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Call for Papers

Special Issue - September, 2010 Occupational Therapy Now
Community mobility, driving, and occupational therapy
Guest Editor:
Brenda Vrkljan, O.T. Reg., PhD
School Rehabilitation Science, McMaster University
We are looking for papers that:
• Describe the role of occupational therapists in community mobility and driving across Canada
•Consider how occupational therapists address concerns related to community mobility and driving, including how they approach assessment,
intervention, and health promotion:
- Across client populations (e.g., innovative approaches to alternative transportation)
- Across age groups
- Across practice settings (e.g., urban, rural, hospital, community)
- What’s working and what isn’t? Where should occupational therapists focus their efforts?
• Examine what the research tells us about community mobility and driving with regard to our clients
Deadline for submission: April 1st, 2010
If you have a question, or an idea for a paper, please contact:
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Everyday stories . . .
profiles of your CAOT colleagues
M. Shone Joos, OT Reg(Ont)

Family life:

I am a part-time stay-at-home Mom to my five year old
daughter, Erin. At the time of writing this, I am expecting
my second child with my husband Nathan in September,
2009.

Education:

After learning about occupational therapy through a
career survey in high school at the age of 16, I knew it
was the job for me. I applied for volunteer jobs in the
occupational therapy department at a paediatric rehabilitation centre and fell in love. I became determined to
get my grades up to attend the University of Toronto and
become an occupational therapist. My dream became
a reality thanks to Kay Hunter-Davis who was my study
partner in crime! I graduated in 1994 from a four year
degree program at the University of Toronto. I decided
to pursue my Master’s degree the following September.
I began the Master’s in Science program at the Institute of Science at the University of Toronto where I did
a research Master’s with a focus on visual attention
and visual perception in children with spina bifida and
shunted hydrocephalus.

Career path as an occupational therapist:

I began my career as a research occupational therapist at Bloorview Kids Rehab in Toronto doing exciting
research with Patty Rigby, who quickly became my
mentor. I later accepted a part time position in the
Integrated Education and Therapy Program at the onsite school, followed by community work with the COTA
in Toronto, where I worked with families and children in
their homes and schools.
I quickly found that my passion was working with
students and new graduates and was fortunate
enough to become one of COTA’s Training and Development Specialists. Training new staff and helping guide
occupational therapy graduates just out of school was
a challenging and rewarding experience.

teaching at the University of Toronto for the past three
years, where I teach first year students documentation,
learning objectives, and learning styles.

Awards/Certificates

In 2005, I completed a Stepping Stones certificate
program at the Centre for Faculty Development, Faculty
of Medicine, University of Toronto, which taught me
valuable skills in how to be a more effective teacher. In
June 2007, I received the University of Toronto Community Teaching Award, awarded for overall outstanding
contribution to occupational therapy education, and
most recently I received a CAOT Award of Appreciation
at the 2009 Annual Conference in Ottawa.

Hobbies/Interests

In my personal life, I enjoy camping with my family
during the summer months, especially kayaking in
northern Ontario. I also enjoy a variety of hand crafts
and am currently learning needle felting to make small
toys for my children.

Editor’s Note: Shone played a significant role in the

development of the CAOT publication You, Me and My
OT. Shone liaised with the author, Paulette Bourgeois,
to enable Paulette to capture a clear understanding of
what it is occupational therapists do when they work
with children.

Current role:

After leaving my position at COTA to start a family, I
later returned to work for REACH Therapy, a paediatric
private practice, which was home to some of my biggest
mentors (Nancy Pollock, Deb Cameron, Deb Stewart, and
Sandi Sahagian Whalen). I have also enjoyed the role of

Editor’s note:
Shone, Nathan and daughter Erin welcomed Patricia to their
family on September 26th, 2009. Congratulations!
read full colour version @ www.caot.ca
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What’s on-line
New journals available on-line to CAOT members at www.caot.ca!

CAOT is pleased to provide its members with access to the Journal of Occupational Science. Access to
this journal is in addition to journals already available to CAOT members;
the British Journal of Occupational Therapy and the Cochrane Collaboration.

Webinars

CAOT is pleased to offer our members two webinars available at www.caot.ca

1) Canadian Framework for Ethical Occupational Therapy Practice: A self-study webinar
2) Enabling Occupation II

What’s new
Creating an Agenda for Occupational Therapy’s Contribution to Collaborative Chronic
Disease Research
Submitted by: Lori Letts

Managing chronic diseases is a growing area of health care, and an area in which occupational therapists make
important contributions. Research is needed to support interprofessional chronic disease care. CAOT in partnership with Lori Letts and Carri Hand at McMaster University received funding from the Canadian Institutes of Health
Research to bring stakeholders together to create an agenda for occupational therapy’s contribution to collaborative
chronic disease research.
Two major activities were undertaken as part of this project. First, a scoping review was conducted to summarize
existing evidence about occupational therapy and chronic disease. Second, an agenda-setting meeting was held in
March 2009 which brought together 16 stakeholders, including researchers ((occupational therapy and non-occupational therapy), occupational therapy clinicians, chronic disease organizations, associations and research funders.
Seven priority themes (with accompanying research questions) were generated at the meeting including:
1. Primary care
2. Role of occupational therapy in chronic disease management
3. Social engagement, participation and occupational performance outcomes
4. Management across the continuum of care, life, and disease course
5. Population-based interventions
6. Addressing co-morbidities
7. Social inequities focus
After the meeting, the discussions were synthesized into a model that depicts the methods, settings, clients, foci of
research, outcomes, and knowledge translation. This model and the research themes were shared as a poster at the
June 2009 CAOT Conference. Further validation of the priority themes will be undertaken this fall through an online survey of CAOT members.
More information about the meeting and its outcomes are posted at www.caot.ca. We hope that CAOT members
will be able to use the priorities to support their own research and practice. CAOT also plans to use the themes to
demonstrate the need for occupational therapists in chronic disease care and research.
4

occupational therapy now volume 11.6

Making strokes to taking notes:
A clinical practice guideline for
written productivity

Watch Your Practice

Column Editor: Sandra Hobson

Tanya Glencross-Eimantas, Stephanie Ballay, Pamela Breese, Ana-Maria Isihi, Shabnam Mamujee,
Lucia Pulciani, and Krista Shillum.

Shane is a nine-year-old student with a diagnosis of
cerebral palsy with upper extremity involvement. He has
been the recipient of occupational therapy service since
preschool and is presently being seen at his school for
fine motor development, self-care, and safety. Shane’s
current written productivity goals relate to letter formation, placement, and size.
What would your assessment and intervention with
Shane look like? How would your colleagues approach
assessment and intervention? How do you ensure
best practice and uniformity of client services among
clients?
These were the challenges faced by occupational
therapists working at our children’s treatment centre,
ErinoakKids. Consequently, clinicians at ErinoakKids
undertook a project to establish best practice with
their particular client population resulting in a clinical
practice guideline (CPG) for written productivity. This
paper presents the process the authors employed to
define best practice within their context and the resulting provisional CPG.

Background and history

ErinoakKids is a children’s treatment centre serving a
diverse group of children with physical, communication, and developmental challenges and their families
over a large geographic region in southern Ontario.
These children often have difficulty engaging in written productivity and may not achieve what would be
traditionally considered functional written productivity. Handwriting is a key skill contributing to school
success and is considered one of the principal occupations of elementary school-aged children since children
participate in paper- pencil tasks more frequently than
manipulative tasks during the school day (Amundson,
1992; McHale & Cermak, 1992). Almost exclusively, the
literature focuses on children who follow a normal
developmental trajectory, with limited information to
inform the practice of occupational therapists working
with children who have a developmental delay from a
variety of etiologies.
Rappolt (2003) has proposed a model of professional

expertise in clinical decision making which recognizes
the importance of professional expertise in the evidence based practice process. Typically, ErinoakKids
therapists were relying on individual clinical experience and expertise in written productivity due to a lack
of specific literature to inform practice. Knowledge and
expertise needed to be consolidated to establish best
practice and uniformity of client service among staff. A
CPG was felt to be the most effective way of consolidating clinical practice for assessment and treatment of written
About the authors –
The authors are all ocproductivity for this clinical
cupational therapists
population (Ilott, Rick, Patterson,
in the Child and Youth
Turgoose, & Lacey, 2006).

CPG Development

Rehabilitation Program,
School Age Service at
ErinoakKids in Brampton,
Ontario

The CPG development process
started with consolidating our
practice knowledge by examining Tanya Glencross-Eimantas BSc, OT Reg (Ont),
and discussing our clinical deciis the Occupational
sion making process for written
Therapy Professional
productivity. Seven ErinoakKids
Practice Leader and can
be reached at teimantas@
clinicians were initially asked
erinoakkids.ca
the following questions: What
Stephanie Ballay, MSc
is done, what is assessed, how is
OT, OT Reg(Ont), sbalit assessed, and what intervenlay@erinoakkids.ca;
tions are used. These questions
Pamela Breese, M.Cl.Sc.
OT Reg(Ont), pbreese@
identified a number of client
erinoakkids.ca;
performance issues which were
Ana Maria Isihi, BSc (OT),
fundamental in prompting
OT Reg (Ont), amisihi@
clinicians to focus on particular
erinoakkids.ca;
components of written producShabnam Mamujee, BSc
tivity and consequently guiding
(OT), OT Reg (Ont), smamujee@erinoakkids.ca;
the therapist’s choice of assessLucia Pulciani, BSc(OT),
ment and intervention. These
OT Reg (Ont), lpulciani@
performance issues formed the
erinoakkids.ca; and
foundation of the preliminary
Krista Shillum, MScOT,
CPG. It was a visual representaOT Reg (Ont), kshillum@
erinoakkids.ca
tion of the key performance issues, in a developmental progression, illustrating basic clinical decision making for each
performance issue. Additionally, the group identified
typical assessment and intervention protocols used by
read full colour version @ www.caot.ca
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Clinical Practice Guideline

clinicians for each performance issue.
Once the preliminary CPG was developed, an initial
literature review was conducted to determine the
current body of knowledge relative to the specific
performance issues identified as fundamental to the
clinician’s decision making. Next, a survey was distributed to the remaining school aged staff and students
on placements at ErinoakKids to obtain feedback about
the preliminary CPG/decision making model from a
larger sample. Furthermore, a series of retrospective
chart audits were completed to triangulate the data
and answer the questions; do the clinicians practice
as they say they do and did the client’s path actually
follow the preliminary outline of the CPG? Additionally,
a prospective survey was completed using new referrals to determine if the CPG was effective in describing
therapist’s actions. To conclude, the literature was once
again reviewed to determine if the preliminary CPG
was conceptually supported by the evidence. Revisions
and additions were then made to finalize the CPG.

The consensus process revealed that; 1) this client
population often follows a fairly typical developmental
trajectory just at a different rate and with different end
points; 2) all of the therapists tended to follow a developmental model of skill acquisition; 3) progression of
written productivity can be non-linear, but conceptually clinicians related best to a linear representation.
Although the resulting CPG (see Figure 1) visually represents the typical development of written productivity, it
focuses on a number of performance areas which form
the basis of client goals for our population. It also represents the therapist’s decision-making process when
addressing written productivity. The entry point to the
CPG is the referral for occupational therapy service.
Once goals are accomplished in one performance area,
the therapist is led to the next performance area. At
each performance area the therapist assesses, assimilates information into occupational performance goals,

Figure 1

Clinical Practice Guidelines for Written Productivity
Monitor posture
and cognitive
level throughout

Child referred to OT for fine-motor/pre-printing/printing

Postural/Upper
extremity control?

YES

Hand dominance
Age 5-7

YES

Functional pencil
grasp?
Age 4-9

YES

Pre-printing?
Age 4-8

NO

NO

NO

NO

Assessment

Assessment

Assessment

Assessment

Intervention

Intervention

Intervention

YES

Intervention

Letter
recognition?
Age 5-8

Letter
formation?
Age 6-10

NO

NO

Assessment

Assessment

YES

Proper.....
placement, spacing
& speed
Age 6-12
NO

Assessment
Reassessment

Reassessment

Reassessment

Reassessment

Consultation with
school staff

Intervention
Intervention

Goal not
accomplished
Goal
accomplished

Goal not
accomplished

Goal not
accomplished
Goal
accomplished

Goal not
accomplished

Goal
accomplished

Reassessment
Goal
accomplished

Reassessment
Goal not
accomplished

Goal
accomplished

Increase use of
keyboarding / possible referral to
AAC clinic

Parallelograms = occupational performance area
		
Diamonds = a decision point - either assessment or reassessment
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YES

Boxes = intervention
Ovals = outcomes

Goal not
accomplished

Poosibly progress to
cursive writing or keyboarding
or AAC clinic

Goal
accomplished

Discharge

and intervenes to change the client’s performance in
a constant feedback loop. Although the performance
areas follow a linear developmental pattern, clinicians
may often be working on several different performance
areas at the same time. A therapist may return to a
performance area when the child and/or the environmental circumstances are ready to address that area.
This dynamic process of assessing, providing intervention, reassessing and outcome evaluation within an environmental context are consistent with the Canadian
Practice Process Framework (Craik, Davis, & Polatajko,
2007).
The CPG permits an exit at any point based on client
progress, occupational therapy assessment findings, or
environmental factors which cannot support progress in an area of performance (Craik et al, 2007). For
example, the therapist may recognize that dysfunction
may be more appropriately and effectively addressed
by increasing the client’s keyboarding skills and/or
referring them to an augmentative and alternative
communication clinic for writing needs thus exiting
from the CPG.
Age ranges are provided for each performance area,
with the exception of postural control. The lower age

indicates when, based on the literature, an occupational therapist should start to expect a particular skill area
to emerge. If a child has not made gains in a particular
performance area and has reached the upper age limit,
then one may consider discontinuing treatment on
that particular goal. If the child is making slow progress, intervention could continue. Postural control is
represented differently in the CPG because it is considered to be an ongoing performance issue to be monitored at all points on the CPG (Parush, Levanon-Erez,
Weintraub, 1998; Chu, 1997). The literature indicates
that dysfunction in postural control can be addressed
over a lifetime (Sugden, 1992).

The Matrices

A matrix is a tool to expand on information from the
CPG. It describes problem areas, assessment, intervention, maintenance, and transition from each performance area (See Figure 2 for an example of a matrix).
While this CPG demonstrates both a child’s developmental process and a therapist’s clinical decisionmaking process, it does not tell therapists what to do or
how to proceed. Consequently, matrices were developed to provide guidelines for each problem area.

Figure 2. An example of a pencil grasp matrix.

Performance
Area
Pencil Grasp

Problem(s)

Assessment

Poor upper
extremity stability

Hand Skills
Erdhardt Developmental Prehension
Assessment
(Erdhardt, 1984)

Observation of
graphomotor
difficulties - due to
less mature grip

Observations of
Hand Skills of the
K &1 Child (Benbow,
Hanft, & Marsh, 1992)

Poor propioceptivekinesthetic awareness

Schneck & Henderson’s Developmental
Grip Scale (Schneck
& Henderson, 1990)

Poor postural
stability

Limitations in range
of motion and and/ Fine Motor and
Grasping Skills
or strength
PDMS-2 (Folio &
Fewell, 2000)
Poorly developed
intrinsic muscles
Exner (Exner, 1992)
Poor in-hand
manipulation skills Other
Miller Assessment
for Preschoolers
(Miller, 1988)

Intervention

Maintenance

Home/school program
Neuromuscular
Approach
Postural Preparation Practice
ex. weight bearing,
rocking, animal walks Parent & teacher
education
Sensorimotor
Approach
Alternative positions
ex. prone, standing
etc.

Transition
Functional pencil
grasp is developed with either
compensation or
remediation
(less than or at
the age of nine)

Use of various media
ex. applying lotion to
preferred hand
Biomechanical
Approach
Strengthening
(supinator, wrist
extensors, intrinsics)
Ergonomic Approach
Seating
Pencil Grip
Vertical Surface

read full colour version @ www.caot.ca

7

The first two columns of the matrix, Problems and
Assessment, have a fluid relationship. An observed
problem can lead the therapist to assess the area more
fully and conversely, problems are identified by assessment. Each matrix lists various assessments and intervention strategies from which a therapist may select,
based on his/her clinical reasoning. The assessments
inventoried include those which were mentioned in
the literature as well as those which are typically used
at our centre.
The maintenance column describes the strategies
that reinforce the intervention. Finally, the transition
column assists therapists in deciding to move to the
next performance area or when to discontinue the
goal. Occupational therapists often struggle with
when to discontinue working on a goal and this section
helps to support the therapist’s decision.
The objectives of this paper were to provide other
clinicians with a clinically relevant tool which may assist them in their practice and to review the process we
used to develop this guideline. The CPG has helped to
ensure best practice and consistency in service delivery
for our clients with difficulties in written productivity.
The ErinoakKids occupational therapists will continue
to ensure that the CPG remains reflective of best
practice in this area. It has been shared with other
children’s rehabilitation centres and it is hoped that
readers will be inspired to create CPGs for common
performance issues in their clinical practice.

Acknowledgement:

The authors gratefully acknowledge the input of colleagues and students who provided feedback in the
development of this CPG.
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Universal design for learning: A novel perspective on
school-based services
Lisa Klinger, Wenonah Campbell, and Jodi Knight
School-based occupational therapy services are typically provided using one-to-one direct service, consultation, or a blend of both approaches (Case-Smith
& Cable, 1996). Each approach has advantages and
limitations. Direct service addresses a child’s identified, specific needs and results in gains over the course
of treatment. However, intervention occurs outside
the classroom and may not
About the authors –
generalize to other contexts, is
Lisa Klinger, MSc OT, OT
time-consuming, and is potenReg (Ont), is a Lecturer
tially stigmatizing (Case-Smith &
in the School of OccuCable). Consultative approaches
pational Therapy at the
ideally result in teachers, eduUniversity of Western
cational assistants, and parents
Ontario.
Wenonah N. Campbell,
acquiring strategies to assist
Ph.D., is a recent graduate
a child in meeting classroom
of the Doctoral Program
expectations. Yet educators often
in Rehabilitation Scireport having insufficient time
ences at the University
to carry out such strategies and
of Western Ontario. She
is currently completing a
express concerns that even the
post-doctoral fellowship
strategies implemented may not
at McMaster University in
be delivered as envisioned by the
Hamilton, Ontario.
therapist (Bayona, McDougall,
Jodi Knight, B.A., B.Ed.,
Tucker, Nichols, & Mandich, 2006).
B.Sc(O.T.) OT Reg (Ont) is
Regardless of therapy approach,
an occupational therapist
at ParaMed Home Healthfinancial constraints placed on
Care in London, Ontario.
services have resulted in reduced
number of occupational therapy
visits, increased wait times, and fewer opportunities
for communication among therapists, educators, and
parents (Bayona et al.; Case-Smith & Cable; Wehrmann,
Chiu, Reid, & Sinclair, 2006).
In addition to the aforementioned challenges,
school-based therapists also recognize that therapy
services remain secondary to the main goal of educating the child (Case-Smith & Cable, 1996). This presents
a dilemma given current approaches to service delivery.
Specifically, both direct and consultative approaches
may restrict therapists from developing strong working
relationships with educators and from fully integrating into a school’s environment. Therapists are often
viewed as outsiders, looking in on the system, removed
from the day-to-day stresses faced by teachers and the
challenges inherent in dealing with classroom issues.
For educators, therapy remains an add-on, perhaps

even a distraction, divorced from the primary responsibility of delivering the curriculum.
Irrespective of these tensions, legislative change and
disability rights advocacy mean that the classroom is
becoming increasingly inclusive. Teachers routinely
address the needs of children with sensorimotor problems, cognitive-perceptual deficits, physical disabilities,
“Specifically, both direct and consultative approaches may
restrict therapists from developing strong working relationships with educators and from fully integrating into a
school’s environment.”
behavioural issues, or combinations of these disorders
within the regular classroom (Bagnato, Blair, Slater, McNally, Mathews, & Minzenberg, 2004). The challenge to
instruct not only children with exceptionalities but also

those who have average or advanced learning needs
within a typical classroom is immense.
Given these fracture lines, an approach to therapy
using a universal design for learning (UDL) model is
worth considering. UDL has the potential to meet the
needs of children referred for therapy in a way that is
non-segregating and thus non-stigmatizing. UDL can
be integrated into regular classroom activities, thereby
allowing individuation and the ‘just-right-challenge’
for every child to learn curricular material (Meyer &
Rose, 2000). The role of the therapist becomes one of
identifying the ‘just-right challenge’ for a referred child
while also working with teachers to understand how
UDL may be adapted to benefit other children in the

read full colour version @ www.caot.ca
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Figure 1. Guiding principles of the universal design for l earning approach (adapted from CAST, 2009).

Give children
multiple ways to
acquire
information

Teach
Provide children with
alternatives for
demonstrating what
they know

Evaluate
Motivate

Like the controls on a
stereo system, each
dimension can
be adjusted up or
down to match
individual ability levels
and preferences.

Engage children by
oﬀering choices and
appropriate levels of
challenge
classroom, including children who do not meet the
conventional criteria for services but nonetheless are of
concern to parents and educators.

What is universal design for learning?

UDL is an approach to curriculum and instruction
design that expanded from the universal design movement in architecture. Just as architects recognize that it
is more efficient to design buildings to be fully accessible from the outset rather than to renovate them afterthe-fact, educators consider it more efficient to build
flexibility into the curriculum rather than developing
static material that must be modified on an ad-hoc basis for individual students. Although UDL is sometimes
described metaphorically as ‘curb cuts’ in the classroom (Hitchcock, Meyer, Rose, & Jackson, 2002), it is not
intended to be a ’one-size-fits-all’ approach. Rather, UDL
presents alternatives for how children achieve educa-

tional standards and enables learners who differ widely
in their physical, cognitive, behavioural, and communicative abilities to fully engage in the regular curriculum
(Orkwis & McLane, 1998). In so doing, it minimizes the
need for individual accommodations or remediation
(Hitchcock, 2001).
The flexibility inherent in a UDL approach is achieved
via technology, including digital books, word prediction
software, text-to-speech software, graphic organizers,
and word processing programs, just to name a few
(Hitchcock et al., 2002). Once such flexible educational
tools are in position, it is easier to consider how a child’s
academic functioning may be affected by the interaction
among the format of academic materials, the teacher’s
instructional style, and the child’s own learning style.
Accordingly, Figure 1 illustrates how a UDL approach
involves setting educational goals that provide an appropriate challenge for each child, delivering curricular
content through multiple and diverse modalities, and
employing evaluation methods that provide a variety of
ways for measuring what the child knows.

How might UDL be of benefit to clinicians?

UDL is an approach that enables the occupational performance of learning via change in the environment.
By adopting an environmental perspective, therapists’
recommendations may apply to multiple students
and have a greater likelihood of implementation in the
classroom (Bayona et al., 2006; Scott, Vitale, & Masten,
1998). Moreover, this approach promotes functional
intervention that is integrated into the child’s overall
10
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educational plan, a feature highly valued by therapists
and teachers alike (Case-Smith & Cable, 1996). UDL
thus provides a different perspective from which to
“By adopting an environmental perspective, therapists’ recommendations may apply to multiple students and have
a greater likelihood of implementation in the classroom
(Bayona et al., 2006; Scott, Vitale, & Masten, 1998).”
offer service provision, one that is congruent with the
goals of educators and has the potential to benefit
more children than either the direct or consultative
service delivery models.
UDL is not without its limitations. Clearly, this approach necessitates administrative and funding support, both from payers for therapy services and from
educators. In addition, implementation of UDL requires
allocating sufficient time and training resources ‘up
front’ for the collaborative process to occur. Yet by
adopting a model that is more inclusive and trans-professional, educators and therapists would be positioning themselves to engage in the very type of knowledge exchange that is needed to advance practice.

A hypothetical example of UDL in practice

Tyler is a third grade student who has difficulty organizing ideas, sequencing tasks, and working independently.
His complex hand movements are immature and his
pencil grasp obscures his sight-line to the page. His
printing is legible but poorly formed and he frequently
requires additional time to complete written work.
Recognizing that Tyler is one of several children in
the classroom who have such difficulties, the occupational therapist, teacher, and librarian jointly decide to
incorporate UDL into the literacy centre. The therapist
and teacher select graphic organizer software to help
Tyler organize and plan written work as well as provide
an alternative to printing. One computer is relocated
to the literacy centre for this purpose with the librarian
providing structured opportunities for demonstration
and practice during computer class. Concurrently, the
software is made available for use on the classroom
computer. In order to assist Tyler in mastering cursive
writing at an automatic level, the therapist also institutes a writing program that permits Tyler to focus specifically on letter formation, motor and postural control.
Six months later, Tyler’s teacher reports that while
initially time consuming, the UDL approach is proving to be useful for classroom instruction as well as
individual student use. The graphic organizer software
is incorporated into the interactive whiteboard system
and is being used for several academic subjects. Many

students in the classroom are incorporating strategies
from the software program into the organization and
planning of written assignments. As an added benefit,
the interactive whiteboard system permits Tyler to
improve upper extremity range of motion, wrist extension, and efficient grasp of a writing implement.
The therapist concludes that successful collaboration
with school personnel has addressed the needs of the
client and simultaneously allowed the teacher to incorporate a UDL approach that is appropriate for several
students. This strategy has allowed the therapist to be
more focused during individual sessions because other
aspects of written communication, such as organization of ideas, were supported by UDL. The final outcome, though requiring a greater ‘up front’ investment
of time, ultimately yielded greater effectiveness over
the long-term.

Conclusion

UDL is an innovative, contextually-based approach to
service delivery that has potential to meet the current
challenges associated with school-based occupational
therapy. The key to this approach is its emphasis on creating a learning environment that is flexible enough
to meet the needs of many students in the classroom.
This approach makes sense in an inclusive education environment and is feasible given technological
advancements in the classroom. The UDL approach
requires a substantial investment in professional development and training. As such, it may work best when
therapists are employed by a school board, work closely
within schools, and where electronic teaching tools
have been embraced. The UDL approach offers fertile
testing grounds for empirical validation with regards
to its role in the delivery of school-based occupational
therapy. The door is wide open for innovation, collaboration, and research.

If you are interested in learning more about using UDL as a framework for school-based practice,
please contact Lisa Klinger (lklinger@uwo.ca).
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Who’s new at CAOT
CAOT is pleased to welcome three new staff members to the team:
Cheryl Evans
Communications Coordinator

Cheryl received her education in Nova Scotia, where she obtained a degree in Public Relations from Mount Saint
Vincent University. Upon graduation, Cheryl worked in Communications in the health care setting for a year in Nova
Scotia before moving to New Brunswick. After spending three years in Fredericton, NB, divided between communications work for a private university and the Department of National Defense, Cheryl relocated to Ottawa. Cheryl
has been able to get back into the health care field in Ottawa and enjoyed a one-year contract with the communications department at Bruyère Continuing Care before beginning her position with CAOT in April 2009. Cheryl
currently lives with her boyfriend (Tracey) and their three cats.

Janet Jull
Policy Analyst

Janet’s interests are in knowledge translation, ethics, and government relations. Janet has a Master’s of Science
degree from Dalhousie University and a Bachelor of Science degree in occupational therapy from the University of
Western Ontario. Prior to working with CAOT, Janet worked in range of positions as an occupational therapy administrator, clinician, educator and researcher. Janet lives with her husband and three children in Ottawa.

Maureen Coulthard
Director of Standards

Maureen graduated from the University of Manitoba in 1986 and was recipient of the clinical excellence award. Her
career path has included clinical practice in active rehab (Adult Neuro and Pediatrics), private practice (FCE, RTW,
Ergonomics, Medico-Legal), program development and management in both health and post-secondary education
sectors. She has served on or chaired several committees, program advisory boards, working groups and task forces
on a departmental, regional, provincial and national level. She served on CAOT Board of Directors as Saskatchewan
Board Director, Vice President and Secretary Treasurer over the past ten years. Maureen is currently completing the
final stages of a Master’s in Gerontology at the University of Regina. Her research focus is Caregiver Hardiness and
Perception of Personhood.
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Supporting kindergarten children to be
successful learners
Jill Ball
Kindergarten is a time of exploration and learning.
Children can enjoy imaginative play during centre
time, listen to exciting tales during story-time, make
new creations during craft time, and talk with classmates during snack time. Kindergarten also provides
many children with their first exposure to a structured
learning environment. This time of learning offers children the opportunity to develop
About the author –
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These children may feel frustrated, have difficulty interacting with peers, and struggle to participate in the
daily classroom routine. Unfortunately, not all children
with special education needs have been identified prior
to entering kindergarten. For these children, the early
identification of their learning difficulties is important
(Alberta Education, 2006).

Therapy services are typically offered to children
struggling within the school environment as a responsive measure to help remediate skills or compensate
for decreased ability. By the time children are referred
for therapy services they may have already experienced
failure and frustration as learners. It doesn’t have to be

this way! A group of professionals at Renfrew Educational Services’ Community Services program have
found that children with learning difficulties can be
“However, for some children their first exposure to school
may not be positive. ”
successfully identified at the very beginning of their
school career. The screening program, funded by the
Calgary Catholic School District, has been successful in
identifying children who qualify for additional support
to optimize their learning. Some of these children, who
have not been identified prior to entering the school
setting, have one or more areas of difficulty in the moderate to severe range.
This article describes the experience of those involved in Renfrew Educational Services’ Community
Services program in providing a unique multidisciplinary screening program for kindergarten children,
while providing specific details about the occupational
therapy component.

What is screening?

Screening is described by Peach (1992) as a brief,
low-cost, systematic evaluation of skills and abilities
associated with successful learning in school. Information about screening measures focusing on a child’s
global functioning within the classroom is very limited.
For example, the Denver Developmental Screening Test
(Frankenburg & Dodds, 1967) is a school entry screening
measure administered by public health nurses. Unfortunately Cadman and colleagues (1984) found it to be
an inefficient way to predict which children would have
difficulty functioning in the kindergarten environment.
Another example is the ABLE screening test for prekindergarten children which was developed to predict
concerns about children’s school adjustment and their
subsequent need for support (Barbarin, 2007). It does
not, however, measure actual student performance
within the classroom.
When looking at discipline specific school-based
screening for children, several speech and language
screening measures are described (Nelson, Nygren,
Walker, & Panoscha, 2006; Tomblin et al., 1997). In the
occupational therapy literature, Ahn, Miller, Milberger,
read full colour version @ www.caot.ca
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and Mclntosh (2004) describe a screening process
where parents were surveyed with the Short Sensory
Profile (McIntosh, Miller & Shyu, 1999) to estimate the
prevalence of sensory processing disorders within the
kindergarten population. This screening process was
not used to determine which children required further
assessment, or if they required occupational therapy
services. No specific physical therapy kindergarten
screening tools have been described in the literature.
In summary, no multi-disciplinary screening methods
addressing a child’s functional skills within the kindergarten classroom were found in the literature.

What is the Renfrew Educational Services’
Community Services program?

Over the past eight years, Renfrew Educational Services’
Community Services program has been providing
multi-disciplinary kindergarten screening for the Calgary Catholic School District (CCSD). Our partnership
with the CCSD has three objectives:
1. Early identification of children in kindergarten
who may have special education needs through
screening and assessment,
2. Provision of rehabilitative services to meet those
needs,
3. Building teacher capacity and knowledge in those
areas.
Every child enrolled in kindergarten within the CCSD
is screened at the beginning of the year by a team of
occupational therapists, speech-language pathologists and therapy assistants. In the 2007-2008 school
year all 81 schools (approximately 2900 children)
within the CCSD participated. To begin this process,
a screening schedule is arranged with each school.
Next, an information package outlining the process,
“Every child enrolled in kindergarten within the CCSD is
screened at the beginning of the year by a team of occupational therapists, speech-language pathologists and
therapy assistants.”
along with details of therapy activities, is provided to
each teacher. Teachers inform parents/guardians to
ensure that they are aware and consent to their child’s
participation. Parents/guardians are also made aware
that their child’s participation in the screening process
is voluntary. During screening, children (whose ages
range from 4.4 to 5.7 years) rotate through activities in
small groups, within or outside the classroom setting.
Children complete a specific craft activity with the occupational therapy team, and conversational speech
and language activities with the speech language
14
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pathology team. Although physical therapists are not
present at every screening, they are available to provide
individual screenings of a child’s gross motor skills, at
the request of the teacher, occupational therapist, or
speech-language pathologist.
The occupational therapy screening activity requires
children to cut, glue, draw pre-printing shapes, colour,
“Following the screening activities, the therapists and
therapy assistants meet with the teacher to discuss their
observations. ”
and print their name. Along with fine motor skills,
organizational and attention skills are observed. For
example, therapists note how a child is able to organize
supplies and follow the instructions for a multi-step
activity. Finally, therapists discuss any concerns regarding a child’s sensory, self-care, and social skills with the
teacher.
Following the screening activities, the therapists and
therapy assistants meet with the teacher to discuss
their observations. As a team, they collaborate to determine which children would benefit from standardized assessments. Therapists describe to the teacher
how a child performed in the screening activities and
compare that performance to what is expected for a
child of that specific developmental age. Children are
identified as having “no concerns”, “requiring formal
assessment”, or “needing to be monitored”. Including
the teacher in the decision-making process is essential,
as they know the children best within the kindergarten
setting. We need to ensure that the children’s abilities
and behaviours observed during the screening activity
accurately reflect their daily performance. All children
who participate in the screening activity are given a
letter from the therapy team to take home to their
parents/guardians. This letter indicates that the child
has participated in the screening activity that day, and
identifies if there are “no concerns”, if the child requires
formal assessment, or if the child’s skills will be monitored.
Children identified as those who would benefit from
monitoring are typically children the teacher identifies
as having the potential for natural skill improvement.
For example, if a teacher feels that a child’s skills will
simply improve with more exposure to an activity, the
child is monitored over the next few months. This often
includes children who have not had the opportunity,
or interest, to participate in structured activities with
their peers prior to entering kindergarten. At this point,
strategies may be provided to the teacher to help
develop the child’s skills during existing programming.

A child is recommended for a formal occupational
therapy assessment if the child’s skills do not improve
as a result of classroom participation over the first few
months.

Children identified through screening are
then formally assessed

All of the kindergarten children within the CCSD were
screened between mid-September and mid-October;
formal assessments were completed between midOctober and mid-January.
Based on the screening results in 2007-2008, a total
of 1258 (43%) students were identified as requiring an
assessment by one or more therapy disciplines. This
included 669 (23%) students assessed by occupational
therapists. Formal parental/guardian consent is required for those children requiring individual assessment.
Several standardized occupational therapy assessments are used based upon the area(s) of concern
identified during screening. Following the assessments,
therapists provide a report to the school board. The
school board then determines if children qualify for an
educational learning code based upon therapy assessment scores and the report from therapist(s). Students
who qualify for special education programming are
“Based on the screening results in 2007-2008, a total of
1258 (43%) students were identified as requiring an assessment by one or more therapy disciplines.”
provided with a special education code for the purpose
of reporting data to Alberta Education (Alberta Education, 2008). Kindergarten Consultants and the Alberta
Ministry of Education make the final decision to determine if a child will receive therapy services. Children
identified as needing support are coded at one of two
levels: Mild-Moderate (MM) or Program Unit Funding
(PUF).
Following coding, children receive therapy services
both within and outside the classroom environment.
In the 2007-2008 school year, only 223 (18%) of the students assessed by one or more therapy disciplines were
determined to have “no code” meaning that they did
not qualify for intervention services. Therefore, 82% of
the 1258 students who were identified in the screening
process were deemed eligible for therapy intervention.
Specific to occupational therapy, 100 (15%) students
were determined to have “no code” and 569 (85%)
students assessed by an occupational therapist were
eligible for occupational therapy intervention.
PUF students, who may have severe speech and lan-

guage needs, or moderate needs in more than one area
such as speech and language along with occupational
therapy or physical therapy areas of learning, are sometimes identified prior to entering kindergarten.
In 2007-2008 there were a total of 132 PUF kindergarten students in the CCSD. Eighty-seven (66%) of these
132 PUF students were identified through our screening
program; the remaining 34% had been identified prior
to starting kindergarten. The successful identification
of these children allowed the school board to put supports in place as soon as possible. These supports may
include a teaching assistant within the classroom to
provide daily one-to-one support and regular therapy
in the form of direct student treatment, teacher consultation, and parent workshops.

Therapy intervention following assessment

Following screening and assessment, we provide rehabilitative services for kindergarten children who have
been identified with mild, moderate, or severe delays.
Our occupational therapists provide classroom-based,
small group, and one-to-one treatment sessions based
on student need. Intervention is focused on assisting
the children in meeting their educational goals as outlined in their Individualized Program Plan (IPP). Intervention sessions often involve multi-step craft activities and games which provide children the opportunity
to practice their fine motor, organizational, and attention skills. Strategies and suggestions are also provided
to the teacher to encourage carry-over of skills into
the classroom setting, and to build teacher capacity
and knowledge to further help the children with these
skills. In year-end surveys teachers have commented
that they consistently observe several changes in the
children. The children have improved skills, increased
confidence, and increased self-awareness. They also
demonstrate increased classroom participation and
peer interaction following therapy treatment.
The Renfrew Educational Services’ Community
Services program partnership with the CCSD has been
very positive. The early identification of kindergarten
children requiring therapy services through the unique
multidisciplinary screening program has enabled children to receive the support they require to be successful learners.
It is hoped that by sharing this information with our
colleagues, other kindergarten children may benefit
from early identification of therapy needs as well.
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Interprofessional practice and the role of occupational
therapy in the management of infant feeding issues
Sherna Marcus
Occupational therapists working in the area of paediatrics are often asked to evaluate infants who have
feeding problems. This could include infants who are
taking inadequate volumes, are
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directly as they are the result of
an underlying medical condition and require a medical
intervention before improvement is seen. In these situations, therapists often feel inadequate or helpless as
traditional occupational therapy interventions are not
sufficient to improve the infant’s feeding. It is helpful
for therapists to recognize when an infant’s feeding
issues are due to a cause that is beyond occupational
therapy scope of practice and to see the occupational
therapy role in these cases as one of advocating for the
client with other members of the health care team.
This article describes a model of infant feeding that
explores the underlying causes of poor oral feeding
(see Figure 1). It also highlights which of these issues
occupational therapists can impact directly through
therapy interventions, and which need to be addressed
in conjunction with other members of the healthcare
team. The goal of the model is to help therapists problem solve the underlying causes of poor oral feeding in
infants and to highlight the importance of an interprofessional approach in the management of infant
feeding. The model is also intended to assist therapists’
in recognizing when the cause of an infant’s feeding
issue is beyond occupational therapy scope of practice
so that the focus of intervention can shift to advocating for the client with other members of the health
care team.

The model illustrates the variety of possible causes of
poor oral feeding in infants. A number of these issues
such as impaired oral motor skills; poor coordination
of suck, swallow and breathe; swallowing dysfunction;
and suboptimal behavioural state are addressed by traditional occupational therapy intervention strategies.
These strategies include positioning changes, modifying environmental stimulation and oral sensory input,
altering nipple size and shape, changing the flow rate
or viscosity of liquid, providing external pacing or jaw
and cheek support and so forth.
There are also a number of issues that affect oral
feeding in infants that occupational therapists are
not able to impact directly as they are the result of an
underlying medical condition. In these situations, a
medical intervention or change in the medical condition is required before improvement in the oral feeding
can be expected. These issues include:
Figure 1. Model of infant feeding.
Model of Infant Feeding:
Causes of Poor Oral Feeding

Poor oral
motor skills
Respiratory
issues

Gastrointestinal
issues

Impaired
coordination
suck, swallow
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feeding

Sub-optimal
behavioural
state

Unsafe
swallow/
aspiration

Lack of
hunger

Bold -Interventions that are typically within the scope of
traditional occupational therapy practice
Italic -Interventions that are typically outside the scope of
occupational therapy practice
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tion that the therapist’s intervention should assist
the infant to increase oral intake in order to reduce
tube feedings. Until an infant experiences adequate hunger however, full establishment of oral
feeding is unlikely to be successful. It is necessary
in these cases for the therapist to work closely with
the medical team (physician, dietitian, etc.) so that
the feeding schedule can be modified to stimulate
hunger.

1. Unstable respiratory status: Infants with fast
respiratory rates or increased work of breathing
have difficulty coordinating their suck, swallow
and breathe during bottle feeding. Occupational
therapists utilize many strategies to compensate
for poor suck, swallow, and breathe coordination
in order to help these infants. If, however, an infant
has a very high respiratory rate or is working hard
to breathe, it may not be realistic to expect the infant to manage full oral feeds until the underlying
respiratory condition improves.
2. Gastrointestinal dysfunction: Infants with reflux
or feeding intolerance will often experience pain,
discomfort, nausea, or vomiting with oral feeds.
As a result, these infants often limit their volume
of intake and can present with a lack of interest
or aversion to oral feeding. Until the underlying
gastrointestinal issues are medically managed,
improvement in oral feeding may not be possible.
3. Lack of hunger: Infants who do not experience
hunger, will not do well with oral feeding. This
is often the case with infants who are receiving
supplemental tube feeding. It is often the expecta-
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Although occupational therapy interventions are
often not sufficient to resolve the feeding issues in the
above situations, therapists still have an important
role to play in the management of these infants. The
occupational therapy feeding evaluation can identify
underlying causes of poor oral feeding and this information can then be communicated to the family and
other members of the health care team so that realistic
goals can be set and a comprehensive treatment plan
can be established.
In summary, occupational therapists have an important role to play in the management of feeding issues
in infants. There are a variety of different causes of poor
feeding in infants, some of which can benefit directly
from traditional occupational therapy interventions.
Other causes of poor oral feeding in infants are a result
of a medical condition and require medical management or a change in the medical condition before
improvement is seen. It is important for occupational
therapists to recognize when the required interventions are beyond the occupational therapy scope of
practice so that the role of occupational therapy can
become one of advocating for the patient in establishing realistic goals and planning a comprehensive treatment plan with the family and the rest of the health
care team.

Occupational therapy knowledge base applied in a
school liaison role
Mary-Ellen Kendall and Linda Bolack
As occupational therapists we address the self-care,
productivity, and leisure of our clients. We enable them
to engage in the activities which give their lives meaning and purpose (Canadian Association of Occupational Therapists, 2003). Our professional education
provides the knowledge and skills to work with people
who have challenges in participating in these activities.
These challenges may be physical, cognitive, affective,
or any combination thereof.
The occupational therapy knowledge base in Canada
is heavily influenced by theoretical models such as the
Canadian Model of Occupational Performance and
Engagement (CMOP-E) and the
Model of Human Occupation
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that of an occupational therapist
being employed in a school liaison role with the Pediatric Acquired Brain Injury Community Outreach Program (PABICOP) at Thames Valley
Children’s Centre in London, Ontario.
PABICOP was founded in 1999 as an outreach program for children and adolescents with acquired brain
injuries and their families. It is a consultative program
designed to complement services already available
within each child / adolescent’s community. Relevant
medical, therapy, and psychosocial supports are combined with education and community outreach to
provide comprehensive service delivery. This direct outreach consultation component is a feature that makes
the PABICOP approach unique for pediatric brain injury
services in southwestern Ontario. Community outreach
consultation services include school liaison, occupa-

tional therapy, social work, medicine, and neuropsychology (a psychometrist and a neuropsychologist).
Both the occupational therapist and the psychometrist have a dual role on the team. The occupational therapist / school liaison position is divided into
0.4 FTE for occupational therapy and 0.6 FTE for School
Liaison. The psychometrist / school liaison position is
similarly allocated. Both of these positions are paid
according to the salary grid of their respective clinical
positions (i.e. occupational therapy and psychometry).
The role of occupational therapy in PABICOP is primarily that of assessment and consultation. Consultation about brain injury sequelae and effects on function is provided to families, schools, and community
therapists. On occasion, the occupational therapist may
provide short-term treatment to fill a gap in therapy
services due to long wait lists or ineligibility for services
through existing programs such as the Community
Care Access Centre (CCAC) school health program. For
example, decreased attention, acting out behaviours,
and impaired cognition are common issues for children with acquired brain injury (ABI). These issues may
not fit within the mandate of the CCAC school health
program. In such instances, the PABICOP occupational
therapist is able to assess the child’s function in the
classroom and at home and provide recommendations
to assist the family and school to best meet the needs
of the child.
The main productivity role for clients served by PABICOP is that of student. Successful performance in this
role may be compromised by impairments in necessary
skills resulting from an acquired brain injury. These
impairments may affect the client immediately after
his injury (for example, the high school student who
“The broad based nature of occupational therapy skills and
knowledge may be compatible with employment situations
in which the position is not labeled “occupational therapist”, but in which the occupational therapy knowledge and
skill base is extremely relevant. ”
is unable to remember information presented in class
when he returns to school after a motor vehicle collision). Alternatively, they may not become evident until
years later, as in the case of a child who suffers abusive
read full colour version @ www.caot.ca
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head trauma as an infant who displays no ABI sequelae
until she starts school. In many cases, as the demands
of the student role increase, the impact of impairments
become increasingly problematic (for example, the
student who is able to perform simple mathematical
calculations, but who is unable to use these calculations in the context of a word problem).
Both the CMOP-E and the MOHO involve occupations
being performed within the context of an environment
which influences, and is influenced by, an individual.
The PABICOP school liaisons provide intervention
within the child’s school environment, consulting with
school personnel to suggest environmental changes
that will enhance the student’s performance. The
goal of the school liaisons is to enable the client to
maximize his potential in the student role within the
school environment. This is consistent with the main
role of an occupational therapist, which according to
the Profile of Occupational Therapy Practice in Canada:
is that of “Expert in Enabling Occupation” (Canadian
Association of Occupational Therapists, 2007). According to Enabling Occupation II, enablement is the core
competency of occupational therapy (Townsend &
Polatjko, 2007).
The PABICOP school liaisons perform several other
roles that are also described in the Profile as being roles
of occupational therapists, including those of communicator, collaborator, and change agent (described in
the Profile as advocating on behalf of, and with, clients).
The school liaisons communicate with students, families, and school personnel to provide information about
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brain injury and the impact the child’s ABI may have
on his/her school performance. Collaboration may take
place with a client’s teachers, principal, guidance counselor, and parents to develop an appropriate Individualized Education Plan. Finally, the school liaisons provide
advocacy support for families to obtain appropriate
resources for the child within the school system.
In summary, occupational therapy and the school
liaison role are compatible with respect to theoretical framework, required knowledge base, goals, and
roles. It is also possible, and perhaps probable, that our
knowledge and skills as occupational therapists are
applicable in any number of other employment situations. The advantage to occupational therapists may be
that of qualifying us for a much broader range of positions than those with the title “occupational therapist”,
thereby expanding our employment opportunities
and increasing our chances of promoting occupational
therapy philosophy within a larger number of organizations to more potential colleagues.
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Beginning power mobility:
A knowledge translation activity
Roslyn Livingstone
Occupational therapists are encouraged to make their
practice evidence based and this involves integrating
the best research evidence along with clinical expertise
and client needs and values. Factors that may inhibit
the uptake of research evidence into clinical practice include; a) lack of accessible, credible evidence, b) lack of
time for reading and putting new ideas into practice, c)
organizational factors such as policy and departmental
climate, and c) preference for experience over research
evidence (Humphris, Littlejohns, Victor, O’Halloran &
Peacock, 2000).
Lavis and colleagues (2003) suggest a framework
that is helpful for effectively transferring research
knowledge into clinical practice as well as policy and
research settings. It is based on five questions:
• What message should be transferred? To be considered transferable, messages should be actionable and not the results of a single study or report.
• To whom? Decide which messages are directly
relevant to which audience e.g. clients, colleagues,
policy makers, managers or researchers.
• By whom? Who is the best, most credible messenger for each message and audience?
• How? Methods could include educational materials, conferences, outreach visits, local opinion
leaders, patient mediated interventions, journal
clubs and so on. Methods that involve active engagement with the information tend to be more
successful than passive dissemination methods.
• With what effect? How will you measure the success of your strategy and what outcome do you
want to achieve e.g. change in attitude, practice,
knowledge, policy etc?

augment mobility can impact on social, communication, and cognitive skills as well as increasing assertiveness, independence, and self-esteem (Hardy, 2004).
Cerebral Palsy (CP) is the most common and disabling
chronic condition of childhood. Many children with
more severe forms of CP (Gross
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tive Technology and
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Mobility teams at Sunny
Hill Health Centre for
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wheelchair users, surveys show
rlivingstone@cw.bc.ca
that power mobility is underused with young children (Toole, 2004) and particularly
with young children with CP (Palisano, Tieman, Walter,
Bartlett, Rosenbaum, Russell et al., 2003). Clinical experience in British Columbia also suggests that therapists
and families tend to delay consideration of power mobility with young children with CP until other strategies
have been exhausted.
This knowledge translation activity was begun with
the hope that developing accessible evidence could
“Despite considerable evidence that children as young as
18-24 months can become powered wheelchair users, surveys show that power mobility is underused with young
children (Toole, 2004)”

This article describes use of the above framework
to develop a knowledge translation plan to address
a knowledge gap in the area of paediatric powered
mobility and was part of the author’s graduate degree
coursework.

Knowledge gap

The ability to move around independently to explore
the environment has been shown to be very important
in the early development of young children (Kermoian,
1997). Research suggests that using powered devices to
read full colour version @ www.caot.ca
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help change knowledge and attitudes with both therapists and families, and lead to increased use of power
mobility with young children with CP. It was also
hoped that we could encourage policy change to allow
increased access to loan and training equipment for
young children who may not be ready to have a power
chair as their primary mobility method.

How it began…

A literature search, regarding power mobility use
with children diagnosed with CP, was undertaken in
May 2007. All articles were found on either MEDLINE
or CINAHL. The key words used were: Cerebral Palsy,
Children, Power Mobility, Powered Mobility and Wheelchair/powered. Unpublished theses were obtained by
contacting researchers directly. Articles were selected if
they described original research involving children with
CP, were written in the last ten years, and addressed
developmental impact of power mobility or issues of
assessment, training or readiness.

What was found…

Seven articles were identified from the literature
review (Nilsson & Eklund, 2006; Furumasu, Guerette &
Tefft, 2004; Jones, 2004; Nilsson & Nyberg, 2003; Deitz,
Swinth & White, 2002; Bottos, , Bolcati, Sciuto, Ruggieri
& Felliciangeli, 2001; Nilsson & Nyberg, 1999). From
these studies the following transferable messages
emerged:
• Use of a powered mobility device may enhance
overall psycho-social development and independence in young children with CP.
• Using powered mobility at a young age will not
impede development of independent ambulation
or other motor skills.
• Children with CP who have a poor prognosis for
independent mobility require assisted mobility opportunities at the same age as their typical peers
in order to promote overall development.
• IQ and cognitive readiness tests do not predict
which children with CP will become functional
powered chair users.
• Children with CP will need more time and training than other children learning to use powered
mobility. Potential cannot be determined based
on a short term trial.
• Young children may learn to use switches and
joysticks in a powered mobility device more easily
than with toys or computers.
• Initial training in therapy sessions is helpful before
the child is ready to use the power chair in daily
life.
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A knowledge transfer plan was developed with
messages for parents, therapists, policy makers and
researchers. The parent section is outlined in Table 1 as
an example.

Progress so far…

A parent handout has been completed, structured
around questions that were identified by therapists
in the community and at Sunny Hill Health Centre for
Children. These questions included:
• Why is independent mobility so important?
• Is my child too young?
• How will power mobility help my child?
• Will power mobility stop my child learning to walk,
or to use a manual wheelchair?
• Which children with CP should use power mobility
at an early age?
• What is the best way for my child to learn power
mobility skills?
A one hour presentation for community therapists
has been completed. This presentation reviews the
evidence uncovered during the literature review. Questions are used throughout to encourage participation and discussion. The presentation is designed to
be presented as part of Sunny Hill Health Centre for
Children’s educational outreach mandate. Preliminary
feedback to the parent handout and presentation has
been positive. Therapists particularly like having the
handout to enable them to discuss the issue of augmented mobility with parents.

Work still to be done…

So far we have only informally evaluated the impact of
the materials prepared but a questionnaire will be developed to evaluate these more formally. The materials
and methods to address messages for policy makers,
managers, and researchers are still to be developed.

For further information

The parent handout and presentation are available
through the website: www.childdevelopment.ca under
the seating and mobility and wheeled mobility sections.

Table 1. Parent section of the knowledge transfer plan for power mobility usage.

Messages

• Power mobility equipment may help your child become more independent and increase learning, social
and communication skills.
• Using power mobility equipment will not stop your child developing their own motor skills.
• If your child has been classified as GMFCS level IV or V, power mobility equipment may help your child
become independently mobile.
• Your child may need a long period of training to learn to use power mobility equipment. Practising skills
in therapy sessions may help him/her prepare for his/her own power wheelchair

Audience

Parents of young children with CP

Messenger

Therapists working directly with the child and family

Knowledge
Need or
Justification

• Parents need to understand the research evidence regarding potential for independent mobility in
children with CP
• Many parents see adaptive equipment as a last resort and as a failure, or giving up on the potential for
‘normal’ development.
• Power mobility should be introduced as part of a range of mobility options that their child may use.
• Parents need to be informed about the benefits of independent mobility on the their child’s overall
development

Knowledge
transfer
strategy

Implementation plan

Parent
Handout

•Survey therapists to identify questions asked by parents when topic of power
mobility is introduced
•Develop parent friendly handout framed around these questions and based on
transferable messages identified from literature review.
•Pilot handout with some parents, Sunny Hill therapists and community therapists
•Modify handout based on feedback
•Develop final version of handout and have passed by Health Centre committee.
•Handout available in Sunny Hill Library
•Outreach education sessions to community therapists – provide handout as a
resource
•Handout available on website

Expected
Impact
Evaluation
plan

Resources
required
•Time and personnel
resources to develop
handout
•Printing costs
•Technical support to
have available on
website

Change in awareness, attitudes and knowledge towards use of power mobility with young children with CP

• Pre/post questionnaire with a parent sample
• Survey therapists regarding perceptions of effect of the booklet on parent attitudes.
• Survey therapists regarding effectiveness of handout in facilitating discussion of power mobility at
younger ages.

read full colour version @ www.caot.ca
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Occupational therapy with school-aged children
Heidi Cramm, Nancy Pollock, Donna Dennis, Kala Subramaniam, and Margo Carkner
In May 2008, the Ontario Society of Occupational Therapists sponsored a think-tank to discuss occupational
therapy in the schools. One of the issues identified was the need for a document that clearly outlines the role of
occupational therapy with school-aged children and youth that could be used for a variety of purposes and audiences. A task group formed and the following document was prepared by the group. Consultation with therapists
from multiple sites and areas of practice was invaluable in this process. Please feel free to copy and distribute this
document without limit. An online version of this handout is available in the OT Now section of www.caot.ca
About the authors –
Heidi Cramm, MA, MSc (OT-Post-Professional), OT Reg (Ont.) is
a Doctoral Candidate in the School of Rehabilitation Science at
Queen’s University in Kingston, Ontario, and may be reached at:
heidi.cramm@queensu.ca
Nancy Pollock, MSc, OT Reg (Ont.) is Associate Clinical Professor
in the School of Rehabilitation Science at McMaster University in
Hamilton, Ontario, and may be reached at: pollock@mcmaster.ca
Donna Dennis, BscOT, MA in Human Development, is on the Faculty for Occupational Therapy at the University of Western Ontario
in London, Ontario and may be reached at: ddennis2@uwo.ca
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Lead/Occupational Therapist for the Central East team VHA Rehab
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Occupational Therapy with School-Aged Children
Learning to do new things—taking care of yourself, doing school work, making friends, playing sports or taking up a
hobby—is a critical part of daily life for school-aged children. When that ‘doing’ becomes difficult, it interferes with children’s
ability to participate in the things they need to do, want to do, or are expected to do. When children have a lot of difficulty doing typical tasks or reaching common benchmarks of childhood like riding a bike, dressing themselves, or having friends, they
may benefit from working with an occupational therapist.
Occupational therapists (OTs) work with children, parents or caregivers, schools, and community organizations to enable
children to participate fully at school, home, or in the community. Occupational therapists analyze the children’s abilities,
activity requirements—what occupational therapists call “occupations”—and environments in which they do those occupations, including classrooms, playgrounds, homes, and communities. Occupational therapists intervene by determining how to
increase the fit between the person, the occupation, and the environment. When there is a good fit among these areas, children
are successful in their participation and progress in their development. In turn, this leads to positive health and well-being in
childhood and adolescence and provides a solid foundation for becoming productive and engaged adults.

Child

Environment

Occupation

Occupational
therapists address
the fit of these
3 areas for best
performance

Adapted from Law, M., et al. (1996). The Person-Environment-Occupation Model: A transactive approach to occupational
performance. Canadian Journal of Occupational Therapy, 63(1), 9-23.

Who Can Benefit?

Children of all ages, all grade levels, and all areas of difficulty may derive benefit from involvement with occupational therapy.
Children do not necessarily need a formal diagnosis or school identification, but may be experiencing ongoing difficulties in accessing the curriculum, in school participation, in self-care, in social or physical play, or in functioning in the community. For
example, children who have:
• Physical difficulties, such as sensory or motor development disorders, that interfere with their ability to learn complex motor tasks or that affect their self-care, social interaction, or mobility.
• Cognitive difficulties that impact on their learning and development of literacy and numeracy, as well as their ability to
organize themselves, their belongings, their time, and their thoughts.
• Social or cultural difficulties that impact on social participation, peer relationships, following routines and the ability to
transition between environments or occupations.
• Emotional difficulties that affect how children regulate their emotions and behaviour.
H. Cramm, N. Pollock, D. Dennis, K. Subramaniam, M. Carkner, August 6, 2009
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How Can Occupational Therapy Help?

Occupational therapists work directly with children and their families as well as with schools and community partners to
restore and improve ability, prevent further disability, progress children towards targeted outcomes, develop routines, support
transitions, promote integration, and build the capacity of families, schools, and communities to support the child.

What Can Occupational Therapists Do with School-aged Children?
Self Care:
•
•
•
•

Help children develop skills expected for their age such as independent dressing, eating, hygiene and mobility
Prescribe equipment such as wheelchairs, bath seats, and grab bars
Educate families and work with children to develop routines for hygiene, morning, and bedtime
Support families in identifying and accessing community resources

Productivity:

• Educate parents and school staff about the sensory, motor, perceptual, social, and behavioural characteristics of a specific
child and the demands of the activities at school and home
• Provide in-service instruction to enhance teacher and educational assistant capacity
• Determine how environments might be changed to accommodate for a student’s needs
• Work directly with children and youth to increase function at school, life skills and work readiness
• Aid in the development of the Individualized Education Plan (IEP)
• Recommend accommodations that include adapting existing materials and tools, including desks, seating, agendas, worksheets, writing implements, and storage of personal belongings
• Introduce and prescribe assistive technologies such as specialized software applications
• Work with students, families, and teachers to develop transition plans into new schools and post-secondary programs

Leisure:

• Consult with community recreational facilities to develop inclusive programs
• Help children develop skills expected for their age to participate in gym, play, and recreation programs
• Support families and schools to provide inclusive play and social opportunities

When children and teens have difficulty doing, occupational therapy can analyze their
abilities, the demands of the occupation, and the environments where those
occupations take place. Contact an occupational therapist if you have concerns about a
child or teen’s ability to do the things he or she needs to do, wants to do,
or is expected to do.

H. Cramm, N. Pollock, D. Dennis, K. Subramaniam, M. Carkner, August 6, 2009
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Pre-writing skills for children under five

Dianne Saunders

All too often, young children are given writing tools to use before
they are ready for them. Young children from three to five years of age
use their hands to explore and learn about the environment and themselves. By developing good hand skills and other pre-writing skills you
will prepare your child for the next step, which is writing. Working on
hand skills will also assist older children who are experiencing writing
difficulties.

What are the pre-writing skills?

Hand skills refer to the strength and the dexterity (how well we can
handle small objects) in our hands. Both depend on how we use the
small muscles of our hands. However, we also need the muscles in our
forearm to provide strength and stability. In fact, we often must coordinate and use both types of muscles to do
things such as holding and using a pencil, using scissors, managing buttons, handling coins and using various
utensils for eating. The thumb, index and middle fingers carry out the skilled movements while the ring and baby
fingers provide stability and increase strength. It is also important to develop strength and control in the upper
body and shoulders so we can steady ourselves. This gives us the freedom to use our hands to manipulate and
control objects in a very precise manner.
Good sensory information is important for hand skills, as it tells our brain what we feel, how we move and
where our hands are as we do a task. The brain must coordinate these sensations with what we see so we can make
small changes for precise coordination and muscle control. Imagine you are wearing a pair of heavy gloves and
blurred glasses while you try to do your work. You would have difficulty coordinating your movements for most
tasks! Children need to receive and coordinate accurate sensory information when developing pre-writing skills.

Here are some suggestions to help your child develop good pre-writing skills:

General tips

Tabletop activities
The table and chair should be the right size for your child. His feet should be flat on the floor and forearms should
rest comfortably on the tabletop (at approximately elbow level). Use a phonebook or box so his feet do not dangle
or swing.
Teach new skills
Show your child how it’s done, repeat the movements over and over again, and provide some physical guidance so
he/she can feel how to perform the necessary movements. Have your child imitate you instead of copying from a
book or paper.
Play and draw on vertical surfaces
Place the toy or paper at or above eye level. This will bring the wrist and hand into a better position to practise
and it will strengthen the movements and control that will be needed for printing, etc.
Ways to strengthen the shoulder, arm and wrist
• Use tabletop easels or bookstands so your child can do the activity while seated. Flannel boards, chalkboards,
sticker games, and letter and number magnets on the refrigerator can be used to strengthen the upper body
while standing.
• Try tummy-lying on the floor with arms propped on forearms to read books, colour or do puzzles.
• Play games such as tug-of-war, wheelbarrow walking or animal walks.
• Use the playground equipment, such as the climbers and monkey bars at your local park.
read full colour version @ www.caot.ca
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Develop hand skills
• Change how activities are done to encourage finger use. For example, when playing with Lego® have your child
rest his forearms on the table so that he uses his fingers to put the pieces together.
• Lace large beads with strings that have small plastic tips on the ends or use easy lacing cards.
• Put pennies into a piggy bank, play with finger puppets and spinning tops.
• Use small tongs to pick up cotton balls, pom-poms, blocks, etc.
Develop eye-hand coordination
• Roll, throw and catch large-sized balls.
• Play balloon volleyball, scarf toss and catch.
• Draw and scribble.
• Colour simple shapes, use Paint with Water books (the colours magically appear).
• Pour, ladle and spoon soapy water into different sized containers at the kitchen sink.
• Develop body awareness and directionality
• Play Simon Says and use terms such as “up & down,” “back & forth” and “front & back.”
• Sing action songs such as Hokey Pokey, This Old Man, The Wheels on the Bus and Itsy Bitsy Spider.
Provide opportunities for sensory input
• Hide pennies, beads or other small objects in Play-Doh, sand or rice tubs for your child to find.
• Draw shapes and lines on sandpaper or carpet squares.
• Put everyday objects such as a key, toothbrush, spoon, eraser, paper clips, etc. into a bag. Your child identifies
the objects by feeling them.
Pre-writing activities (no pencils required)
• Make lines, shapes and letters by: finger painting, painting with pudding or shaving cream, painting with water
on the sidewalk and even with your fingers in the sand.
• Play shape and letter matching or recognition games.
• Play with puzzles, magnetic letters and Play-Doh.
Above all, have fun with your child and remember that for a child, play is his/her work!!
These activities are general in nature and are not intended to replace the intervention that may be provided by an occupational therapist. If you find that your child is struggling with these skills, you may wish to contact an occupational
therapist in your area for assistance.

Diane Saunders is an occupational therapist who works with children of all ages. Her practice is in Burlington, Ontario and she is a
regular contributor to the Ask an OT service available at OTWorks.ca. Diane can be reached at di.saunders1@gmail.com.
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Update from the COTF
Upcoming Competitions

• COTF Research Grant Competition:
February 28
For details and application forms, see the Opportunities
for Researchers and Students section at www.cotfcanada.org. Please note that the information can be changed
from time to time. For most update information, please
contact COTF directly.
Featuring Donor – Marcia Finlayson
Marcia Finlayson, CJOT’s Editor, is an Associate Professor at the University of Illinois at Chicago. She
has been at UIC since 2000. Marcia obtained her
undergraduate, Master’s and doctoral degrees from
the University of Manitoba. Marcia’s commitment to
occupational therapy research and her belief in the
value of COTF for supporting early stage investigators
led her to include COTF in her will. COTF thanks Marcia
sincerely for this gift.
COTF’s Research and Scholarship Review Committee
COTF is recruiting new members for the committee.
The term is 2010-2012. During the term, reviewers will
be asked to review three research grant competitions
and three scholarship competitions. If you are interested in being part of the committee, please contact
skamble@cotfcanada.org
Benefits of Monthly Donations
Small gifts add up quickly. Consider donating on a
monthly basis. Monthly donations can be made online at www.cotfcanada.org by clicking on the Donate
Now! icon. It is an easy way of donating and extremely
secure. Monthly donations benefit COTF by providing
a regular income for the important awards programs
that COTF offers to occupational therapists.
Donating to COTF
Please note that COTF has discontinued the use of
business reply envelopes. To donate to COTF, you may
contact Anne McDonald at 1-800-434-2268 x226 to
provide credit card information, fax a donation at
1-613-523-2552, donate on-line at www.cotfcanada.org
or mail a donation. If you still have any business reply
envelopes, please do not use them as they will not be
sent to COTF.
Other Ways to Donate
Please consider planned giving as a way to donate.
This can be done through bequests and insurance
policies. If you would like more information, please
contact skamble@cotfcanada.org

Remember to Update Your COTF Contact Information
Please inform COTF of any contact information changes. In particular, if you have an e-mail address, please
share it with COTF. Updates can be made by contacting
amcdonald@cotfcanada.org or 1-800-434-2268 x226.
Your Support Counts!
COTF sincerely thanks the following individuals,
companies and organizations for their generous support during the period of April 1, 2009-May 31, 2009.
For those whose names do not appear in this listing,
please see the next issue of OT Now.
Alexander, Sandra
Aslett, Kim
Baptiste, Sue
Bowman, Jane
Bradley, Kelly-Anne
Bressler, Sandra
Brousseau, Martine
Campbell, Donna
Carswell, Anne
Clark, Mary
Choi, Una
Daughen, Sandy
Desrosiers, Johanne
Ellis, Tamra
Erlendson, Patricia
Etcheverry, Emily
Fischbrook-Benoit, Brenda
Friesen, Margaret
Garret, Susan
Giles, Kendra Jeanne
Goldenberg, Karen
Harvey Hogle, Susan
Hawryluk, Michelina
Hilson, Andrea
Hobson, Sandra
Kamblé, Sangita
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CAOT endorsed courses
Preconference Workshops
2010 – Halifax, NS
Co-Hosted with NSSOT

1) Promoting Action Over Inertia:
Presenters: Megan Edgelow,
MSc(Rehab), BSc(OT), Terry Krupa,
PhD, OT Reg (Ont)

An occupational therapy intervention to enable the recovery of
meaningful activities for people
with serious mental illness. This
engaging workshop will introduce
participants to a new occupational
time use intervention which aims to
re-engage community dwelling individuals with serious mental illness
with meaningful activity, positively
inﬂuencing levels of occupational
balance and engagement.

2) Leading Occupational Therapy
Practice through Guidelines:
Reviewing, developing, implementing and evaluating for best
practice
Presenters: Debbie Hebert, OT Reg
(Ont), MSc(Kin), PhD(c), Mandy Lowe,
OT Reg (Ont), MSc,
Mary Kita, OT Reg (Ont), MSc, PhD(c),
Susan Rappolt, OT Reg (Ont), MSc,
PhD, Catherine Chater, OT Reg (Ont)

In this workshop, participants will
initially be introduced to the concepts underlying clinical practice
guidelines, why and how they are
developed, and methods for evaluating the quality of a guideline. Subsequently, participants will learn:
• how to search for a guideline
• how to evaluate the quality of a
guideline
• what they need to consider when
implementing a guideline into
practice
• how they can evaluate outcomes
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occupational therapy now volume 11.6

For more information about
CAOT endorsement, e-mail
education@caot.ca or
Tel. (800) 434-2268, ext. 231

related to guideline implementation
Working with their occupational
therapy colleagues, participants
will generate a list of priority topics
areas for guide-line development
in occupational therapy in Canada.
Participants will also be provided
with opportunities to reﬂect individually and with colleagues on the
potential effects of their learning on
practice, culminating in an individualized plan for future learning.

it is changing health care systems.
It will further provide the opportunity to critically reﬂect on the need
to contribute to the reform agenda
and embed this in existing practice.
The inclusion of families/carers
will ensure that therapists hear
the related views and priorities of
those we serve. The workshop will be
delivered through didactic material,
interactive work in small groups and
larger group activities.

3) Chronic Disease Self-Management: Forgotten populations
and new practice
opportunities

4) Wheelchair Skills Training for
Manual Wheelchair Users: Practical “boot-camp” for trainers

Presenters: Tanya L. Packer, PhD, MSc,
BSc(OT), Joan Versnel, PhD, MSc,
BSc(OT)
Chronic disease is considered the
epidemic of the twenty-ﬁrst century and creates a sizeable burden
to the health care system which
has resulted in serious health care
reform in most western countries.
Chronic disease self-management
(CDSM) is taking a prominent position in most of this reform. Despite
congruence with occupational
therapy theory and practice, to date,
few occupational therapists have
become involved in clinical practice
or research that focuses on CDSM.
Self-management interventions
are based on similar philosophical
tenets as occupational therapy practice models (such as client centred
practice, empowerment and competencemastery) and this should provide occupational therapists with an
opportunity to provide leadership
in this aspect of primary health care
reform. This innovative workshop
will provide therapists with the opportunity to gain an understanding
of this new model of care and how

Presenters: Cher Smith, BSc OT, R. Lee
Kirby, MD
Research evidence has been accumulating that demonstrates
the safety and superior efficacy of
a formal approach to wheelchair
skills training of wheelchair users
and their caregivers. The Wheelchair
Skills Program (WSP) includes useful evaluation and training tools
to help practitioners translate this
research evidence into clinical practice. The low-tech, high-impact WSP
is designed to help practitioners
optimize the safety and maneuverability challenges that face wheelchair users and their caregivers.
This dynamic workshop will include
a Power Point introduction to the
WSP including wheelchair video
demonstrations, the WSP principles
and a brief summary of the current
body of the evidence. The practical
portionwill provide participants
with an opportunity to experience
a range of caregiver andmanual
wheelchair user skills including
spotting techniques and assessment methods, with a focus on
training issues (both the ‘tricks of
the trade’ and motor-skills-learning

principles). On completion of the
session, attendees will better understand how the WSP may be implemented in their own settings.

CAOT Endorsed Courses:
The SOS Approach to Feeding:

May 11-14, 2010
Montreal, QC
The SOS (Sequential, oral, sensory)
Approach to Feeding is a transdisciplinary program for assessing and
treating children with feeding and
weight and growth difficulties. This
program integrates motor, sensory,
oral, behaviour/learning, medical
and nutritional factors in order to
evaluate and treat children with
feeding issues.
Contact Caroline Hui
Tel: 450-242-2816 Fax: 450-242-2331
E-mail: info@choosetolearn.ca

Myofascial Release Seminars:

Myofascial Release I
Myofascial Release II
Myofascial Mobilization
Pediatric Myofascial Release
Fascial-Pelvis Myofascial Release
Cervical-Thoracic Myofascial Release
Myofascial Unwinding
Dates: Various dates and locations
For information: www.myofascialrelease.com

Graduate Certificate Program in
Rehabilitation Sciences*

Web-based (Distance Education)
(University of British Columbia and
McMaster University)
This interdisciplinary, graduate-level
web-based rehabilitation certificate
is targeted to occupational therapists, physical therapists and other
health professionals who want to
update their knowledge and skills
to better meet the “best practice”

demands of the current health care
environment. The program provides
useable, evidence-based skills for
the rehabilitation workplace. Each
course draws on the research and
rehabilitation practice experience of
those currently shaping the field.
Contact: info@mrsc.ubc.ca; Tel: 604827-5374
Website: http://www.mrsc.ubc.ca /
www.fhs.mcmaster.ca/rehab/
Individual courses offered twice
each year - from September - December & January - April. *Certificate is granted after completion of
5 courses. These courses can also
be applied to master’s programs
at each university, if candidate is
eligible.

read full colour version @ www.caot.ca
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