupations, a
core assumption of occupational therapy (Law,
Polatajko, Baptiste & Townsend, 1997).
Future research comparing different ways of
teaching children with disabilities to develop keyboarding skills is required to further guide clinical
practice. A study employing a prospective design, following the experiences of children who have been
introduced to the computer for the first time, may
provide in-depth knowledge of children’s own experiences to guide the development of future keyboarding training programs. Further research may be done
to explore whether aspects of these keyboarding
training programs are relevant for adults with fine
motor difficulties due to progressive or acquired conditions who may be interested in developing keyboarding skills.
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The little finger splint that could
Trudy G. M. Davies

Precipitating Problem:
Occasionally, as a school therapist, I saw students in
primary grades with interphalangeal joints of their
fingers or thumbs that hyperextended excessively in
their efforts to stabilize their pencils to print.
Hypermobility can result in abnormal positioning and
pain during or after stressful activity. Stabilizing the
joint during stressful activity can reduce the pain.
Commercially available finger splints were not small
enough for the students I saw. Custom finger splints
made of silver were available, but they were costly and
young children frequently lose things. I sought to find
a time and cost efficient means of providing better
joint stability for these students.

Development Process:
A number of equipment suppliers were contacted
regarding finger splints for children. Trish Silvester-Lee,
a representative from a medical equipment supplier,
showed me a tubular Aquaplast product and came to
my workplace to show me how to use the material.
She encouraged me to experiment
with it. Taking a small,
About the author –
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heated it in hot water until it
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bath until almost completely
clear. Inserting the tips of the
scissors into the hole of the tubing I slowly opened the
scissors to stretch the tubing until it could be easily
stretched over a finger where the molding was completed.
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I subsequently simplified the process. Using
only curved nail scissors I cut the short (approx. 1 inch)
section of Aquaplast tubing with a concave curve on
each end after it had reached the partially clear stage
in a cup of hot water. I then inserted the tips of the
scissors into the hole in the tubing, opening the scissors to stretch the material so that it fit snuggly over a
finger to complete the molding with the narrow surface on the flexor side of the joint and the wider portion over the extensor surface of the joint. Stickers can
be added to make the splints more user-friendly and
to increase compliance.

Conclusion:
The device is simple to make (children to adult sizes)
and is effective in limiting joint hyperextension without limiting normal movement. It is cost effective
requiring minimal equipment and materials which is
particularly useful for occupational therapists that
travel. Children often grow quickly, so close monitoring
is recommended to ensure skin breakdown does not
occur. Remolding can be done as the child grows.
Aquaplast has “memory”, and is therefore easier to use
than other products, especially when trying to splint
children who have difficulty being still.
Research regarding the long term effects of
interphalangeal hyperextension with handwriting
would be useful, as well as researching the effects of
interventions such as the splint described in this article. A colleague has also suggested this design may
have a role in stopping lateral instability of PIP joints.
Occupational therapists need to determine the
most appropriate time in the therapeutic process to
introduce the finger splint and to ensure supervisory
strategies are in place when providing the splint to
children.
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Caseload management: The balancing act
Randi Monroe, Paula Rushton

One of the most challenging aspects of occupational
therapy practice is managing a clinical caseload given
the multiple requests and needs within any clinical
setting. Pressure on hospital bed availability, or lack
thereof, and limited community resources often
stretches the role and time of occupational therapists
to a breaking point. Given the environment in which
occupational therapists work, how do they prioritize
who gets seen and for how long? What makes Mrs.
Jones’ occupational performance issue more important than Mr. Elliot’s? How do occupational therapists
organize their day and feel as though a difference has
been made for their patients where it’s needed and
not feel burdened from those tasks that did not get
done?
These are some of the questions that plagued
the more than 55 occupational therapists at the multiple site facility of the Queen Elizabeth II Health
Sciences Centre (QEII), Capital Health in Halifax, Nova
Scotia. From these questions emerged the development of a caseload management tool. In this article,
we’ll take you through the evolution of what’s currently known as the POPI tool (Prioritizing
Occupational Performance Issues).
It began in 1996, when a number of factors were
identified that were perceived to impact the occupational therapist’s ability to effectively and efficiently
manage their caseload, while maintaining job satisfaction. The main factors cited
were:
increased caseload
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Fearing, from Vancouver General
Hospital (VGH), was invited to

present this exciting new model to the therapists at
the QEII. During that visit, Fearing indicated that her
facility was working on a caseload management tool,
Priority Intervention Criteria (PIC), to address some of
their caseload challenges. This visit sparked a sharing
of information between the two coastal health care
facilities. The PIC system, developed at VGH, was
designed to rank client priorities in the acute care
unit, recognizing that the priorities were likely to
change on a day-to-day basis. Specific criteria developed by staff were used to prioritize client’s issues
from high to low risk. This information was a kickstart to the development of a PIC working group at
the QEII.
The QEII PIC working group, composed of occupational therapy representatives from musculoskeletal, neurosciences, medicine, and mental health services, developed a PIC Screening Tool. This tool considered occupational performance issues in the areas of
self care, productivity, and leisure, as well as risk factors (e.g. risk of falls), and other considerations, such
as discharge destination and date. The working
group worked collaboratively with their peers to
implement the PIC system and documentation into
the occupational therapy department culture. While
successful, therapists did identify some limitations to
the PIC tool, which included: a need for education and
training to implement the tool, it was time consuming to complete, there were inconsistencies in the use
of forms to complete the PIC, the forms were ineffeicient, there was a lack of consistent use across staff
read full colour version @ www.caot.ca
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making communication difficult, and there were
unclear definitions of prioritization criteria.
In response to the identified limitations, the PIC
working group came together to incorporate the feedback to develop a “new and improved” proposal for prioritizing occupational therapy client issues. With the
new process evolved a new committee called
Prioritizing Occupational Performance Issues (POPI).
The mandate of the committee was to develop a
process for prioritizing clients needs throughout the
entire department, so that those who need occupational therapy most urgently are serviced first, no matter
how or where they are referred to occupational therapy.

Consensus was reached regarding the following:
1) Processes developed must be consistent across
the entire department.
2) Criteria must (a) be consistent with the OPPM,
(b) support a client centered and functional
approach, (c) provide pre-determined criteria for
prioritizing client needs on an ongoing basis, (d)
provide protocol for sharing workload at times of
high or low demand, (e) be useable across the
continuum of care, (f) provide a method for documenting the occupational therapy process, and
(g) be user friendly.
The POPI group also would be responsible for
educating the staff regarding the process and evaluating its efficacy.
PRIORITIZING OCCUPATIONAL PERFORMANCE ISSUES
AN OVERVIEW
Potential clients waiting
OT services

Gathering information
(referrals, the quick screen)

Prioritizing Occupational Performance Issues
(POPI form)

Documenting
that the above has taken place

Organizing
your own caseload
(POPI forms)

Sharing caseload demands

OT assessment/intervention
(addressing highest priority issues first)
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A POPI process was introduced into the department in 1997 (Figure 1). This process quickly became
one of the cornerstones of occupational therapy practice at QEII. On the therapist/student level, the POPI
tool provides a process to prioritize caseloads on a daily
basis along the continuum of care. It provides a common language for staff to communicate their caseload
in both day-to-day management of client needs, as well
as coverage during planned and unplanned absences.
It also provides a supportive framework for therapists
to make decisions, particularly in busy times.
With staff turnover and changes in the department, and evolution to a district model, there was a
need to evaluate the utilization of the POPI. In 2005,
the department was surveyed to determine how the
POPI tool was currently being used in daily practice.
Sixty-two percent of the department completed the
survey with representation across the continuum of
care. Ninety-two percent of respondents reported that
they “usually” use the principles of the POPI. Sixty-nine
percent of respondents find the combination of the
screen and flow sheet useful in managing their own
caseloads and 61% find it useful in managing coverage.
The POPI was identified to be most useful to staff
working in inpatient acute care and least helpful for
staff working in inpatient rehabilitation. Additional
feedback regarding general use of the POPI and possible improvements included modifying the forms to
improve their use with documentation. Future direction of the POPI may also include alignment with the
Canadian Practice Process Framework as opposed to
the OPPM.
The POPI continues to be the fabric of our culture
in occupational therapy at Capital Health. It is the language occupational therapy staff speak, which has
enabled the district to embrace the Canadian Model of
Occupational Performance. Not only has the POPI tool
been vital to our day-to-day caseload management
processes, it has also contributed to the continued evolution of caseload management.
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PRIVATE PRACTICE INSIGHTS

Will your lack of planning create
chaos for your loved ones?
Column Editors: Jon Rivero and Christel Seeberger

Lorian Kennedy, Heather Chilton

Olivia operated a thriving, solo practice as an occupational therapist. She had a thorough business plan,
appointments booked ahead, reports to complete and
other ongoing commitments. In addition she had all
the underpinnings of a successful business - a lease
for her clinical space, confidential files and records for
all her financial commitments - all safely locked and
password protected for security and privacy. Of
course she also had a will and an enduring power of
attorney. She had thought of everything, or almost
everything, in her business plan. The only thing she
had not thought of was her health, what if she was
not able to carry out her business role?
All occupational therapists have come face to
face with the realities of life and how plans can be
upset in an instant. What Olivia had not planned on
was a motor vehicle collision that made her unable to
return to practice.
Her family members only had a general idea
about what she did and did not understand the
details of her business operations. Suddenly they
were faced with trying to find her schedule, cancel
appointments, inform referral sources that she could
not carry out her commitments and decipher her
business affairs (all without her passwords). In an
effort to be helpful, one family member boxed up all
the client files and took them to the dump. There
was confusion among her referral sources, as they did not
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about this issue? What would happen in your own
practice if you were not able to carry out your role?
What can you do to make it easier for someone to step
in and sort things out?
These questions were raised by the authors
with a group of Alberta private practice occupational
therapists, and further refined in a session at the
national CAOT 2007 conference in St. John's. Here are
some suggestions we developed:1
1. Choose a designated person to take care of your
business matters and discuss it with them.
Ensure they are aware of the confidential
nature of the work and agree to not divulge
confidential information except to appropriate
authorities. In Ontario, it is required that your
files be transferred to a designated health information custodian.
2. You may wish to ask another occupational therapist to act as an informal advisor to your designate to help them navigate this unfamiliar
world.
3. Many people need to be informed if you are
closing a practice (voluntarily or not): the occupational therapy regulatory body, your clients,
your referral sources, your lawyer, your accountant, and your colleagues. Your designate needs
the contact information for these people. They
1Disclaimer: This is not legal advice, nor is it a formal guideline. Each
private practitioner is responsible for tailoring these suggestions to
their own circumstances and checking with their own legal advisor and
regulatory authorities.
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need to ensure that phone calls and emails are
responded to in an appropriate manner.
4. What to do with your files? Do you have a system in place that others could figure out, such
as active files kept separate from inactive or
closed files (the latter do not need as rapid
attention)? Are files in a lockable, private,
secure, dry location? Would your designate be
able to find all your stored files? Some
provinces require that your client files go to
another occupational therapist. Even if this is
not required it is important to have a plan for
handling them which your designate understands. Background documents from other
people (not your own notes or data) can be
returned to the source or confidentially shredded if the case is closed. Remember to ensure
that confidential information is removed from
computers before disposal.
How long do files need to be stored? These
requirements vary provincially but most often for adults
over 18 the files should be stored securely for ten years
from the date of last service. Files for minors typically
need to be stored for two years past their age of majori-
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ty or ten years past the last service date whichever is
longer. File storage companies are one option.
5. Although it would be wonderful to have
another occupational therapist lined up to
take over your clients this is often not possible
and is not required; however, it is helpful to
provide information on where names of other
occupational therapists can be found.
6. Write down information on how your business operates and where you keep information so that your designate understands at
least the basics, and make sure they have a
copy of this document. Review and update
this information periodically.
It may seem overwhelming to try to describe
everything that you know about your own businessso don’t! Stick to essential information that your
designate might need and think about how grateful
they would be that you took the time to do this.
Acknowledgements:
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Reflections on the emerging roles of
advanced practice occupational
therapists

WATCH YOUR PRACTICE

Column Editor: Sandra Hobson

Patricia Dickson, Lorna Bain

You may have heard the rumblings, the murmuring
in the background. The use of “alternative care
providers” is the hot topic in health care today. When
we talk about this concept, nurses have been at the
forefront, and Advanced Practice Nurses have been
around for quite some time. Physiotherapists have
also developed advanced practice care models. Is
there a need for advanced practice occupational therapists? We think so but we are a bit biased, being
among the first advanced practice occupational therapists in Ontario. There are others out there but we
are a rare breed at the moment.
To understand the need for advanced practice
occupational therapy in today’s health care climate,
we need to explore the changing landscape of primary health care and look at what our allied health
colleagues mean by advanced practice.
Across the country, governments are seeking
innovative strategies to manage wait times, improve
access to care, and realize efficiencies in health systems. In Ontario, the Ministry of Health and Long
Term Care is particularly focused on strategies such
as interprofessional family health teams and regional
assessment centers for cancer and total joint replacements. There is also a focus on maximizing health
human resources by enabling health professionals to
work in expanded roles. Our nursing colleagues work

(L to R) - Lorna Bain, occupational therapist/allied health educator
with client Deborah Agnew.

within these frameworks as key primary health
providers. According to the Canadian Nurses
Association, Advanced Nursing Practice (ANP) is an
umbrella term, which includes Clinical Nurse
Specialists and Nurse Practitioners. ANP “describes an
advanced level of nursing practice that maximizes
the use of in-depth nursing knowledge and skill in
meeting the health needs of clients …In this way, ANP
extends the boundaries of nursing’s scope of practice
and contributes to nursing knowledge as well as the
development and advancement of the profession.”
The role of the advanced practice or extended
class physiotherapist is a relatively new one in
Canada. The Ontario Physiotherapy Association’s
Advanced Practice Physiotherapy Task Force defines
the term advanced practice physiotherapist as
describing a “role that denotes not only an advanced
clinical skill set, but also education, program development, critical appraisal, analytical, research, and leadership skills that contribute to the knowledge, development and advancement of the physiotherapy profession.” Unlike nurses, these roles are not currently
legislated; advanced practice physiotherapists are
employed by health care facilities and work under
facility specific medical directives. They are currently
involved in the assessment and management of
rheumatological and orthopaedic conditions, and are
able to order diagnostic tests (e.g. x-rays, labwork,
ultrasound) and communicate diagnoses to their
clients.
What does all this mean for occupational therapy?
We believe there is great potential for our profession.
British occupational therapists have realized this role
and its potential for a number of years now.
But first, let’s be clear about our terminology. As
in the allied health examples listed above, when we
describe advanced practice occupational therapy we
are referring to a senior clinician with specific
advanced skills and education that allow her/him to
practice beyond the recognized scope of occupational
therapy practice. In the United Kingdom, the British
Association of Occupational Therapists (BAOT) has
published briefings to define Occupational Clinical
Specialists and describe the term “extended scope
practice”. Under the British model, clinical specialists

read full colour version @ www.caot.ca
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are recognized for their expertise, and may or may
not work in an extended scope capacity. BAOT further
states that extended scope practice has been born
out of “increasing pressures and demands upon the
health and social care systems…in order to control
growing waiting lists, increase continuity and quality
of care, and meet shortfalls in staffing and service
provision…” Sound familiar?
In Canada, we are experiencing the same systemic issues as the United Kingdom. To create opportunities out of these issues, some organizations have
learned lessons from the British system and developed new roles and accompanying training programs. These advanced care roles leverage the
expertise of experienced occupational therapists and
physical therapists to fill gaps in primary health care.
The first of these was the development of the
Advanced Care Practitioner role which was developed
in 1995 at The Hospital for Sick Children (HSC) in
Toronto. In 2005, this program was redesigned and is
now part of the Advanced Care Practitioner in
Arthritis Care (ACPAC) program. It is a unique clinical
and academic training program that is hosted by St.
Michael’s Hospital, Toronto, Canada in collaboration
with The Hospital for Sick Children and The University
Health Network. More recently, The Holland
Orthopaedic & Arthritic Institute of Sunnybrook
Health Science Centre (The Holland Centre) instituted
a residency program for advanced practice physiotherapists and occupational therapists in
orthopaedics.
Although some aspects of training vary, common themes in these programs include extensive
clinical work, interactive case presentation and formalized education modules. Testing is done to ensure
outcomes and competency in a variety of domains
including: disease pathology, history taking, physical
exam, musculoskeletal surgery, lab and radiology and
medication usages. Both programs have the outcome
of training clinicians to become competent in selected areas of extended scope of practice in the area of
musculoskeletal care.
What do these advanced practice clinicians do?
It is early in the development of the role but it is
hoped that for the occupational therapist working in
musculoskeletal care a newly defined focus on client
occupation will emerge. The advanced care role has
many facets, which may include the triaging of referrals, identification of disease pathology and assessment and treatment of musculoskeletal diseases
within a designated framework. This varies according
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(R to L) - Patricia Dickson, advanced practice occupational
therapist with client Roelof Bakker.

to the area in which the clinician is assigned. The
extended scope of advanced practice therapists is
accomplished through organization-specific medical
directives. The occupational therapist working in
orthopaedics will be able to go beyond teaching postsurgical hip precautions and the prescription of assistive devices to providing both pre-operative and postoperative assessment and follow-up. The advanced
practice occupational therapist working in rheumatology will be able to use his/her skill set to assess
and order appropriate tests in order to identify an
inflammatory process. This will be done expeditiously
so that treatment can occur before damage ensues
and function is lost.
But does working beyond our scope mean that
we are losing the functional piece of what we do? We
don’t think so. We see the advanced practice occupational therapist as being in a unique position that
allows her/him to combine the impact of pathology
on a client’s function and go beyond just providing
diagnosis. We have the ability to emphasize a clientcentred, function-based approach to primary health
care and chronic disease management. This position
allows us to leverage our advanced clinical skills and
knowledge of occupational performance to gain optimal health care for our clients and allow them to
maximize their ability to function in their everyday
activities.
The advanced practice concept is gaining
momentum in the academic and professional communities. In Fall 2007, McMaster University began
offering its first one year, full time course-based
Master’s degree in Rehabilitation Science, with a
focus on advanced therapeutics. This program for

rehabilitation professionals includes two advanced
rehabilitation practice courses and graduates may be
able to use the program as evidence to support an
advanced practice designation in their workplace. In
the professional practice arena, The Ontario Society of
Occupational Therapists has established a task force
to begin discussion and recomAbout the authors –
mend strategic direction and
Patricia Dickson is a
frameworks for advanced pracMaster’s Student at
tice occupational therapy roles
McMaster University and
in Ontario.
currently enjoys the
It is easy to get excited
everyday challenge of
about this. Imagine how the
being the first advanced
practice occupational
presence of an advanced practherapist at Sunnybrook’s
tice occupational therapist
Holland Orthopaedic &
might benefit a family health
Arthritic Centre in
team, or a mental health proToronto.
gram…the ability to make direct
Lorna Bain works as a
clinical occupational
referrals, to order tests and
therapist and allied
communicate diagnoses make
health educator in The
the opportunities for this role
Arthritis Program (TAP)
seem endless. It is easy to see
at Southlake Regional
how advanced practice roles
Health Centre,
could benefit our clients, our
Newmarket, Ont. She
graduated as an
health systems, and even ourAdvanced Care
selves. But there are dilemmas
Practitioner in Arthritis
here as well. Who pays for these
Care (ACPAC) in 2006.
services? Funding for these
positions and tests ordered by
advanced practice occupational therapists are facility
specific at the moment, and it will be interesting to
see how this crucial issue is resolved in the
future. How do we ensure quality of care when working beyond our scope as occupational therapists? This
will be a critical area of discussion involving occupational therapists, academic institutions, regulatory
bodies and government. And the biggest question of
all…are we still practicing occupational therapy?
All of this remains to be discussed, debated and
(someday) resolved. In the meantime, we practice on
a day-to-day basis, enabling clients to achieve their
occupational performance goals through our unique
occupational therapy practice.

Interested in learning more?
Read the Ontario Physiotherapy Association’s
discussion paper on Advanced Practice
Physiotherapy in Ontario:
http://www.opa.on.ca/IN_THE_NEWS_APP_IN_O
NTARIO.SHTML
Learn about the ACPAC program:
http://www.stmichaelshospital.com/pdf/progra
ms/mobility_acpac.pdf
Learn about the Holland Centre:
http://www.sunnybrook.ca/programs/hoac/healt
hcareteam
Access information from the British
Association/College of Occupational Therapists:
http://www.cot.org.uk/
Read the Canadian Nurses Association position
statement on Advanced Nursing Practice:
http://www.cna-nurses.ca/CNA/documents/pdf/publications/PS60_Ad
vanced_Nursing_Practice_June_2002_e.pdf
See McMaster University’s Master’s of
Rehabilitation Science program (advanced clinical
courses coming soon):
http://www.fhs.mcmaster.ca/grad/rehab/online/
proginfo.htm
Stay tuned in Occupational Therapy Now for our
interview with Christine O'Brien, BSc OT, OT Reg (Ont),
Practitioner in Rheumatology at Toronto’s Hospital for
Sick Children.

read full colour version @ www.caot.ca
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Building knowledge and practice of occupation
through CAOT and CSOS partnerships
Lynn Shaw, Debbie Rudman, Sue Forwell

The Canadian Association of Occupational Therapists
(CAOT) and the Canadian Society of Occupational
Scientists (CSOS) have recently formed an innovative
partnership, based on their shared commitment to

“CAOT and CSOS are working together to build capacity
for knowledge exchange between occupational science
and occupational therapy in Canada”

the generation and transfer of knowledge of occupation into practice. Our first joint initiative involves the
integration of an occupational science stream of
papers and presentations into the 2009 (June 3-6)
CAOT Conference in Ottawa, Ontario. This event is a
first, worldwide, that promotes knowledge exchange
through an occupational stream at the national occupational therapy conference.
CAOT and CSOS are working together to build
capacity for knowledge exchange between occupational science and occupational therapy in Canada.
CAOT has a history of fostering opportunities for
knowledge exchange between occupational scientists
and occupational therapists. For instance, the CAOT
practice magazine, Occupational Therapy Now, has
included ‘A sense of doing column’ (edited by Helen
Polatajko and Jane Davis) since 2003. This column
provides a venue for dialogue regarding perspectives
on occupation, the role of occupation in occupational
therapy practice, and pertains to
questions raised by occupational
About the authors –
therapists and occupational sciLynn Shaw PhD is the
entists. Members of CSOS have
President of the Canadian
also presented papers at the
Society of Occupational
CAOT National Conference since
Scientists.
2002, seeking to advance the
Debbie Rudman PhD is
the Vice President of the
dialogue regarding the ways in
Canadian Society of
which occupational science can
Occupational Scientists.
be relevant to practice and how
Sue Forwell PhD is the
practice can inform occupational
President of the CAOT.
science. What is new and exciting is that our combined efforts
are now moving forward to bring together a critical
mass of occupational scientists and occupational
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therapists in a formal way. In the occupational science stream we invite papers on methodologies in
occupational science that support research partnering with consumers and clients, and empirical and
conceptual papers that support knowledge to practice with an emphasis on occupation and health.
Included in the occupational science stream will be
two panels, one that will address issues of knowledge
transfer and the other to highlight the growing body
of occupational science knowledge from around the
globe and its use in practice. Join us in this new
stream, by submitting a paper and/or planning to
attend to extend your knowledge of how occupational science can inform your practice, and how the practice of occupational therapy is informing occupational science.

Occupational Science stream at CAOT
June 2009 will be comprised of
A Keynote address
Panel: Research methodologies to enable
partnering
Papers: Knowledge transfer: occupation and
health
Panel: International focus on occupational
science knowledge use in occupation based
practice
Interested in submitting an abstract? The
following website will direct you to the forms
for submitting abstracts:
http://www.occupationalsciencecanada.dal.ca

Occupational therapy and the Cree of Northern
Quebec: An experience in listening and adapting
A-M Michaud

Account of a fieldwork placement done by a 2nd-year
student as part of her occupational therapy
studies at Université Laval.
Seventeen hours on the road with nothing for company but the trees, smaller and smaller, the lakes, more
and more numerous, and the solitude. Finally, coming
around a curve, a sign: "Chisasibi”. I had been dreaming of this moment for years and preparing for it for a
year and a half. To go see for myself these people we
call First Nations, who live so close to us, and of whom
we seem to know so little. To go see how occupational
therapy is practiced there and what role it plays in
the lives of the Cree people. Above all, to make a journey of discovery in my future profession in another
culture and to shake up my prejudices.

Working with the Cree
I arrived in Chisasibi, one of nine Cree communities in
Quebec, located on the banks of the river La Grande, a
few kilometres from the shores of James Bay. My
placement was for six weeks working with the team
of the Multi Services Day Center (MSDC), made up for
a psychoeducator, an occupational therapist, two
rehabilitation monitors, two educational monitors, a
social worker, the centre director and support staff.
The occupational therapy services in Chisasibi
had similarities with other occupational therapy
services in outlying regions of Canada. The services
included, for example, adaptations to the physical
environment, day programs for seniors and for individuals with intellectual disabilities and follow-up for
children with various developmental problems.
On the other hand, in Chisasibi, the cultural
references were very different and required adjustments in the way I practiced. The first word I learned
was "adaptation”. For example, when preparing an
activity on cognitive skills and memory, I realized that
it was completely pointless to talk about New Year's
Eve or the two world wars. I had to ask people to
gather herbs with a characteristic smell, to find photos of the old village that existed before the reserves
were established and I had to ask a lot of questions.
"Adaptation" too because as professionals from
the south we had to accept working according to the

Cree way of life. In fact, the Cree independently manage their health system. I was sometimes surprised
by certain ways of doing things. For example, how
time was managed and how colleagues communicated with each other. I learned to respect these ways of
working and recognized my own limitations.

“I realized that it was completely pointless to talk about
New Year's Eve or the two world wars.”

I also came to understand a little better what
the word "listen" means. Since Cree is mainly an oral
language and each person can write or pronounce a
word differently, it is not always easy to learn the
basics in order to communicate. In addition, nonverbal communication is very meaningful among the
Cree and many things are unspoken; therefore you to
have not only listen, but also carefully observe in
order to understand.
I worked with a girl about ten years old who
presented a general motor delay. Her mother was

read full colour version @ www.caot.ca
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frequently present during interventions,
and informed me about certain situations
that she found difficult with her daughter.
Full of good intentions, I tried to give her
advice. I realized after a few meetings
that she was not reassured and that I
could not always have ready-made solutions for every situation. A nice lesson in
humility! I then decided to quite simply
listen to her. It was from that moment on
that a trusting relationship developed. I
understood that listening forms the basis
for a successful and meaningful therapeutic relationship, and that accepting our
limitations makes us more human. I also
realized that the "client" of the client-centred approach is not always who we think
it is at first glance. In this case, it was as
much the mother as the girl, and I had to
adapt my interventions accordingly.
Chisasibi is 3500 individuals crowded into houses, children running around
everywhere at all times, a blue sky that
goes on forever, the northern lights, and
the commercial centre that has become
the meeting place for the whole community. It is dirt roads, where it's an adventure trying to drive a car, much less a
wheelchair!
After Chisasibi I was off to Waswanipi and
Mistissini, two communities located inland where I
would spend the last two weeks. I accompanied an
occupational therapist who was going to the different communities for a wheelchair clinic. I met many
people, from children to the elderly, and we responded to the many needs that were presented; wheelchair and control adjustments, residential adaptations, recommendations for technical aids, and teaching of energy-saving techniques. I learned through
this experience the importance the Cree place on
respect for the elders and for the deceased, as well as
the importance of the family.

Life on the reserve
I was always surprised by the good humour of the
Cree and by their sense of community. A volleyball
match can be hard to finish because everyone gets
the giggles and nobody can control their movements
anymore! But little by little, by talking with my supervisor, my Cree colleagues and other individuals, I
started to have a little more understanding for life in
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this community. That the boarding schools had left
scars. That the 1975 agreement1 gave them economic
advantages, but required them to live on reserves and
took away part of their territory and some of their
ability to control their lives. That problems of drug
addiction, violence and psychological distress are not
unrelated to all these changes. And, finally, that this
community is searching for itself and is wondering
what its place is between their traditions, which they
know less and less, and the Western way of life, which
is not really theirs. This observation, which is probably
incomplete, made it possible for me to get a new perspective on the people with whom and for whom I was
working, and to understand that I am sometimes powerless. It is here that the notion of providing encouragement and inspiring hope takes on its full meaning.

My memories
This voyage was coloured by many memorable experiences. I ate rabbit, beaver, goose and bannock (a
1 The James Bay and Northern Quebec Agreement, signed in 1975 after plans
were made to build huge hydro-electric projects.

kind of bread). I could be freezing in the morning and
getting a sunburn the same afternoon. I was invited,
officially or not, to all events in the community.
At another level, I gained a better understanding of occupational therapy with and for the Cree
people. I left with a new comprehension of these
neighbours who are part of our history. After reading
about the Cree concepts of health, I see promising
possibilities for collaboration between occupational
therapists and the Cree people.
Judge for yourselves: "According to Cree culture,
the human being has four dimensions: spirit, body,
mind and heart. At the centre of these dimensions
resides the soul. Health is the result of balance
among the four concepts, and it is therefore in all
these spheres that action must be taken to maintain
or improve one's health." 2
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2Cree Board of Health and Social Services of James Bay (2004) Multi Services
Day Center: Program Description

International Connections
Sandra Bressler

The following message was received by the CAOT
Professional Education Manager, Janet Craik, by email
and is being reprinted with the author’s permission:
Subject: Profile of Occupational Therapy Practice in
Canada, 2007
Hello my name is Robert Pereira and I am an
Australian trained occupational therapist currently
working voluntarily in Chile, South America.
The main purpose of this email is to congratulate
the CAOT on the above named publication (Profile of
Occupational Therapy, 2007). I was invited to perform
the inaugural lecture to first year occupational therapy students at the Universidad Australde Chile in
Valdivia, Southern Chile and in preparation of the lecture, I came across this publication and found it clear,
concise, professional, and above all, a great example of
how Canada is leading the way towards promoting
client-centred practice at the micro- and macro-levels
of the community.
I presented this profile to the students and staff

and they really enjoyed the profile and understood it.
As my paper focused on extended scope practice and
what the future may hold for these students, the profile fit in well with this discussion
As a therapist trained at Deakin University in
Geelong, Australia which was founded by Dr Ann
Wilcock, our training focused on the Canadian models
of practice which I personally consider to be the vanguard of the profession and apply on a daily basis.
So thank you once again to the CAOT. I hope that
this message is passed on to demonstrate that the
work that you do echoes to many corners of the world
as cutting edge.
Yours sincerely,
Robert B. Pereira BOccThy (Hons), CertLang, AccOT,
MOTA Accredited Occupational Therapist

To find out more about the Profile of Occupational
Therapy in Canada, 2007, visit the CAOT website.

read full colour version @ www.caot.ca
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Update from the COTF
Upcoming Competitions
September 30, 2008:
***New Scholarship - Community Rehab OT
Scholarship (1 x $5,000)
***New Award - Francis and Associates Education
Award (1 x $1,000)
***New Award - COTF Future Scholar Award (Please
e-mail skamble@cotfcanada.org if your academic
institution is interested in this award.)
COTF Master's (2 x $1,500)
COTF Doctoral (2 x $3,000)
Thelma Cardwell (1 x $2,000)
Goldwin Howland (1 x $2,000)
Invacare Master's Scholarship (1 x $2,000)
Janice Hines Memorial Award (1 x $1,000)
For details and updates to the program application
forms, see the Awards section at
http://www.cotfcanada.org.

COTF’s 25th Anniversary!
COTF will be hosting a gala on November 7, 2008 in
Toronto at the Delta Chelsea Hotel to mark the 25th
anniversary of its beginning on May 17, 1983! The
event will be held after the Leadership Summit, in
which CAOT is a partner. Everyone is encouraged to
participate to support research and scholarship
funding for occupational therapy in Canada.

Remember to Update Your COTF
Contact Information
COTF would greatly appreciate it if you would
inform Sandra Wittenberg of any changes to your
COTF contact information. Sandra can be reached at
swittenberg@cotfcanada.org or 1-800-434-2268
x226.
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Your support counts!
COTF sincerely thanks the following individuals, companies and organizations for their generous support
during the period of December 1, 2007 to January 31,
2008. For those whose names do not appear in this
listing, please see the next issue of OT Now.
Sue Baptiste
Lisa Barthelette
Jeff Boniface
Jane Bowman
Deb Cameron
Donna Campbell
Anne Carswell
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Marilyn Green
Mary Clark Green
Sandy Daughen
Johanne Desrosiers
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Margaret Friesen
Karen Goldenberg
Susan Harvey
Andrea Hilson
Paramjit Kalkat
Lori Letts
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1 anonymous donor

CAOT endorsed courses
CAOT LEARNING SERVICES
WORKSHOPS
Rehabilitation in the Context of
HIV: An Interprofessional
Course for Occupational
Therapists, Physiotherapists,
Speech-Language Pathologists
and Audiologists
Dates: September 25-26, 2008
Location: Ottawa, Ontario
Contact: Education Administrator
at education@caot.ca
Tel no: 1-800-434-2268 x 231

Primary Health Care Leadership
Summit: It’s All About Access
Hosted by the Canadian
Association of Occupational
Therapists, the Canadian
Physiotherapy Association and the
Canadian Association of SpeechLanguage Pathologists and
Audiologists
November 6-7, 2008 Toronto, ON
Contact: Education Administrator
at education@caot.ca
Tel no: 1-800-434-2268 x 231

CAOT LEARNING SERVICES
WEB-BASED WORKSHOP
Enabling Occupation II Webinar
CAOT is proud to offer a webinar
introducing the latest set of occupational therapy guidelines entitled,
Enabling Occupation II: Advancing an
Occupational Therapy Vision for
Health,Well-being and Justice
through Occupation. It includes
descriptions of three of the new
models; the Canadian Model of
Occupation Performance and
Engagement (CMOP-E), The Canadian
Model of Client-Centred Enablement
(CMCE) and the Canadian Practice
Process Framework (CPPF) are presented as well as the book’s outline
and production process.
View the webinar at www.caot.ca/
periodicals and publications/

Enabling Occupation/Enabling
Occupation II Webinar

CAOT ENDORSED COURSES
Dalhousie University, School of
Occupational Therapy and the
International AMPS Project
2008 International AMPS
Symposium
Measuring, Planning, and
Implementing Occupation-based
Programs
July 30-August 1, 2008
Contact: Pauline Fitzgerald at
p.fitzgerald@dal.ca
902-494-6351
Evaluation and Treatment of Visual
Perceptual Dysfunction in Adult
Brain Injury (PT1).
September 5-6, 2008
Contact: Terry Lamont at
admin@mindworksgroup.ca
705-741-3121

MYOFASCIAL RELEASE SEMINARS
Cervical-Thoracic Myofascial
Release
Myofascial Mobilization
Myofascial Release I
Myofascial Release II
Fascial-Pelvis Myofascial Release
Myofascial Unwinding
Pediatric Myofascial Release
2 or 3 day Seminars in various locations
Offered between October 2007 and
July 2008
Instructor: John F. Barnes, PT
Contact: Sandra C. Levengood
222 West Lancaster Avenue, Paoli,
PA 19301. E-mail:
paoli@myofacialrelease.com
Web site:
www.myofascialrelease.com

WEB-BASED DISTANCE
EDUCATION
UNIVERSITY OF BRITISH COLUMBIA AND MCMASTER UNIVERSITY
POST PROFESSIONAL GRADUATE

For more information about
CAOT endorsement, e-mail
education@caot.ca or
Tel. (800) 434-2268, ext. 231
PROGRAMS IN REHABILITATION
SCIENCES
Courses offered twice a year in
September to December & January
to April.
Courses: Evaluating Sources of
Evidence, Reasoning, Measurement,
Developing Effective Programs,
Facilitating Learning in Rehab
Contexts.
Graduate certificate is granted
after completion of 5 courses. These
courses can be applied to Master's
programs at each university, if the
candidate is eligible.
Contact: info@mrsc.ubc.ca or
tryssen@mcmaster.ca
Tel: 604-822-7050
Websites: http://www.mrsc.ubc.ca
or www.fhs.mcmaster.ca/rehab/

Dalhousie University Series
Evidenced-Base Practice (5041)
Community Development for
Occupational Therapists(5042)
Advanced Studies on Enabling
Occupation(5010)
Advanced Qualitative Data
Analysis (6502)
Contact: Pauline Fitzgerald
Tel: (902) 494-6351
E-mail: p.fitzgerald@dal.ca

McGill University
School of Physical and
Occupational Therapy
Graduate Certificate in
Assessing Driving Capabilities
*POTH-673 Screening for at Risk
Drivers (winter);
*POTH-674 Assessing Driving Ability
(summer);
*POTH-675 Driving Assessment
Practicum (fall)
*POTH-677 Retraining Driver Skills
(summer/fall).
Tel.: (514) 398-3910
E-mail: admissionsmcgill.ca
Website: http://www.mcgill.ca

read full colour version @ www.caot.ca
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