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Everyday stories
Recipient of a 2011 Manitoba Woman Entrepreneur of the Year Award

From an early age, I have had 
a passion for helping people, 
particularly those with disabilities.  At 
15, I volunteered as a Camp Easter 
Seal counsellor in Saskatchewan.  By 
the time I was 20 I was responsible 
for managing 50 staff members.
More than 20 years later, I am 
humbled to have been honoured 

with a provincial award recognizing my contributions as 
an occupational therapist and business owner — the 2011 
Manitoba Woman Entrepreneur of the Year Award for Home 
Enterprise. 

Career path 
I certainly have come a long way since those camp counsellor 
days.  After high school, I was accepted into the occupational 
therapy program at the University of Alberta.  After 
graduation, I travelled but still put my career first, doing a job 
interview while I was in Australia. It paid off. Once I returned, 
I moved to Winnipeg and took my first job at the Health 
Sciences Centre.

Within two years, I transferred to the private health sector 
and developed a love for working with people with traumatic 
brain injuries.  But when an opportunity arose to go out on 
my own at the young age of 26 and with only three years of 
experience, I started Block Building Therapies, a home-based 
practice.

I embraced being an entrepreneur.  Within a few years, 
the business outgrew my home and relocated to an external 
clinic.  In the first 10 years, I hired more than 50 employees and 
consultants including occupational therapists, physiotherapists 
and rehabilitation workers.

We initially specialized in pediatric neurology but grew to 
include adult neurology, orthopedics, learning disabilities and 
other diagnoses.  Vendors grew exponentially — we have 
contracts with school divisions, remote northern aboriginal 
communities and large corporations within and outside of 
Manitoba.  Third party funders and insurance providers have 
contributed significantly to our growth.  

In 2000, I responded to a request for proposal from 
Manitoba Public Insurance and was awarded a contract to 
complete a four-year research project. This led me to develop 
an assessment tool in 2004, which is now the provincial 
method of assessing clients with injuries from a motor vehicle 
accident and determining required care needs.

looking ahead
Future goals for Block Building Therapies include establishing 
a day program for clients with brain injuries as well as a 
residential program for developing independent living skills. 

Looking back, I attribute my success to employing genuine, 
caring therapists who deliver excellence in customer service - 
that has been the staple of the business.  This is crucial when 
dealing with families and clients in crisis after catastrophic 
injuries and life-changing events.

Work-life balance
As my business grew, so did my family.  In February of 2000, 
my son was born.  One year later came my daughter, but I still 
managed to run the clinic on a part-time basis. My twin girls 
were born in 2004 and that same year I opened two satellite 
offices in Brandon and Dauphin.  I would say that was my 
most challenging year to date, having two newborns and two 
toddlers at home.  Balancing family and work seemed next to 
impossible but it was overcome with excellent support from 
others.

Bringing the business back home
In 2008, Block Building Therapies relocated to become, once 
again, a home-based enterprise where it remains today.  We 
built an addition onto our current home (I am now part of a 
blended family with six children) that houses our clinic and 
office space.  While some clients are seen here, the majority 
are seen in their own home, work or play area.  Currently, 
I employ eight occupational therapists, one physiotherapy 
consultant, 18 rehabilitation workers and an office manager.

I am so grateful to have received the 2011 Manitoba Woman 
Entrepreneur of the Year Award for a home-based business.  
When they announced I had won, my family and co-workers 
immediately stood and cheered me on as I walked to the 
stage.  Thanking all of those who have contributed to my 
success was the most rewarding feeling of the entire evening - 
a moment I will cherish forever.

For more information or to contact Nicole, visit  
www.blockbuilding.ca.

Editor’s note: Congratulations to Nicole on her achievements! 
Nicole provides a great example of how occupational 
therapists can build successful relationships with insurance 
providers. For resources to help you advocate and Ask for it! 
go to http://www.caot.ca/default.asp?pageid=190

Nicole Beauchesne
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What’s new
CAOT bylaw changes 
Consultations were undertaken at meetings across the 
country in the fall of 2012 regarding changes necessary to the 
CAOT bylaws. The changes are required to comply with new 
legislation governing non-profit organizations that are federally 
incorporated. Because the new legislation requires that all 
members have voting rights within not-for-profit organizations, 
we propose that current non-voting categories of members of 
CAOT be given new status as associates, with no changes in 
services provided by the Association. Such non-voting member 
categories include any groups who do not meet the criteria 
for individual membership in CAOT, for example, students 
and support workers. CAOT will continue to highly value the 
involvement of these groups and will actively recruit and engage 
their participation as associates. 

Members greatly supported the proposed membership 
changes to the bylaws at our consultations. As a result, we will 
present the revised bylaws for approval to members at the 
2013 annual general meeting (AGM). The AGM will be held 
Saturday, June 1, 2013 at the Victoria Conference Centre. 
Members who are not able to attend in person will have the 
opportunity to participate in the meeting by webinar. The 
proposed revisions to the bylaws and other AGM materials are 
available on the website at: http://www.caot.ca//default_home.
asp?pageid=2401

Additional changes to the bylaws will be necessary in 2014 to 
comply with the new legislation. Revisions will be undertaken 
by CAOT in two phases, as changes to membership categories 
proposed in 2013 must be approved while the Association 
is governed under the old Canada Corporations Act. More 
consultations will be undertaken in 2013-2014 regarding the 
additional changes needed to comply with the new legislation. 

A new model for professional liability insurance
In the fall of 2012, CAOT entered into a new type of agreement 
with our partners for offering low cost, comprehensive 
professional liability insurance. The insurance program offered 
by CAOT now has a ‘group funded retention structure’ that is 

similar to plans offered by larger health professional associations, 
such as for medicine, nursing and physiotherapy. While the 
program continues to guarantee all insurance limits and liability 
and policy coverage in the event of a claim, a portion of each 
insurance cost paid by members is allocated to support the 
group-funded deductible. This deductible fund ensures that 
monies are in place to cover legal and ancillary expenses if a 
claim is made against a member, as well as confirms clients 
receive appropriate and timely compensation for valid claims. 
However, with this model, instead of all profits being retained by 
the insurer, the insurance program offered by CAOT receives 
any funds with the deductible not used in the settlement of 
claims. As such funds become available in future years, we 
have opportunity to use these monies to enhance the risk 
management materials and education for members, as well 
as potentially offer expanded insurance options. The new 
model allows us to offer a program specific for our members to 
optimally protect their practice and their clients. Feedback from 
members can be used to determine future coverage options.  

Profile of Practice of Occupational Therapists in 
Canada
The 2012 Profile of Practice of Occupational Therapists in 
Canada is now available on the CAOT website at: www.caot.ca/
default.asp?pageid=36 . The Profile presents a model of practice 
that includes a wide spectrum of competencies, some of which 
may be expected for occupational therapists at the beginning of 
their career, while others may be associated with more advanced 
levels of performance and experience.  The competencies 
were identified and validated in a five-phase project process 
and first published in 2007. In addition to these competencies, 
this 2012 version of the Profile includes new and updated 
descriptive information regarding the practice of occupational 
therapy in Canada. This vital information is required for career 
development and health human resource management and 
planning and includes issues such as the occupational therapy 
practice context, scope of practice, interprofessional practice, 
advanced competencies and career mobility.  
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Annual general Meeting
 
The CAOT Annual General Meeting (AGM) will be 
held on Saturday, June 1st, 2013 at the CAOT annual 
conference in Victoria, British Columbia.
 
CAOT members will be able to attend and vote remotely; 
log-in instructions and AGM documents will be available at 
www.caot.ca/AGM.

 

 

CAOT Board of Directors Elections
 

Nominations for positions on the Canadian Association 
of Occupational Therapists Board of Directors were 
received. Elections for positions will be available online for 
members from April 1 - 30, 2013. 

Please visit www.caot.ca for voting access.
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CJOT news
2013 will bring CAOT members some enhanced benefits. One 
of these benefits will be the production of the Canadian Journal 
of Occupational Therapy (CJOT) by SAGE Publications. SAGE 
will produce CJOT on the “HighWire” interface, which provides 
toll-free, endless linking from article to article, thus offering 
readers an endless supply of articles that may inform practice. In 
keeping with CAOT’s green initiatives, CAOT has arranged for 
all of its members to continue receiving free electronic access 
to CJOT through the CAOT website.  For those members that 
feel that they would like a print copy of the journal, please log 
on to your CAOT Profile and edit your preferences to receive a 
hard copy.

OT Now welcomes new volunteers
OT Now is pleased to welcome Sumaira Mazhar and Heidi 
Cramm to the Editorial Board. We are also excited to welcome 
new column editors, Shanon Phelan (Sense of Doing), 
and Laura Hartman and Christina Lamontagne (Student 
Perspectives).

Call for papers – Occupational Therapy in Primary 
health Care 
The September 2013 special issue of OT Now intends to 
provide a broad audience with information on the contribution 
of occupational therapy to comprehensive, quality primary 
health care. The deadline for submissions is April 1, 2013. 
For more information please contact otnow@caot.ca or see 
the complete call for papers at: http://www.caot.ca/default.
asp?ChangeID=25&pageID=7 
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Editor’s note: The terms ‘climate change,’ ‘sustainable 
development,’ and ‘environmentally friendly’ frequently appear 
in Canadian news headlines, yet we rarely consider these terms 
in relation to health care. In a sector where infection control 
necessitates high usage and disposal of plastics, latex and 
other materials and where health and quality of life may be 
prioritized over resource conservation, what can we do in our 
practice to be kind to Mother Nature and to enable others to 
do the same? This brochure from the Swedish Association of 
Occupational Therapists offers some suggestions regarding 
this issue of global relevance.

The following was reprinted with permission from the Swedish 
Association of Occupational Therapists, 2012.

The concept [of] sustainable development
Sustainable development is a concept which is attracting 
increasing focus. An active debate is being conducted, 
both internationally and nationally, about how to foster and 
sustain prosperity in a world which is constantly reminded of 
ongoing climate change and the physical, social and economic 
consequences these entail at present and in future.

The concept [of] sustainable development was first 
used by the United Nations in the 1980s to describe 
development that meets the needs of the present without 
compromising the ability of future generations to meet 
their own needs1. Sustainable development is about humans 
and the environment: about a society based on nature’s 
needs and putting them in relation to people’s needs. In 
its political context, sustainable development is seen to be 
multidisciplinary, meaning that the work entailed has to be 
integrated into all fields of policy. The goal should be joint 
efforts towards building a sustainable society that encourages 
good health on equal terms, meets demographic challenges 
and promotes sustainable growth2.

The concept [of] sustainable development is based on 
three dimensions: economic, ecological and social. These 
dimensions are in constant interaction with each other, 
meaning that sustainable development encompasses much 
more than just our relationship to nature. It is also about 

democracy, participation, diversity and human rights. The 
holistic view of the individual and society which is implicit in 
the concept [of] sustainable development means that actions 
must be implemented at various levels of society. Both private 
and public sectors must integrate the pursuit of sustainable 
development into their work, but every individual’s own 
responsibility and participation is also an important starting 
point.

Occupational therapy supports the pursuit of 
sustainable development
The aim of occupational therapy is to promote people’s ability 
to live a worthwhile life in accordance with their own wishes 
in relation to the demands of society. In order to achieve 
this, occupational therapists work at individual, group and 
community levels to prevent reduced capacity to partake 
in occupations, improve or maintain capacity for active 
participation and compensate for any reduced ability.

Occupational therapists have unique expertise about the 
relationship between occupation and health. Occupational 
therapists also have knowledge of how individuals, 
environment and occupation interact and stimulate 
participation and health. This expertise is important in society’s 
aspirations towards sustainable development, competence 
that society ought to take advantage of to a greater degree.

Occupational therapy as part of an individual’s 
pursuit of sustainable development
Nowadays many people have integrated efforts towards 
sustainable development when conducting their daily 
activities, at home as well as at work/school and in leisure 
time. More people are choosing to consume climate-smart 
and health-promoting goods or services when it comes to 
purchasing groceries, transportation, etc., as well as when 
choosing leisure activities and holidays.

The ability to promote sustainable development is affected 
if a person’s occupational capacity has been reduced because 
of injury, illness or change in the environment. Occupational 
therapists support a person’s ability to achieve sustainable 
development through individualised interventions such as 

Occupational therapy and sustainable 
development - from a Swedish  
perspective

inTERnATiOnAl COnnECTiOnS

COlUMn EDiTOR: SAnDRA BRESSlER

Swedish Association of Occupational Therapists

1 In accordance with the Brundtland Commission, 1987. [http://www.un-documents.net/wced-ocf.htm]
2 Swedish Government Paper 2005/06:126, “Strategic challenges – Further development of a Swedish strategy for sustainable development.” [http://www.government.se/sb/d/2023/a/70183]
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prescribing aids, assisting in housing adaptations, or working 
out individual strategies. A cognitive aid can support a 
person with reduced perception of time to save hot water. 
Individualised checklists with supportive images can enable 
a person with intellectual disabilities to plan purchasing 
and cooking in a climate-smart and energy-saving manner. 
Adaptations in the home can facilitate sorting household 
waste at [the] source for a person who is using a wheelchair.

Occupational therapy as part of planning for a 
sustainable society
As part of efforts towards building a sustainable society, 
the products and services developed must be sustainable 
over time and work for as many citizens as possible, without 
requiring adaptation or special solutions. Here, occupational 
therapists have competence and skills that society must use 
to a greater extent. Avoiding special solutions for people 
with special needs is economically advantageous as well as 
being in line with sustainable development. When building 
new houses current regulations have to be followed in order 
to reduce the need of individual housing adaptations later on. 
Then, more people will have the possibility of living in ordinary 
housing, which also has a positive effect on people’s ability to 
experience participation.

 

Sustainable development, however, is not just about the 
physical design of the environment we build, nor simply about 
products, but also on how information is given and how the 
ranges of various services and activities are set up. In such 
circumstances it is customary to use the terms universal 
design and sustainable design. Through the development 
of sustainable products and services in the community, it is 
thought that the need for action in various social security 
systems will decrease. To increase accessibility and usability 
so that more people can make use of the ordinary range of 
services and products is an issue that affects more and more 
people, especially when considering the increasing proportion 
of the population aged 80 and older. A sustainable society 
must take into consideration that the needs of citizens vary 
and change and that demands to have access to the same 
range of goods and services as everyone else is increasing.

In connection with efforts to set up a sustainable 
development, occupational therapists can contribute their 
expertise concerning the impact of occupational limitations 
in relation to participation and health. One example could 
be working to increase access to public transport for people 
with physical, sensory or intellectual disabilities, enabling 
possibilities for more people to use trains, buses, subways or 
other forms of public transport. Another example is influencing 
the design of waste separation systems so that people are 
mentally and physically able to make use of them.

What sustainable development practices do you employ in your practice? Share them with us at otnow@caot.ca or on the 
CAOT Facebook page (http://www.facebook.com/CAOT.ca), commenting in the notes section under “Occupational therapy 
and sustainable development.” We will print highlights of your responses in a future issue of OT Now.

in Memoriam: Susan nagle 

Susan Nagle passed away on December 16, 2011 in her 50th year, following a valiant 
five-year battle with cancer. Predeceased by her husband, Norm Williams (2003), 
Susan is survived by their two children, Nathan and Lauren, now in the loving care of 
their aunt Sharon in the family home in Georgetown, ON.  Susan was the cherished 
daughter of Sylvia and the late Ross Nagle (2011) and kindred spirit of her sisters, 
Nancy (Art) and Sharon.  

Earning her BSc(OT) at Queen’s (1984) and her MSc(OT) at Western (1997), 
Susan devoted her professional energies to the understanding and treatment of 
severe and persistent mental illness. Susan worked at Queen Elizabeth Hospital 
in Toronto, the Clarke Institute of Psychiatry (now CAMH), and the Credit Valley 
Hospital.  Susan readily shared her knowledge with student occupational therapists 
at the University of Toronto, McMaster, and Western. Her talks planted the seeds of 
awareness, acceptance, and dedication in the current generation of clinicians. Over 

the years, Susan also contributed her considerable organizational skills and insights to our professional organizations. 
The tributes from colleagues express recurring themes of Susan’s work style that were synonymous with her humanity: 

caring, generous, grateful, insightful, positive, resourceful, and thoughtful. 
Susan’s family extend their thanks for the support and kindness shown by friends and loved ones that continue to sustain 

them.
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This column is devoted to knowledge translation (KT) 
activities in occupational therapy. Multiple definitions of KT 

exist (Graham et al., 2006), but simply put, KT is a systematic 
process to bridge the gap between research knowledge and its 
application to clinical practice. The focus of KT is to ensure that 
“what is learned through research is shared rapidly in a focused 
and accessible manner so that practitioners are evidence-
informed and clients benefit” (Law, Missiuna, & Pollock, 2008, 
p.3). 

A commonly used framework to articulate the KT process 
is the knowledge-to-action (KTA) framework adopted by the 
Canadian Institutes for Health Research (Graham et al., 2006; 
Figure 1). In this article, we aim to use this KTA framework 
to demonstrate a successful partnership of an occupational 
therapy clinician scientist and a practicing occupational 
therapist in using research evidence to develop and implement 
a printing program, Printing Like a Pro!, for use in school-based 
occupational therapy practice. We will briefly describe the KTA 
framework and then explain the activities that were undertaken 
for each phase of the process.

Context of the partnership 
Before we describe how we applied this KTA framework to the 
development and implementation of Printing Like a Pro!, we will 
first introduce ourselves. Dr. Jill Zwicker is a clinician scientist 
with over 20 years of clinical experience as an occupational 
therapist, most recently in school-based practice. Jill is currently 
doing a post-doctoral fellowship in the Department of Pediatrics 
at the University of British Columbia in Vancouver. Ivonne 
Montgomery is an occupational therapist with 25 years of 
clinical experience and is currently working in the School Aged 
Therapy Program at the Sunny Hill Health Centre for Children 
in Vancouver. Ivonne and Jill joined forces to integrate research 
evidence into a practical printing program called Printing Like 
a Pro!, a useful resource to address the needs of students 
who require support to develop their handwriting skills. Based 
on motor learning theory, cognitive strategies, and current 
evidence, the program includes both instructional resources, and 
worksheets for use by students in home and school settings.

Knowledge-to-action framework 
The KTA framework (Figure 1) can be briefly described as a 
two-part interactive process: knowledge creation and action 

(Cramm & White, 2011; Graham et al., 2006). Knowledge 
creation is represented as a funnel, where useful knowledge 
is extracted and becomes more refined through knowledge 
inquiry, knowledge synthesis, and the development of 
knowledge products (Graham et al., 2006). The action cycle 
represents the activities needed for knowledge implementation 
or application (Graham et al., 2006). This process involves 
identifying a problem, reviewing knowledge, adapting 
knowledge to the local context, assessing barriers to knowledge 
use, implementing necessary changes, monitoring use, and 
evaluating outcomes (Cramm & White, 2011).

Knowledge creation
As can be seen in Figure 1, the core of the KTA process, 
knowledge creation, occurs through a funnel of knowledge 
inquiry, knowledge synthesis, and knowledge products (Graham 
et al., 2006). The first phase of our knowledge inquiry began 

Power of partnership: Development of 
Printing Like a Pro! using the  
knowledge-to-action framework

KT & OT

COlUMn EDiTORS: hEiDi CRAMM 
AnD hEAThER COlQUhOUn

Ivonne Montgomery and Jill G. Zwicker

Figure 1. The knowledge-to-action process. Reprinted from “Lost in 
knowledge translation: Time for a map?” by Graham et al., Journal of 
Continuing Education in the Health Professions, Vol. 26, pp. 13–24. 
Copyright © 2006 The Alliance for Continuing Education in the Health 
Professions, The Society for Academic Continuing Medical Education, 
and The Council on CME, Association for Hospital Medical Education. 
Reprinted with permission.
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with a clinical research question that related to best practice 
for handwriting intervention and fulfilled part of Jill’s master’s 
degree. Jill conducted a randomized clinical trial to compare 
the effectiveness of cognitive and multisensory approaches to 
handwriting intervention (Zwicker & Hadwin, 2009). Ivonne 
first learned of Jill’s work when Jill presented preliminary results 
of this study at the Canadian Association of Occupational 
Therapists (CAOT) Conference in Vancouver (Zwicker & 
Hadwin, 2005). Ivonne was intrigued by the research findings 
favouring a cognitive approach to handwriting intervention and 
perceived the research findings to be relevant, applicable to 
school-based occupational therapy practice, and congruent with 
therapy recommendations most typically used by school staff. 
Ivonne began to look at other sources of literature to confirm 
these findings. She reviewed and critically appraised recently 
published studies of handwriting interventions (Sudsawad, 
Trombly, Henderson, & Tickle-Degnen, 2002; Denton, Cope, 
& Moser, 2006; Weintraub, Yinon, Bar-Effrat Hirsch, & Parush, 
2009; Zwicker & Hadwin, 2009; Mackay, McCluskey, & Mayes, 
2010), as well as a systematic review of handwriting studies 
(Hoy, Egan, & Feder, 2011). These findings, paired with clinical 
observations, led to Ivonne’s acceptance of a cognitive approach 
to handwriting intervention. Meanwhile, Jill was invited to give 
a keynote address at the Handwriting in the UK conference in 
York, England, which prompted her to also review the current 
state of the evidence related to handwriting intervention. These 
knowledge synthesis activities culminated in an invited paper to 
the Dyspraxia Foundation Professional Journal (Zwicker, 2011). 

In 2010, Ivonne approached Jill to work with her to develop a 
printing program based on the research evidence. A partnership 
ensued with the overarching goal being the co-production of a 
knowledge product with knowledge exchanged and translated 
into action (CIHR, 2009). This collaborative partnership resulted 
in the creation of a free practice resource, Printing Like a Pro!

Action cycle
1. Identify the problem.
The problem identified was three-fold. First, many occupational 
therapists use a multisensory or sensory-motor approach to 
treat handwriting difficulties (Feder, Majnemer, & Synnes, 2000; 
Woodward & Swinth, 2002), yet the research evidence for such 
an approach is sparse and inconclusive (Zwicker & Hadwin, 
2009; Zwicker, 2011). Second, we observed limited compliance 
with the then current practice of multisensory strategies to 
support handwriting development. Third, there was a lack of 
inexpensive, readily accessible, evidence-based handwriting 
tools for clinical practice (Montgomery & Zwicker, 2011). 

2. Identify, review, and select knowledge.
To solve the knowledge-practice gap outlined above, the 

Printing Like a Pro! program was implemented in local schools in 
the Coquitlam School District in British Columbia and shared 
with school-based occupational therapists locally, provincially, 
and in the United Kingdom. 

3. Adapt knowledge to local context.
With the local context in mind, Ivonne adapted a multisensory 
printing program that was being used in school-based 
consulting to focus more on instruction using a cognitive 
approach. While using earlier versions of the program with 
students, she requested specific feedback from teachers 
and caregivers, as well as several school-based occupational 
therapists in the province. Specifically, Ivonne wanted to know 
what would make this program (especially the worksheets) be 
easily incorporated into a student’s day for optimum compliance 
and practice intensity. Most recently, additional worksheets (i.e., 
letter review and word practice worksheets) were developed 
in more formal collaboration with teachers and school-based 
occupational therapists.

4. Assess barriers to knowledge use. 
Two main barriers were identified. First, we needed to make 
occupational therapists and school personnel aware of the 
printing program and how to access it. The second potential 
barrier was how therapists perceived the effectiveness of 
cognitive approaches as compared to the more traditional 
multisensory approach to handwriting intervention.

5. Select, tailor, and implement interventions.
We have aimed to overcome the first barrier by having the 
program available online for free. We have notified therapists 
of the program’s existence through the provincial pediatric 
therapists’ network, as well as through a local workshop 
(presentation posted on-line at http://www.childdevelopment.
ca/School-Age_Therapy_Practice_Resources.aspx) and 
a presentation to occupational therapists in the province 
(Pediatric Update Symposium, Vancouver, February 2011). 
We will also be presenting our work at a national conference 
(CAOT Conference, Victoria, May 2013). Articles such as this 
and those in other practice journals (Montgomery & Zwicker, 
2011) also help to spread the word about the Printing Like a Pro! 
program to national and international audiences. From a local 
school district staff perspective, notification of the program 
has been provided through an intranet newsletter, as well as 
personalized interactive educational sessions to school staff. The 
newly developed resources are also linked to the school district’s 
intranet for easy access.

To address the second barrier, we have attempted to share 
the current state of the evidence through the presentations 
mentioned above, as well as internationally through a keynote 
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address at the Handwriting in the UK conference. We have also 
prepared summaries of the evidence and rationale for Printing 
Like a Pro! through publication in practice journals (Zwicker, 
2011; Zwicker & Montgomery, 2012 ).

6. Monitor use.
We are currently informally monitoring knowledge use. First, on 
a practical level, we are following up with school-based clients 
(educators and parents) on an individual basis by monitoring 
monthly printing practice tracking charts. In a more general 
sense, we are tracking website visits to monitor the number of 
hits we receive for Printing Like a Pro!

7. Evaluate outcomes.
Currently, the impact of the knowledge use, in terms of 
evaluating whether application of the knowledge improves 
written output, is being carried out on an individual client level. 
This is done using standardized assessments to measure change 
over time, as well as informal clinical observations. A formal 
research study would be ideal to better evaluate outcomes of 
implementation of Printing Like a Pro!, including investigating 
the best method of delivery (individual versus group/classroom) 
and which diagnostic groups are most appropriate to use this 
program. We also encourage therapists using this program to 
give us feedback on its use and effectiveness in their practice, as 
well as ideas for its further development.

8. Sustain use.
The sustainability phase should set in motion a feedback 
loop that cycles through the action phases. This is occurring 
currently with continued collaboration between the researcher 
and the clinician during updates of the program, as well as 
with consumers (educators and occupational therapists) in 
developing additional resources for the website. 

A product of the KTA process
This printing program is a great example of how a partnership 
between a clinical researcher and an occupational therapist can 
move knowledge gained in research into a clinically useful tool. 
While the program has not been empirically validated, Printing 
Like a Pro! is grounded in motor learning theory (Zwicker & 
Harris, 2009; Zwicker & Montgomery, 2012) and based on the 
latest research evidence (Zwicker, 2011). More importantly, 
it is a product that would not have been possible without 
the collaborative efforts and commitment to translate new 
knowledge into action.

how to access the program
The Printing Like a Pro! program, including worksheets, is 
available for free download and instructional use from the 
Sunny Hill Health Centre for Children Child Development and 
Rehabilitation website (in the section, School-Age Therapy 
Practice Resources):  http://www.childdevelopment.ca/School-
Age_Therapy_Practice_Resources.aspx.

School and home versions are available to specifically target 
use by teachers or families. We have also created “Legibility 

Checklists” with guidelines for occupational therapists to use to 
guide intervention in a consultative model.

We encourage you to access this printing program and use 
it in your practice. Queries or feedback about the program can 
be directed to Ivonne Montgomery at imontgomery@cw.bc.ca. 
Please regularly check back on the website as we are continuing 
to refine the program and develop additional materials.
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Male occupational therapy students on fieldwork are 
likely to be placed into a predominantly female cultural 

environment. Canadian Association of Occupational Therapists 
(CAOT) membership statistics from 2010-2011 indicate 
that only 8% of CAOT members are male (CAOT, 2011).  
Research shows that males working in female-dominated 
health professions encounter challenges such as assumptions 
of stereotypical male skills and preferences, feelings of isolation 
or being unwelcome, and critical examination of performance 
(Kelly, Shoemaker, & Steele, 1996; O’Lynn, 2004; Parish, Carr, 
Suwinski, & Rees, 1990; Paterson et al., 1996). In post-placement 
discussions with male occupational therapy students, we realized 
that, as fieldwork coordinators, we had not fully considered how 
placements in a predominantly female culture might impact the 
learning experience of male students. As no literature specific to 
male occupational therapy students on fieldwork was found, we 
conducted qualitative research with five male graduates of the 
University of Toronto occupational therapy program to further 
understand the fieldwork experiences of this group and to seek 
their input into enhancing the learning experience (Jakubovic, 
2008).  This paper highlights the results of a qualitative inquiry, 
a literature review, and individual discussions with students and 
preceptors.

As with any discussion of issues related to a specific group of 
people, individuals and circumstances differ and so each point 
will not be applicable to every fieldwork environment or student.  
However, we hope that these insights will increase awareness of 
potential clinical education issues to allow students, preceptors, 
and university fieldwork coordinators to work together to 
optimize the fieldwork experience for male students. 

Optimizing the fieldwork experience
The male students interviewed indicated that they have been 
warmly welcomed into the occupational therapy fieldwork 
environment, with preceptors and team members expressing 
appreciation for the opportunity for new perspectives 
(Jakubovic, 2008).  While the overall fieldwork experience 
has been reported as positive, research has shown that male 
occupational therapists and male student occupational 
therapists have experienced unequal clinical opportunities, 
feelings of isolation, and various assumptions and stereotypes 
(Jakubovic, 2008; Parish et al., 1990).

Client refusals result in fewer clinical opportunities for male 
students (Jakubovic, 2008; Smith, 2006) as female clients are 

often hesitant to allow male students to be involved in their 
self-care assessments or treatments.  As with any student 
intervention, clients are given the option to refuse therapeutic 
care administered by a student. However, preceptors advocating 
for male student participation in client care can remind clients of 
the professional nature of the encounter and offer to be present 
during the intervention. This may help to reassure the client so 
that the student is not denied important learning opportunities 
(Jakubovic, 2008; Paterson, et al., 1996).  

Preceptors should not hesitate to provide the full variety of 
available learning opportunities to male students.  Predictably, 
male students have been found to develop relationships with 
male clients more quickly and have found it difficult to work 
with victims of sexual abuse and to assist female clients with 
dressing (Jakubovic, 2008; MacAskill, 1985; Parish et al., 1990). 
However, work with female clients should occur so that the 
student is prepared for practice. For example, if the preceptor 
would normally ask a student to teach methods of addressing 
female hygiene tasks, male students should also be given the 
opportunity to participate in this learning activity. Sensitivity 
regarding how and when to introduce these activities should 
be demonstrated (Jakubovic, 2008; Parish et al., 1990).   
Male students may appreciate the preceptor’s assistance in 
dealing with potentially uncomfortable situations, including 
preceptor accompaniment during female self-care assessments 
(Jakubovic, 2008).

Female-oriented conversation during work breaks may make 
it more difficult for male students to establish rapport with 
female preceptors and other female team members (Jakubovic, 
2008; Parish et al., 1990). In addition, communication styles may 
differ, and male students may feel they are perceived as less 
emotional and more direct than their female counterparts (Ellis, 
Meeker, & Hyde, 2006). Preceptors are encouraged to be open 
to alternate communication styles and to be aware of potentially 
isolating conversations. Male student occupational therapists 
can draw on previous experiences in predominately female 
environments to more quickly develop professional working 
relationships with females, using strategies such as tactfully 
introducing alternate topics of conversation to which everyone 
is comfortable contributing (Jakubovic, 2008). 

Male students who experience difficulty with lunchtime 
conversations and a lack of males with whom to socialize 
may begin to feel isolated (Jakubovic, 2008; Kelly et al., 
1996).  These students have found that connecting with other 
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male employees in the fieldwork environment, regardless of 
profession or role is helpful in counteracting feelings of isolation. 
In addition, interacting with other male colleagues provides 
valuable mentoring, modeling and socializing opportunities to 
discuss issues unique to the male experience (Jakubovic, 2008; 
Kelly et al., 1996; Paterson et al., 1996). 

Male and female students may differ in how they establish 
therapeutic relationships and demonstrate caring.  Males may 
be less demonstrative than females, displaying less touching and 
less verbal expression of feelings (Paterson et al., 1996). Male 
students may be more anxious about possible accusations of 
sexual misconduct or feel that the preceptor is less comfortable 
about a male providing care (Jakuvobic, 2008; O’Lynn, 2004). 
The paucity of male role models available to introduce male 
students to non-feminist paradigms of care dictates that issues 
of appropriate touch and obtaining consent should be carefully 
reviewed by the university prior to fieldwork (Jakubovic, 2008; 
O’Lynn, 2004; Paterson et al., 1996).  

Male students should be made aware of stereotypes that 
they may encounter prior to fieldwork so that they can prepare 
appropriate responses should these situations arise. Health-care 
workers may assume that men are able to use tools well and are 
willing or able to do the heavier work and so are assigned extra 
duties such as fixing a wheelchair or transferring heavy clients 
(Jakubovic, 2008; Kelly et al., 1996; Parish et al., 1990). While 
some students may not mind these gendered assignments, 
preceptors should talk with the student first about their interests, 
abilities and comfort levels. 

Male students appreciate the mentoring and modeling 
of another male (Jakubovic, 2008; Paterson et al., 1996).  If 
possible, the university should arrange for male occupational 
therapy students to spend time with a male clinician through 
a fieldwork placement or another type of mentoring situation 
to share common experiences, challenges and strategies. Male 
students should also be encouraged to share experiences 
and strategies with other male classmates (Smith, 2006). 
For example, at the University of Toronto, we have provided 
optional opportunities for our male student occupational 
therapists to come together and talk about issues with a male 
graduate student who is also an occupational therapist. This 
group has been well-received, with participants stating that they 
found the time to be very beneficial.  

Personal reflections from the male co-author
My fieldwork experiences were very positive, but there was a 
need for me to adapt to an environment where, as a male, I was 
in the minority. I quickly learned that it was important for me to 

express my learning needs and goals with my preceptor early 
on during fieldwork  in order to ensure a well-rounded learning 
experience – including avoiding what might be considered 
‘male’ roles or working only with male clients.  After graduation, I 
have had the great pleasure of leading group sessions with male 
student occupational therapists at our university, where we share 
gender-related experiences as occupational therapy students 
and discuss any concerns or strategies to be used during 
upcoming fieldwork placements.

Conclusion
It is important for the issues and strategies presented in this 
paper to be considered by the university fieldwork coordinator, 
the preceptor, and the male occupational therapy student in 
order for all to work together to ensure an optimal learning 
environment and experience. Awareness of potential gender-
related cultural issues and open communication among all 
partners around fieldwork experiences are important for 
ensuring a successful placement.
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According to the Health Workforce Action Plan (Government 
of Alberta, 2007), Alberta will be short 15,000 health-care 

providers by 2016. The shortage of health-care assistants is one 
of the highest among health-care providers and is estimated to 
increase from 2,000 in 2004 to 5,000 in 2016. Such a shortage is 
likely to impact many occupational therapy clients who depend on 
these workers to assist them with activities of daily living (ADLs) 
and instrumental activities of daily living (IADLs). One of the 
options occupational therapists might consider to compensate 
for such staffing shortages in health-care services is the use of 
commercially available technologies.

As the world embraces rapid technological change, the scope 
of human occupation is evolving and expanding to include 
exciting new technologies such as robotics. Occupational therapy 
practice is also changing to include robotic technology as a tool to 
facilitate our clients’ functional independence (Verdonck & Ryan, 
2008).  The purpose of this article is to share current knowledge 
about commercially available robots that can be used today or in 
the near future by occupational therapists, caregivers and clients 
to enhance human occupations.

Background
Robots are driven by information communication technologies 
and mechanical parts that can enable people to interact with 
certain environments, as in the cases of manufacturing objects or 
working with other human beings (Robotics, 2009).

When discussing the incorporation of robots into daily practice, 
it is relevant to address which robotic applications are valuable 
to the current health-care services provided by occupational 
therapists. The Robotics for Healthcare (R4H) Final Report 
(Butter et al., 2008) is a useful tool in this regard as it investigated 
and developed a road map for the application of robotics in 
medicine and health care (Butter, 2009). 

The authors of the R4H Report examined the future prospects 
for use of each of several categories of robotics in medicine and 
health care and presented their analysis for how each may best be 
applied. The R4H Report suggests priority areas for innovation: 
(1) smart medical capsules, (2) intelligent prosthetics, (3) patient 
monitoring systems, (4) robotized analysis and therapy of motor 
coordination, (5) robot assisted mental, cognitive and social 
therapies, (6) surgical robots, and (7) robotized assistance in 
nursing and paramedical care (Butter, 2009). 

For the purpose of this paper, we will focus on the seventh 
category of the R4H Report, “robotized assistance in nursing 

and paramedical care”. Examples of three types of robots in this 
category which would be most relevant to occupational therapy 
practice will be presented: (1) wearable exoskeleton robots, (2) 
interactive robots and (3) domestic robots.

Wearable exoskeleton robots 
Hybrid Assistive Limb ® (HAL ®) (Figure 1) is a unique hybrid 
robotic suit which captures weak biosignals generated from nerve 
signals sent from the brain to the muscles via motor neurons. 
Such biosignals, therefore reflecting the wearer’s intensions, are 
detected on the surface of the wearer’s skin and enable HAL® 
to anticipate the initiation of actual musculoskeletal movements 
and move the exoskeleton robot in unison to provide human-like 
movement. This model is already used in physical training support 
and ADL support for people with disabilities in Japan. HAL® is 
also expected to be used in various fields such as rehabilitation 
within the medical field, heavy labour support at factories, rescue 
support at disaster sites, as well as in the entertainment field 
(CYBERDYNE Inc., 2012).  

Robotics and occupational therapy  
practice
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Figure 1. Robotic suit, HAL® from CYBERDYNE. Retrieved from 
http://www.cyberdyne.jp/english/customer/index.html#cs01.
Photo reprinted with permission from Prof. Sankai, University of Tsukuba/ 
CYBERDYNE Inc.
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interactive robots
Paro (Figure 2) has been named the “World’s Most Therapeutic 
Robot” by Guinness World Records (PARO Robots U.S., 
Inc., 2012). It is an advanced interactive robot developed by 
the National Institute of Advanced Industrial Science and 
Technology (AIST) in Japan. Paro is designed to look like a 
baby harp seal, and its purpose is to reduce patients’ stress, 
stimulate interaction and communication between patients 
and caregivers, and improve community engagement for 
institutionalized patients. 

Paro’s artificial intelligence software program allows Paro to 
detect the environmental condition (e.g., dark or light) and the 
client’s emotional state (e.g., agitated or calm). By interacting 
with people, Paro responds as if it is alive by moving its head and 
legs, making sounds (it imitates the voice of a real baby harp 
seal), and showing the user’s preferred behaviour (Martin-King, 
2011).

The design of Paro has been evolving since 2003 and the 
current version is used in Japan and throughout Europe (PARO 
Robots U.S., Inc., 2012). Paro is used as a therapy tool for elderly 
residents in residential care facilities, people with disabilities 
or dementia, as well as in schools for children with autism 
(ShoppingBlog.com, 2010). Nursing staff have found that using 
Paro has a calming effect on clients with severe dementia, 
reduces their wandering, and enables them to interact with 
peers in a group situation (Bruce, 2010). Dr. Takanori Shibata, 
the lead inventor of Paro, has been assisting therapists and 
caregivers in Japan by providing Paro for post-traumatic stress 
disorder (PTSD) treatment following the 2011 earthquake and 
tsunami (Meyers, 2011). According to Japanese literature, the 
key to successful use of Paro is based on therapists’ supervision 
or guidance depending on the age and condition of patients 
(Wada, Ikeda, Inoue, & Uehara, 2010).

Domestic robots 
Many domestic robots are now on the market that can provide 
domestic help as well as companionship to individuals with 
physical disabilities. These devices include household care 
robots such as vacuum cleaners, floor washers, lawn mowers, 
pool cleaners, and pet care devices, as well as “social robots” 
such as robotic pets and humanoid robots (Domestic Robot, 
n.d.). 

Humanoid robots differ from other kinds of robots as they 
can adapt to changes in their environment or themselves. These 
robots are capable of:

• recharging themselves
• avoiding situations that may be harmful to people, 

property, or themselves
• interacting safely with humans and their environment 
• “autonomous learning (learn or gain new capabilities 

without outside assistance, adjust strategies based on the 
surroundings and adapt to new situations)” (Humanoid 
Robot, n.d.) 

The most advanced humanoid robot is the ASIMO (Figure 
3), developed by the Honda Motor Corporation (American 
Honda Motor Co. Inc., n.d.). It can walk, run, manage stairs, 
converse with people, handle objects with a gentle touch and 
lift substantial weights. It can also assist people with walking 
and push a wheelchair. In the future, there is potential for many 
domestic tasks to be delegated to this kind of humanoid robot, 
such as laundry, homemaking, serving tea, and carrying heavy 
objects or groceries. 

It is important to note that many domestic or service robots 
require regular maintenance and, to be helpful to clients, they 
must be easy to set up, reliable, and safe for children and pets. 
As well, while some domestic robots connect to Wi-Fi home 
networks or smart environments and are autonomous to a high 
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Figure 2. Paro. Photo printed with permission from AIST, Japan.
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degree, most that are on the market still require power supply 
maintenance either with batteries or a power cord. 

Any robotic product used with clients for therapeutic 
purposes in Canada should have passed regulatory approval by 
Health Canada (2006). Also, robotic products that therapists 
use should be in high enough demand that they are relatively 
affordable and have reasonable warranties. Because the 
technology is relatively new, many robotic products are still too 
expensive to be available to most users (Butter, 2009).

Conclusion
As described in this paper, commercially available robots 
may increase the functional independence of occupational 
therapy clients and decrease their dependence on caregivers. 
Robots may therefore relieve some of the strain of health-care 
workforce shortages, particularly relating to that of health-care 
assistants, as robotic technology has the potential to assist 
individuals with ADLs and IADLs, activities often supported by 
these workers. Although the rapid advancement of technology 
may seem overwhelming at times, technological changes 
are inevitably affecting human occupations. It is undeniably 
challenging to incorporate new technologies into daily living, 
but many of us cannot imagine living now without some 
technologies that did not exist only a few years ago. Imagine, for 
example, working without computers, communicating without 
cell phones, or banking without automated teller machines 
(ATMs). Similarly, in the future we could see the growing use of 
robotic technology as an essential aid to human occupation and 
occupational therapy. 
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Preserving memories of earlier times is valuable to ensure 
pioneers are not forgotten and to allow us to reflect upon 
and learn from past events. The CAOT Archives Committee 
is collecting and preserving Canadian occupational therapy 
history and making it accessible through the OT Legacy 
website, www.otlegacy.ca. This article shares the regional history 
from Ottawa and the Champlain Region of Eastern Ontario, 
with the hope that others might also be inspired to record the 
history of occupational therapy in their own region.

A group of retired occupational therapists met in 2011 to 
reminisce about their experiences of the 1970s and 1980s. They 
shared stories with some similar, but also differing, perspectives 
on events. Their observations and reminiscences are presented 
here.

Once upon a time...
Occupational therapists have always been known for their 
skill in interacting with clients. At present our methods are 
structured into models of practice and values, and enshrined 
through various codes of ethics and standards of practice. Fifty 
years ago, standards of practice and regulations were not as 
predominant as they are today.  For example, documentation 
was not “of the essence,” as one retired occupational therapist 
said. Report writing was always considered “part of the job,” 
but not to the detailed standards required today. Before formal 
regulations came into effect, occupational therapists had 
guidelines, such as the following example from the Perth and 
Smiths Falls area, created in the 1950s and used until the early 
1980s. 

Pledge and Creed for Occupational Therapists

Reverently and earnestly do I pledge my whole-hearted service 
in aiding those crippled in mind and body.

To this end that my work for the sick may be successful, I will 
ever strive for greater knowledge, skill and understanding in the 
discharge of my duties, in whatsoever position I may find myself.

I solemnly declare that I will hold and keep inviolate whatever I 
may learn of the lives of the sick.

I acknowledge the dignity of the cure of disease and the 
safeguarding of health in which no act is menial or inglorious. 

I will walk in upright faithfulness and obedience to those under 
whose guidance I am to work and I pray for patience, kindliness 
and strength in the holy ministry to broken minds and bodies.

(Collected by Linda Shrout from a niece of Lena Spooner (Wall) 
in 2011.)

Occupational therapy training
Occupational therapists working in Ottawa and surrounding 
areas studied elsewhere as there was no local occupational 
therapy training program until 1986. This situation contributed 
to a shortage of therapists in the late ‘60s and early ‘70s. Some 
occupational therapists came from the CAOT Advanced 
Practice Program offered in Kingston in collaboration with 
Queen’s University, also referred to as “The Special Course 
in Occupational Therapy.” This course was offered from 1959 
to 1967, when the ‘regular’ program at the Queen’s School of 
Rehabilitation Therapy began. Students from Queens came 
to Ottawa for placements, often resulting in employment. 
Employers recruited across Canada and around the world. 
Beatriz Aronna came to Canada in 1968 as a new graduate from 
Argentina with two colleagues. One colleague stayed 15 years 
and the other, just 6 months. Ah, those Canadian winters! 

Occupational therapy practice
Occupational therapy was labeled a ‘diffident’ profession 
(Maxwell & Maxwell, 1977). Nevertheless, occupational 
therapists advocated for clients and promoted meaningful 
activity. Some occupational therapists were perceived as 
confrontational at times when informing clients they were not 
safe to go home. Thus, for a long time, occupational therapists 
were considered by some as the ‘bad cops’ of rehabilitation.

In the 1960s and ‘70s, occupational therapy’s credibility with 
employers and colleagues differed from one setting to the next. 
Many efforts were made to improve the profession’s credibility. 
During that era at the Ottawa Civic Hospital, Moyra (Dart) 
Jones, a very dynamic and strong leader, highly respected by 
executive management, was instrumental in establishing strong 
psychiatric and paediatric occupational therapy, plus other 
rehabilitation services.

It seems the 1970s was a difficult period for occupational 
therapy. The staffing shortage made recruitment difficult and 
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workloads heavy. Some positions remained vacant for long 
periods or were transferred to other professions, reinforcing 
the perception that occupational therapy may be superfluous. 
Several contributors to this history reported that as long as 
clients could walk, that seemed enough without the intervention 
of occupational therapy. Referrals were often made simply 
to fill clients’ time, a practice much resented by occupational 
therapists. Therapists had to be persistent in promoting 
how occupational therapy could help clients become more 
autonomous. They worked hard to move the profession toward 
a new way of supporting clients throughout their rehabilitation, 
assessing and treating, increasing function and safety. This hard 
work resulted in occupational therapists becoming recognized 
eventually as essential rehabilitation team members. 

Did you know about the 1970s health issues surrounding 
assistive devices?!! 
Contrary to today where assistive devices are mostly available 
through rehabilitation companies, in the 1970s occupational 
therapists created assistive devices from scratch. They had to 
be very skillful and creative, using different types of material 
(leather, aluminum, etc.). Materials used for splinting in the 
early ‘70s were toxic and very difficult to manipulate (e.g., 
acetone and cement, then first generation of thermoplastics). 

Employers 
Contributors reported that occupational therapy services 
expanded significantly in the 1970s. In Ottawa, many 
occupational therapy departments were founded in that decade. 

The City of Ottawa 
In the 1970s, occupational therapists were developing services 
at the Ottawa Civic Hospital, the Ottawa General Hospital, the 
Children’s Hospital of Eastern Ontario (CHEO), the Ottawa 
Children’s Treatment Center (OCTC), the Royal Ottawa 
Hospital, the St-Vincent Hospital, l’Hôpital Montfort and at 
the Ottawa Canadian Forces Hospital (visit www.otlegacy.ca 
for more details). Around 1972-3, the Queensway Carleton 
Hospital (QCH) opened an outpatient psychiatric facility in 
a strip mall in Bells Corners before the hospital building was 
completed in its current location. Occupational therapists 
started to work at QCH in 1976.

Donna Campbell, a past CAOT president living in Ottawa, 
reported that while beds were plentiful in the 1970s, a steady 
decline led to a decreased length of stay (the Civic Hospital 
went from approximately 1500 beds in 1972 to half that number 
in 1996). Thus, occupational therapists could not design 
long-term treatment plans and had to change their practice, 
collaborating more closely with other facilities and services to 
ensure clients received needed services following discharge. 
This is where home care services became very useful.

During the ‘70s, home care services were developing and 
growing across Canada.  Offering services in people’s homes 
was a way of using high-cost hospital beds more efficiently.  
Many occupational therapists made the move to community 
care, wanting to pursue working one-on-one with people in 
their home environments.  By 1979, the Ottawa-Carleton Home 
Care Program employed occupational therapists.  With the 
implementation of the Chronic Home Care Program in 1979, 
the number of clients receiving services grew dramatically and 
led to the rapid expansion of occupational therapy services 
throughout the 1980s and ‘90s. However, by 2000, structural 
service changes and budget pressures resulted in rehabilitation 
service cutbacks. But that’s another story!

School services were also being developed in the ‘70s, 
involving occupational therapists and other disciplines providing 
services to children within their own school settings.  In the early 
years, these services were provided through the occupational 
therapy department at CHEO. Later, the government privatized 
those services, a situation that continues today.

Perth & Smiths Falls area
As in Ottawa, the Perth and Smiths Falls area occupational 
therapists developed services across the region in the 1970s, 
mainly at the Perth and District Hospital. Contributors 
remember a very active occupational therapy community in this 
area (visit www.otlegacy.ca for more details).

Cornwall and eastern counties
The occupational therapy department at the then Cornwall 
General Hospital started around 1970, at about the same time 
as the addition of psychiatry. There were also one trained (at 
the Kingston Psychiatric Hospital) and two untrained, though 
experienced, occupational therapy assistants. In 1979, mental 
health services were expanded to include a community psycho-

About the author
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geriatric team, now integrated into the Cornwall Community 
Hospital.

In the late 1970s, home care and private practices started 
to emerge; occupational therapists were hired at Home Care, 
under the auspices of the Eastern Ontario Health Unit. In the 
‘80s and ‘90s, many therapists moved from Home Care to the 
area’s Community Care Access Centre (CCAC), funded by 
the Ontario Ministry of Health and Long-Term Care. Others 
went into private practice to offer home care as well as other 
services. Now, there are a lot fewer occupational therapists 
remaining at the CCAC; many are case managers.

Structures, associations and the economy 
In the 1970s, occupational therapy department heads formed a 
tight group, a powerful influence in breaking barriers for front-
line clinicians to enable them to offer services as seamlessly as 
possible.

In the early 80’s, an economic downturn accelerated 
restructuring. Department-based services moved gradually 
towards program management, based on an industry model 
known as ‘product line management.’ The Royal Ottawa 
Health Care Group was the first local hospital to adopt a 
formal program management structure and the Ottawa Civic 
Hospital made the change in 1996. There were various models 
of program management implemented across the province and 
the country. It was a difficult time for fear of loss of professional 
autonomy and professional identity. Also, this model offered less 
flexibility in scheduling of occupational therapists; one had to 
work where the hours were budgeted, regardless of client needs. 
On the positive side, this shift enabled the development of 
inter-professional practice and a clearer continuum of care.

Professional associations
The College of Occupational Therapists of Ontario did 
not exist until the mid-‘90s, but both the Ontario Society of 
Occupational Therapists (OSOT) and CAOT were valued 
by occupational therapists from the Champlain area. The local 
branch of the OSOT was very active in Ottawa in the 1970s and 
‘80s. In subsequent years, and especially after CAOT moved 
its head office to Ottawa in the mid-‘90s, more Ottawa and 
area occupational therapists became involved with CAOT, 
particularly with government affairs. 

Did you know?
There have been three CAOT conferences in Ottawa since 
the 1970’s. The 1979 and 2009 conferences were held at the 
same hotel, although it was known as the Skyline at the first 
conference and the Delta at the second. Another CAOT 
Conference was held in Ottawa in 1996. 
  

in conclusion
The 1970s and ‘80s were transition years in Ottawa and the 
Champlain Region, an expansionist time featuring everything 
from basket weaving to functional rehabilitation programs. 
Occupational therapists could spend more time considering 
clients’ interests and less time convincing others of the value 

of their profession. Client-centeredness started to emerge as a 
core value. Nonetheless, this profession has had its fair share of 
struggles to promote itself as credible within the greater health 
community. This story, and likely many others, show that it takes 
strong beliefs, faith, patience, hard work, and a capacity to seize 
opportunities to advance a profession and to make it more 
visible. Many thanks to our predecessors for showing us the way!

Salute to OT’s 

She stood before the pearly gates                                                                                                          
Her face was scarred and old,                                                                                                                           

She stood before the men of fate,                                                                                                               
For admission to the Fold.                                                                                                                          

“What have you done, St. Peter said                                                                                                             
To gain admission here?” “I’ve been an O.T. Sir.  

 For many and many a year.”                                                                                                                     
The pearly gates swung wide,                                                                                                            

St. Peter touched the bell                                                                                                                           
“Come in and choose your harp, my girl                                                                                          

You’ve had your share of Hell”.

(Collected by Linda Shrout from a niece of Lena Spooner (Wall) 
in 2011. This pledge is believed to be from the ‘50s)
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In line with the Quality End-of-Life Care Coalition of 
Canada (2012), “The Canadian Association of Occupational 

Therapists [CAOT] believes all people of all ages in Canada 
have the right to quality end-of-life care that allows them 
to die with dignity, free of pain, surrounded by their loved 
ones, in a setting of their choice” (CAOT, 2011, para.1). This 
excerpt from the CAOT position statement on occupational 
therapy and end-of-life care got us thinking. Our experience 
as therapists and researchers in palliative care showed us 
this right was often jeopardized. We decided to look at each 
component of this fundamental statement in order to gain a 
better grasp of what it means. The objective of this paper is 
to share reflections about the main constructs of the opening 
statement of CAOT’s position statement. It is written to 
provide readers with ‘food for thought’ about palliative care. 

People of all ages
As Coquet (2010, p. 7) aptly stated, “while we may not all 
be equal by birth, we are made brothers and sisters by the 
physical death that we will all experience sooner or later.”  
Age is not a protective factor when it comes to death; even 
newborn babies die. Our experience shows that the older 
a person is, the more normal his or her death seems and 
therefore the easier it can be accepted. As a result, there is 
potential that end-of-life processes might become trivialized 
for the elderly and consequently they may not receive the 
support they need (Durivage, Hébert, & Nour, 2012). It is 
important that occupational therapists, when assessing the 
occupational needs of clients of any age in the end stages of 
life, have the courage to directly broach the subject of death, 
are attentive to their clients’ verbal and non-verbal cues, and 
are able to cope with the silences that sometimes arise during 
such discussions. 

Quality end-of-life care
What do we mean by ‘quality care’? What exactly does it look 
like? Who decides what constitutes ‘quality’?

Whereas assessing the quality of services can be seen as 
the purview of managers and clinicians, who are deemed 
experts in the matter, it is now generally accepted that clients’ 
views are an important part of the evaluation process. The 
quality of services is then determined, on one hand, by clients’ 
expectations and, on the other hand, by administrative and 
professional standards and good practices (Institut de la 
statistique du Québec, 2010). We encourage occupational 

therapists to find out about their clients’ expectations and end-
of-life preferences, not only at the outset of the therapeutic 
relationship but throughout its course. It is not enough, 
however, merely to know what those preferences are; it is also 
crucial to gear services towards meeting these preferences 
and continually reflect on one’s professional standards and 
practices regarding quality end-of-life care. Checking regularly 
that practices are evidence-based will help ensure or improve 
the delivery of quality occupational therapy services. While 
further research on occupational therapy care at end of life is 
needed to strengthen the theory base, literature is available (in 
occupational therapy and in other disciplines) that may guide 
therapists on the quality of their practices.

As the Quebec Ministry of Health and Social Services 
(2010) underlines, quality of services – a very broad concept 
that covers many realities – must be present at each stage of 
the process (assessment, service delivery, follow-up, and so 
on). In this document, enhancement of quality refers primarily 
to the quality of services provided directly to clients and to 
their friends and family. It means engaging in sympathetic 
communication and taking the correct action to alleviate the 
physical and mental suffering of clients and their loved ones, as 
appropriate, and to promote quality of life. 

‘Quality of life’ is rooted in the notion of ‘happiness,’ 
which has been interpreted in various ways across time and 
in different contexts. It has been seen as a natural right, 
a private good or as a matter of social efficacy. Today, 
happiness is seen as a form of personal goal; something 
that individuals must achieve for themselves. Quality of life 
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comprises several dimensions (e.g., spiritual, physical, social 
and emotional well-being), and has meaning only in context 
(Schalock & Siperstein, 1997). With their holistic vision, 
occupational therapists are trained to pay attention to all of 
these dimensions in order to contribute, as much as possible, 
to maintaining or improving clients’ quality of life. They do 
this on the basis of theoretical models such as the Model of 
Human Occupation (MOHO) and the Canadian Model of 
Occupational Performance and Engagement (CMOP-E), 
or by drawing on components from a variety of conceptual 
frameworks while also being guided by the intention and 
desire to instil a sense of well-being in others.

If we draw a parallel between quality of life and quality of 
services, does that mean that a quality service is a socially 
effective service – one that people are entitled to receive, that 
contributes to their personal development and that makes 
them happy? If we accept this meaning, then ‘quality,’ as a 
crucial aspect of service delivery, will make a difference in the 
lives of people who have only months or weeks to live. Aiming 
to provide quality end-of-life care, the occupational therapist 
can offer a quality presence as a therapeutic tool; this involves 
respect, empathy, cultural and self awareness, listening, 
reflective silence, identification of feelings (Page, 2008) and 
compassion.  The quality of occupational therapy care is 
guided by the goal to improve the quality of the client’s life. 

To die with dignity
Dignity, from the Latin word, dignitas, means pride and self-
respect (Rey, Rey-Debove, & Robert, 2010). The Quebec 
Commission on Ethics of Science and Technology (2010) 
draws a distinction between subjective dignity and objective 
dignity. Objective dignity invokes the sacred nature of 
human beings. The mere fact that we are human beings 
gives all people dignity. The concept of subjective dignity, 
on the other hand, is related to the notion of autonomy, 
where helping clients ‘die with dignity’ means showing 
respect for the individual’s chosen treatment and manner 
of death. This meaning raises questions about euthanasia 
and aggressive treatment. These two distinct circumstances 
arouse ethical concerns that have to be approached according 
to jurisdictional laws and the people involved. We believe, 
after the fashion of De Hennezel (2010), that euthanasia and 
aggressive treatment are undesirable. Dying with dignity can 
mean that the individual dies in the best possible conditions – 
conditions that are based on what the client values, together 
with the necessary support he or she deserves by nature of 

being human. The person-centred approach that occupational 
therapists value and aim to implement in practice can be 
understood as centering on the value of the individual. For 
example, if the client refuses hygiene care because he is in 
pain and wants to run the risk of contracting an infection that 
could speed his death, the occupational therapist, for whom 
the dignity of the person is paramount, will try, in collaboration 
with the team, to find therapeutic measures to ease his 
discomfort, which may in turn relieve the client’s wish for death. 
Occupational therapists offer palliative clientele a unique 
therapeutic standpoint that aims to enhance the client’s sense 
of dignity through occupational participation and adaptation 
of the environment. 

Without pain
Viewed from a broad perspective, the terms pain and 
suffering might appear to be interchangeable. According to 
Loeser (2000), pain is something physical, whereas suffering 
is emotional or mental. Furthermore, Block (2001) views 
suffering as the opposite of quality of life. Caregivers and 
health-care professionals, including occupational therapists, 
should seek ways to assist the client to live through his 
or her end-of-life experience without pain, whether it be 
physical or emotional. To achieve these goals, in a context of 
interdisciplinary cooperation, occupational therapists may use 
a range of therapeutic methods that are meaningful to the 
person at the end of life. In some cases, this may mean simply 
promoting the fulfillment of the client’s wishes. For example, 
an occupational therapist asked Mr. Abott, “What would you 
like to experience now?” He replied, “I would like to be able 
to speak to my children. I feel bad about what I did when 
they were young. I think that’s why they didn’t come and see 
me more than twice a year and never stayed long. There are 
things I want to say to them but I don’t feel able to do it.” After 
a consultation with the client and the team, it was agreed that 
the occupational therapist would help Mr. Abott write to his 
children and the social worker would arrange a family meeting. 
The 86-year-old man died in peace. 

Surrounded by their loved ones, in a setting of  
their choice
For some clients, their ‘near and dear’ are far away. Family 
members or friends may be unable to be present for a broad 
range of reasons (geography, personal illness, relational 
tensions, etc.). A person who is unable to receive support from 
his loved ones may see his wish to die at home compromised. 
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The human and financial resources of the Canadian health-
care system are far from sufficient to ensure ongoing home 
care for socially isolated individuals (Falardeau, Arpin, & 
Lambert, 2012). Many Canadians do not have the resources 
to hire private care workers to meet their end-of-life needs. 
Often, such a person will die outside the home, in a hospital, 
either in a regular ward or in palliative care, in a nursing home 
or in a hospice. The most recent statistics show that 67% of 
Canadians died in hospital (Statistics Canada, 2007). 

The potential to die at home, in familiar spaces surrounded 
by one’s own things, is greater when loved ones are present on 
a daily basis and agree to act as caregivers. According to the 
Institut national de santé publique du Québec (2006), only 8% 
of adults aged 20 and over who were able to receive palliative 
end-of-life care died at home. It is important to support 
caregivers who provide most of the home care (Health 
Canada, 2005). We propose that occupational therapists 
consider family caregivers not only as caregivers but also as 
part of their clientele, as recipients of care. Doing so would 
help support the caregiving experience, and potentially help 
address issues such as caregiver burnout. In acknowledging 
the physical and emotional demands made on caregivers, 
practitioners could then tailor their interventions to also meet 
the occupational needs of the family members and other 
caregivers. It would be important, in that case, to inform 
decision-makers (other stakeholders, managers and politicians) 
of the role played by occupational therapists in this respect. 
By providing more support for end-of-life caregivers, there is 
potential that more clients would be able to live their final days 
and months in their home environment, if desired, and in the 
company of loved ones. 

Conclusion
The purpose of end-of-life care is to alleviate pain and 
suffering, maintain or improve safety, provide comfort, 
prevent injuries, and enhance quality of life by encouraging 
people to participate in meaningful occupations and 
rewarding experiences (CAOT, 2011). We propose that 
occupational therapy services for clients in palliative or 
terminal care be centred on the client’s needs and values and 
on an understanding of all the factors, both internal (such as 
emotions and beliefs) and external (such as family members 
and the caregiving team), that may have an impact on the 
client’s quality of life. 

We encourage occupational therapists to actively listen 
to the needs of palliative clients of all ages and to their 
loved ones. In order to recognise and respect the dignity of 
the client, and optimize his or her quality of life in the final 
stages, it is important that therapists help enable the client 
to engage in occupations that enhance feelings of autonomy 
and personhood. We hope that clients are able to die in 
the environment of their choice, without pain or suffering, 
surrounded by their loved ones. With this end in view, we invite 
occupational therapists to also reflect on the constructs in 
the CAOT’s end-of-life mandate, with the hope of improving 
the quality of practice and the quality of the end-of-life 
experience. 
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A number of online resources have been developed in 
Canada to support preceptors and students in fieldwork 

education. The following is an annotated collection of some key 
resources that are available. While not exhaustive, the resources 
listed here are intended to be generic and support preceptors 
and students across Canada. Each university will have additional 
program specific resources that are available online or in print 
format.

general online preceptor modules
Preceptor Education Program 
http://www.preceptor.ca/ 
Authors: Ann Bossers, Sandy DeLuca, Karen Ferguson, Sandra 
Hobson, Anne Kinsella, Ann MacPhail, Taslim Moosa, Susan 
Schurr, Mary Beth Bezzina, Karen Jenkins, Jennifer Macnab, 
Lynda Rolleman

The Preceptor Education Program (PEP) was created in 2007 by 
an interprofessional research group at the University of Western 
Ontario and Fanshawe College. PEP consists of seven online 
learning modules. Each module contains interactive activities, 
case examples, and video cases. The modules have been 
designed to support preceptors and students in any health-care 
discipline. Each module takes approximately 30 minutes to 
complete. The modules are excellent for students to complete 
in preparation for fieldwork or jointly with their preceptor. Users 
must register through a simple online application. 

E-Tips for Practice Education Modules
http://www.practiceeducation.ca/courses/
Authors: Rosemin Kassam, Donna Drynan, Elizabeth MacLeod, 
Lois Neufeld, Glynnis Tidball

E-Tips for Practice Education, developed in 2008 by clinicians 
and educators in British Columbia, consists of eight modules 
designed for preceptors across any health-care discipline. The 
modules provide practical teaching and learning tips and take 
approximately 10-15 minutes to complete. Interactive activities, 
videos, and teaching and learning strategies are found in 
each module. The modules are excellent to support both first 

time and experienced preceptors. Users can enter without 
registration.

McGill Training and Retention of Health Professionals 
Project – Supervision Modules
http://www.mcgill.ca/spot/clinicaleducation/supervision
Online Facilitators: Estelle Hopmeyer, Francine Granner, 
Oonagh Aitken, Marcia Beaulieu, Jeanne Claessen, Caroline 
Storr, Mariette Xenopoulos

The McGill Training and Retention of Health Professionals Project 
began in 2009 and consists of five online student supervision 
modules designed for a multi-disciplinary health-care audience. 
They contain a range of topics from basic to advanced fieldwork 
education skills. Each module runs for a set period of one month 
and requires about four hours a week to complete. While 
running, the modules are facilitated by a team of fieldwork 
educators, and participants actively engage with an online 
community of learners. Registration is required, but free. Upon 
completion a certificate is sent to participants to add to their 
professional portfolios. 

Online modules to support interprofessional 
placements
Preparing for an Interprofessional Placement 
http://healthsci.queensu.ca/education/oipep/oipep_resources/
preparing_for_an_ip_placement_module
Authors: Catherine Donnelly and Elizabeth Tata

Preparing for an Interprofessional Placement was developed in 
2007 for the Office of Interprofessional Education and Practice 
at Queen’s University as part of a series of online modules to 
support interprofessional education and collaborative practice. 
The module provides support for teams wanting to offer 
interprofessional fieldwork experiences. The module takes 
approximately 20 minutes to complete. Teaching and learning 
activities, evaluation strategies and questionnaires are provided. 
No registration or login is required. 

Online resources for fieldwork preceptors
Catherine Donnelly, Susanne Murphy and Phillip Wendt
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Understanding and Facilitating Interprofessional 
Education 
http://www.chd.ubc.ca/files/file/resources%20and%20
publications/IPE%20Guide%20(FINAL-June%202010).pdf
Authors: Donna Drynan and Sue Murphy

Understanding and Facilitating Interprofessional Education is 
an online guide developed in 2010 at the University of British 
Columbia to incorporate interprofessional experiences into 
fieldwork. The guide offers a step-by-step process of preparing 
and implementing an interprofessional placement, including 
icebreaker activities, sample learning objectives based on A 
National Interprofessional Competency Framework (http://www.
cihc.ca/files/CIHC_IPCompetencies_Feb1210.pdf), team 
building activities, interprofessional learning activities and 
evaluation of interprofessional learning. Two questionnaires 
and scoring guides are included in the workbook: Entry Level 
Interprofessional Questionnaire (ELIQ) and Attitudes towards 
Health Care Teams. The second edition of this guide is 
expected to be published in January 2013. 

Interprofessional Practice Education Treasure Chest 
http://www.chd.ubc.ca/files/file/ipedocs/player.html
Authors: Donna Drynan and Sue Murphy

Developed in 2010 as a companion to the Understanding 
and Facilitating Interprofessional Education online guide, 
the Interprofessional Practice Education Treasure Chest is an 
interactive module that offers interprofessional education 
tips and skills in the forms of ‘treasure nuggets’.  The module 
was created by the authors and supported by the College of 
Health Disciplines at the University of British Columbia, and is 
designed to be used by any health professional.

Interprofessional Mentorship, Preceptorship, Leadership 
and Coaching (IMPLC) Super Toolkit 
http://ipe.utoronto.ca/initiatives/ipc/implc/supertoolkit.html  
http://www.ipe.utoronto.ca/docs/IMPLC_SUPER_TOOLKIT.pdf 
Author: Office of Interprofessional Education, University of 
Toronto

This toolkit, last updated in 2010, is available through the 
University of Toronto’s Centre for Interprofessional Education 
as a full document or integrative web-based resource. The 
toolkit is an outcome of The Catalyzing and  Sustaining 
Communities of Collaboration around Interprofessional Care 
(CCIC) project and contains six distinct sections: leadership, 
coaching, mentorship, evaluation, change management, and 
preceptorship. Each section of the toolkit is aimed at a particular 
audience, from hospital organizations to administrators, 
educators, and clinicians. There is a range of tools and resources 
available within the toolkit or online.

Online educational resources 
Clinical Reasoning: What is it and why should I care?
http://www.caot.ca/pdfs/Clinicalreasoning.pdf 
Authors: Lisa Mendez and Jodene Neufeld

The Clinical Reasoning handbook (Canadian Association of 
Occupational Therapists, 2003) was developed by students 
for students.  The handbook describes five types of clinical 
reasoning and provides strategies to both students and 
preceptors to support the development of clinical reasoning 
in fieldwork education. The workbook is available free to all 
CAOT members. 

Clinical Education Series
http://www.health.uottawa.ca/sr/ce/suggestions.htm
Author: Consortium national de formation en santé (CNFS), 
University of Ottawa. 

The Clinical Education Series includes a set of online handouts 
to support preceptors across the health disciplines. Fourteen 
handouts cover a range of teaching and learning areas. Each 
handout includes a list of references and where to go for further 
information. Handouts can be viewed online or printed and are 
available in French and English. 

Preceptor Resource Guide: Supporting Clinical Learning
http://dieteticsinternship.landfood.ubc.ca/dietetics_internship_
docs/Preceptor_Resources/preceptorship%20guide.pdf
Author: Career and Learning Development, Vancouver Costal 
Health

This resource guide was developed by Vancouver Coastal 
Health in 2006 to support preceptors in providing clinical 
learning opportunities. The guide is structured to support 
preceptors through the placement process from preparing 
for a student to assessment. The guide provides practical 
tips and ideas for a successful placement experience. In 
addition, reflective activities are provided to assist the reader in 
understanding and integrating their own experiences into the 
clinical learning process.

national and provincial guidelines and standards
Profile of Practice of Occupational Therapists in Canada
http://www.caot.ca/pdfs/2012otprofile.pdf
Author: Canadian Association of Occupational Therapists

The Profile document presents a national competency 
framework with seven competencies, and describes specific 
elements of competent and expert occupational therapists. All 
Canadian university programs educate students to meet the 
entry-level competencies as outlined in the Profile document. 
The framework offers preceptors specific areas in which to focus 
their learning objectives and their clinical education teaching.

Canadian Guidelines for Fieldwork Education in 
Occupational Therapy 
http://www.caot.ca/pdfs/Exam/June7.pdf
Authors: Committee on University Fieldwork Education 
(CUFE), Association of Canadian Occupational Therapy 
University Programs (ACOTUP)
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The Canadian Guidelines for Fieldwork Education in 
Occupational Therapy (CGFEOT), created in 2003 and 
revised in 2011, is a national document that describes the 
principles guiding the Canadian occupational therapy fieldwork 
experience. Roles and responsibilities of university fieldwork 
coordinators, preceptors, and students are outlined. The 
CGFEOT also includes tools and processes to support quality 
occupational therapy fieldwork education. 

Standards for the Supervision of Students 
http://www.coto.org/pdf/Standards%20for%20the%20
Supervision%20of%20Students.pdf
Author: College of Occupational Therapists of Ontario

Recently published, the Standards for the Supervision of Students 
(2011) replaces the 1996 practice guideline and describes the 
minimum expectations for occupational therapists providing 
supervision to student occupational therapists, student 
occupational therapist assistants, and students from other health 
professions. Ten standards addressing key issues of fieldwork 
education are included in the document. Specific performance 
indicators are included for each standard. While the document 
was developed in Ontario, it is an excellent reference for any 
new or experienced preceptors, with a focus on ensuring safe 
and ethical practice. 

Essential Competencies of Practice for Occupational 
Therapists in Canada, Third Edition 
http://www.coto.org/pdf/Essent_Comp_04.pdf
Author: Association of Canadian Occupational Therapy 
Regulatory Organizations

Published in 2011, this competency framework describes the 
competency expectations for occupational therapists in clinical 
and non-clinical work. The competency framework includes 
seven core competencies for occupational therapists. For 
each core competency area there are specific descriptions of 
the competencies, identifiable components of the expected 
performance and performance indicators. The document 
generally outlines expectations for occupational therapists in the 
supervision of students. This document is an excellent reference 
for all preceptors, with a focus on expectations set by regulatory 
organizations.  
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Queen’s University held a Fieldwork Education 
Appreciation Day in June 2012 to honour the 

contributions of preceptors within the region.  Students were 
given the opportunity to nominate preceptors whom they 
deemed as excellent educators; as a result, 47 individuals were 
recognized by the students for their exemplary contribution 
to occupational therapy education at Queen’s University. Also 
on this occasion, the first annual Clinical Education Award in 
Occupational Therapy was presented. The inaugural recipient, 
Cécile Loiselle, was chosen for her leadership, vision and 
passion for fieldwork education. In the students’ words:     

Cécile is a wonderful preceptor whose teaching style allows 
the student to be confident and independent. Cécile is extremely 
passionate and passes on her passion to all her students. Cécile 
is dedicated to teaching OT [occupational therapy] students and 
to turning her students into successful and confident therapists.

Cécile has been a fantastic role model.  She takes the time to 
“think out loud” to walk us through her thought processes.  She 
provides increasing levels of independence as we become more 
comfortable with our roles.  She has gone above and beyond by 
inviting us to take part in additional experiences where we have 
been able to see her advocate for clients.  She has created an 
amazing atmosphere for us to learn in!

Cécile has worked for 37 years as an occupational therapist 
and public health educator in the field of pediatrics.  For the 
past 10 years she has worked at Brockville General Hospital 
in the Infant and Child Development Program and the Early 
Language Intervention Program. Over this time Cécile has 
provided fieldwork learning opportunities to many students 
and has been dedicated to mentoring new therapists. Cécile 
has designed and offered an interprofessional placement, 
where students are co-supervised by a team of professionals.  
She continues to be engaged in all areas of fieldwork learning, 
and has offered unique experiences  to students including the 
opportunity to work alongside her  to build and implement a 
gymnastics program for children with disabilities (see page 26 
for details).  

Cécile has taken the time to share her passion about 
fieldwork and inspire others to become engaged in learning 

and teaching.  The following questions and answers are from 
an interview we conducted with Cécile.

Q: What inspired you to become a preceptor?

A: There are three factors.  The first one is part of a process 
of reflection that I went through a number of years ago to 
avoid burnout.  I recognized that I needed an injection of fresh 
energy in my day-to-day professional life.  Then secondly, I 
was having many frustrations about the lack of resources in 
my very small community and it meant that there was very 
little, if any, occupational therapy. [Thirdly,] I’ve always enjoyed 
teaching.  It’s a readiness intersecting with opportunity.  

Q: What are your top three suggestions to balance clinical 
work while having a student?

A: Share the load with the team; look at how you yourself and 
your team can benefit from having a student so that it doesn’t 
feel like having additional work on top of a very busy schedule.  
For example, our students co-lead groups and they are the 
extra hands in some of our programs.  So that way, [for] the 
time we spend with the students, we get a bigger payback in 
terms of the services we can offer. 

Sharing the load in my case also means organizing up to 
one off-site visit [to a community agency] per week.   The 
response has been really good; most professionals enjoy the 
opportunity to share what they know.  It really is a win-win. 

Celebrating excellence in fieldwork education:  
A conversation with an award-winning preceptor
Catherine Donnelly and Susanne Murphy

Left to right: Susanne Murphy, Cécile Loiselle, and Catherine Donnelly
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Another suggestion would be to have a regular meeting 
scheduled so if little things come up along the way, and I don’t 
happen to have time available, we can talk about them every 
week.   I [also] need to have a clear schedule so that I know 
what they’re doing and they know what they’re doing.  Once 
the template’s been set up it takes away a lot of work on my 
part.  

My third suggestion is to give them [students] 
responsibilities.  Be specific in your assignments; make the 
expectations clear.  

Q: What is your education or teaching approach?

A: I don’t always have it all figured out; often we [as preceptor 
and student] come up with it together.  I see us as travelling 
partners.  I’m the experienced guide and they’re the person 
who’s looking to see things and experience things.  I know 
some of the things they need to see and do and what might 
be in the book, but some things aren’t in the guidebook 
that I think they would really benefit from.  But on the other 
side, I’m accompanying them on that [ journey].  I get to 
see familiar things with fresh eyes and so it’s an education 
for them for sure, but I also see it as an opportunity for me 
to get free professional development.  Their reflections will 
connect a frame of reference or something they learned in 
their coursework and then that gives me the language to frame 
what I’ve learned clinically, by experience.

Q: What advice would you give to occupational therapists 
considering offering a student fieldwork experience?

A: I think for me what made it more valuable, and feel less 
like work was to look at what benefits myself, my team, [and] 
my community could get from having the student.  I mean 
that in a very utilitarian way.  Of course it’s always a benefit to 

have education experiences, but I looked at it very specifically 
because I had to justify it to my colleagues; we could get 
something out of it specifically in service delivery as well as the 
professional development side of it.  How can we structure this 
placement so that we get an expansion of our service to our 
clients because they [the students] are here?  So we started 
slow and looked at other ways of using networks.  

A second piece of advice is to have high expectations 
and give support – these occupational therapy students are 
capable of a lot with some support and some structure.  They 
come with a set of basic skills and keenness and readiness to 
learn. The next thing we know, they are offering occupational 
therapy services; it happens quite naturally.

Q: If you were a student today, how would you approach your 
fieldwork education?

A: That’s a tricky one. I will go by watching the students that 
I’ve worked with and seeing the ones who’ve got [sic] the most 
out of it.  The students that seem to do best are the ones 
who come in, taking it all in at first.  They look at the setting, 
assess the expectations and the resources.  [They] figure out 
what’s expected, what can they get from what’s there, in their 
education and professionally, then what can they give? 

The other one [suggestion] is to speak up and to contribute 
if you have an idea.  Bring it up, because students will offer 
things that I hadn’t even thought about.   I often suggest to 
them that they don’t spend a lot of time researching the broad 
information about the placement, but the minute you hit the 
ground and see what’s in front of you, that’s what you research, 
because that’s what sticks and you know how it applies and you 
can ask your questions.  

This interview has been condensed for publication.
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The call for interprofessional collaboration within the health field 
has long been established (Barr, 2002). The aim of this article 

is to describe the philosophy, structure, content, and therapeutic 
approaches of a unique interprofessional paediatric program 
called Tumbling Together. Tumbling Together is offered by an 
interprofessional team composed of an occupational therapist, a 
speech language pathologist, a children’s mental health professional, 
and a certified gymnastics coach, as well as pre-service professional 
students and volunteers. The mission of Tumbling Together is to 
deliver therapy to children with an assortment of developmental 
and physical challenges using movement, social interaction, and 
play. Play is emphasized because it is through play that children 
learn skills to support their roles as players, and later, other 
meaningful occupational roles such as friend or school student 
(Burke, 1993; Rodger & Zivianni, 1999).

Our vision is to enhance the school, family, and social 
participation and relationships of the children who participate. The 
challenges these children face include:

• Difficulty with age-appropriate social interactions/play 
• Poor use of language in a social setting 
• Gross motor difficulties/incoordination (although participants 

must be able to walk)
• Poor oral-motor coordination 
• Poor or weak posture/trunk control 
• Poor body awareness 
• Challenging sensory profile (avoidant, overreactive) 

Challenges are identified by parents or by the therapists from 
prior work with these children. Many of the children also experience 
difficulty with self-regulation. Self-regulation involves the ability to 
stay calmly focused and alert (Shanker, 2010) as well as the ability 
to manage one’s own energy states, emotions, behaviours, and 
attention in ways that are socially acceptable and help achieve 
positive goals (Shanker, 2012). Self-regulation has been shown to be 
a predictor of academic success (Shoda, Mischel, & Peake, 1990), 
and poor self-regulation has been linked to risk-taking (Crockett, 
Raffaelli, & Shen, 2006) and poor health (Bandura, 2005; Grossarth-

Matickek & Eysenck, 1995; Riggs, Sakuma, & Pentz, 2007). The 
better a child can stay calmly focused and alert, the better he can 
integrate diverse incoming sensory information, assimilate it, and 
sequence his thoughts and actions (Shanker, 2010). Self-regulation 
is thus an essential skill promoted in Tumbling Together participants. 

Program overview
Children are referred to Tumbling Together from the caseloads of 
the occupational therapist, the speech language pathologist, or the 
children’s mental health professional, with referrals also accepted 
from other agencies. Children may have a formal diagnosis (e.g., 
autism spectrum disorder, Down syndrome, hemiplegia, speech/
language disorders) although a diagnosis is not a requirement to 
enrol. 

Tumbling Together addresses participants’ needs by engaging 
them in physical activity and social interactions while building 
self-regulation capacity. Therapy is structured around small groups 
of four to seven children, ranging from three to five years of age. 
The entire program consists of 11 sessions. The first is an hour-long 
information/preparation session for parents/caregivers to ensure 
they can understand what 
they will observe during 
the 10 weekly 45-minute 
children’s sessions held at 
a local gymnastics club. 
The first three children’s 
sessions are used as an 
orientation to the program 
and an opportunity for 
the interprofessional team 
to assess the children 
and make adjustments. 
Using caregiver input, 
goals are set in each of 
five domains: motor skills, 
sensory/self-regulation, 
functional communication, 

Tumbling Together: An innovative  
approach to interprofessional paediatric 
therapy
James Wintle, Cécile Loiselle and Jean Chamberlain
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school readiness, and social/emotional domains. Goals are written 
in a Goal Attainment Scale format for weekly scoring (King, 
McDougall, Palisano, Gritzan, & Tucker, 2000).

In all activities, the children are supported by a member of the 
interprofessional team who demonstrates how to perform each 
activity and encourages and praises the children’s participation. 
Therapists also co-regulate participants, providing models or 
prompts for both the language and ‘feeling’ of what it is to be 
calmly alert and focused. Over the 10 weeks the amount of support 
offered is faded so each individual child can achieve his maximal 
independence. As adult supports are faded, children increasingly 
act as peer models. Each group of children is selected to ensure 
the membership of ‘expert’ and ‘novice’ players (Wolfberg, 2003). 
Combining experts and novices in areas of communication, self-
regulation, and gross motor function allows for age-appropriate 
peer models in each targeted area. It also provides the children 
opportunities to experience success in some domains while they are 
challenged to learn skills in their areas of delay.

The children’s sessions
All children’s sessions begin with the children sitting on a bench 
waiting for the gymnastics coach to take attendance. Members of 
the interprofessional team use this opportunity to teach awareness 
and the language of steps in an entry sequence and to scaffold 
for distress-free separation from parents and self-regulation while 
waiting to start. Scaffolding means providing the appropriate types 
and amount of support to children and parents, as well as grading it 
as required. After this, children enter the gym space for ‘circle time’ 
with simple songs that encourage participants’ use of speech. This 
is followed by a line-up game where children take turns being in the 
front, middle, or back of the line – an important school-readiness 
skill. Parents observe sessions through a window. This removes 
the potential distraction of having parents in the same room while 
allowing them to observe and experience their child’s successes. 

Next come three motor circuits on gymnastics bars and mats. 
Circuits are designed to offer vestibular stimulation, such as 
flipping over a bar with the assistance of the gymnastics coach, and 
proprioceptive input, such as jumping off of mats from different 
heights. Each circuit contributes to building muscle strength and 
improving motor planning and coordination. Circuits are modified 
over the course of the 10 weeks to progressively challenge the 
children and maintain their alertness. Importantly, the circuits require 
children to wait for their turn. When a child finishes an activity 
within a circuit, he will turn to the waiting participant and call out her 
name, saying “your turn.” The peer responds by saying “ok” before 
proceeding through the activity. 

During the motor circuits, the gymnastics coach takes children 
aside one at a time to use the trampoline. The trampoline is a 
sensory-rich activity that challenges the children’s vestibular and 
proprioceptive systems. During the last five minutes children and 
team members form a ‘closing circle’ and play a simple game such 
as ‘duck, duck, goose.’ The final activity is choosing the photograph 
of another participant or favourite piece of gym equipment. This 
photo is taken home and returned at the next session. Its purpose 
is to encourage conversation between the child and his parent/
caregiver and to learn peers’ names. Parent engagement is 
increasingly integrated into sessions with parents asked to identify 

a moment of pride in their child each week, and to participate in 
the fun of ‘closing circle’ games. At the end of each therapy session 
therapists meet to discuss the progress of each participant and 
score their individual goals using the Goal Attainment Scale. 

Consistently positive feedback
Following the completion of the 11-week program, parents are 
provided with a report that summarizes their child’s progress over 
the course of the program and outlines strategies to use at home, 
day care, or school to further promote goal attainment. Parents 
are also asked to fill out a feedback form. Feedback is consistently 
positive and most parents comment on the noticeable progress 
their child has made. The wealth of positive anecdotal evidence in 
support of this interprofessional program, as well as improvements 
in Goal Attainment Scale scores, highlight its value as part of the 
services our participants receive. We hope that our success with 
Tumbling Together encourages other therapists to collaborate and 
develop innovative and interprofessional approaches to paediatric 
therapy.
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In light of Juliette Cooper’s Muriel Driver Memorial Lecture 
at the 2012 CAOT Conference in Quebec City, we would 

like to share a community service initiative that we feel 
captures the essence of her vision and passion for promoting 
occupational therapy to the public.  

Dr. Cooper’s talk was inspiring and emboldening.  She 
explained that despite advances, occupational therapy is 
generally not well known and concern remains about our 
professional status. She asserted that in order to advance 
we must focus on the “external dynamic” and improve our 
recognition by the general public (Cooper, 2012).

We are a group of occupational therapists who began a 
community-service initiative in 2007 with the goal of sharing 
our unique skill set in the area of play. Our initiative provides 
education to public audiences to increase the visibility 
of occupational therapy and to educate the public about 
the value of occupation and the expertise of occupational 
therapists in this domain.  Our group is affiliated with the 
Continuing Education and Professional Development 
committee in the Department of Occupational Science and 
Occupational Therapy at the University of Toronto, which has 
strongly supported our unique endeavor.

Since 2007, we have facilitated three sets of two-session 
workshops and two one-session workshops for more than 
100 participants from private and publicly funded child care 
agencies in Toronto.  We emphasize the value of play and the 
many benefits of learning through child-centred, play-based 
experiences.  Workshop participants learn strategies to enable 
exploratory play through creating enriched play environments.  
Our presentation format is structured upon adult learning 
principles and is therefore largely experiential and reflective.  
Our workshop components include instruction, hands-on 
play experiences, video case examples, guided reflection, 
homework, take-home resources and evaluation. Ratings on 
our evaluations have been consistently and overwhelmingly 
positive.

The success of these workshops provides evidence that 
occupational therapists have great expertise to support the 

training of child care providers and to promote the value of 
occupation within the community. Furthermore, enhanced 
knowledge in this area may increase the likelihood of referrals 
for occupational therapy services from child care programs. 
These workshops also have the potential to open doors to the 
development of linkages and partnerships with community 
agencies and create opportunities for research.

We felt it was important to share our experiences in order 
to encourage occupational therapists from all practice areas 
to consider offering similar initiatives in their communities.  
While we’ve chosen to promote play, we feel that occupational 
therapists could be addressing a wide variety of educational 
topics for a variety of populations.  The key is pulling together 
an energetic, passionate group of practitioners to tackle this 
work. As Juliette Cooper stated in her address, “it is time to 
put down the looking glass.”  Let’s look ahead and actively 
participate in the professionalization of occupational therapy 
by asserting our value within the community.
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Editor’s note: Have you “put down the looking glass”? Go 
to the Notes section of the CAOT Facebook page to share 
your experiences and ideas of how occupational therapists can 
increase the profession’s visibility in the community. 
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Update from the Canadian Occupational Therapy  
Foundation
2012 COTF Scholarship Competition
Below are the results from the 2012 COTF Scholarship 
Competition:

• Jennifer Lochbihler, COTF Master’s Scholarship ($1,500)
• Lisa Hoffman, COTF / Invacare Master’s Scholarship 

($2,000)
• Natalie McLeod Schroeder, Thelma Cardwell Scholarship 

($2,000)
• Adeena Wisenthal, Goldwin Howland Scholarship ($2,000)
• Pam Wener, COTF Doctoral Scholarship ($3,000)
• Cecilia Llambias, Saint Elizabeth Community Occupational 

Therapy Scholarship ($5,000)

Congratulations! All are first time COTF award recipients - 
this is a first! Thank you to the 2010-2012 COTF Research and 
Scholarship Review Committee for their time and dedication!

COTF’s 30th Anniversary - May 17, 2013
May 17 marks COTF’s 30th anniversary! Stay tuned for events 
to celebrate this noteworthy milestone!

COTF’s Phonathon
The first Phonathon, held October 10, 2012, was a success! 
Thanks to all CAOT members who donated and to the 
many volunteers who assisted. COTF is planning its second 
Phonathon, once again to take place during National 
Occupational Therapy Month!
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