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Occupational therapists in primary health care and primary 
care: Important contributors to the interprofessional team

It is an honour to serve as guest editor for this special issue 
of Occupational Therapy Now on primary health care 

(PHC). The commitment and support of the Canadian 
Association of Occupational Therapists (CAOT), along 
with the work of the provincial associations, many dedicated 
occupational therapists, policy makers and other health-care 
providers invested in interprofessional collaboration, have 
helped to create several opportunities for the advancement 
of occupational therapy in PHC and primary care (PC) over 
the past decade in Canada. However, the lack of consensus on 
what PHC is continues to present challenges when exploring 
our role in this area of practice. In addition, the distinction 
between PHC and PC is not always clear. The terms PHC 
and PC are conceptually quite 
different, yet are often used 
interchangeably (Lewis, 2004; 
Muldoon, Hogg, & Levitt, 2006). 
Health Canada (2012) offered 
a definition that distinguishes 
between the two terms:  

Primary health care refers to an approach to health and 
a spectrum of services beyond the traditional health care 
system. It includes all services that play a part in health, such 
as income, housing, education, and environment. Primary 
care is the element within primary health care that focusses 
on health care services, including health promotion, illness 
and injury prevention, and the diagnosis and treatment of 
illness and injury. (para. 1)

PC is viewed as an essential subset of PHC that is focused 
on individuals and families, and is the first point of contact 
with the health-care system (Lewis, 2004). Muldoon et 
al. (2006) referred to PC as “family doctor-type” (p.411) 
services delivered to individuals over an extended period of 
time. PHC requires community participation in defining and 
implementing the health agenda, which in turn fosters social 
and economic development (Lewis, 2004; Muldoon et al., 
2006; WHO, 2003). PHC “is organized to meet the needs of 
everyone, but particularly disadvantaged populations” (Lewis, 
2004, p.5). It focuses on the broader determinants of health 
and disparities in health status that cannot be influenced 
by the health-care system alone but require assistance and 
support from a variety of other sectors. As a profession looking 
to establish our roles in these areas of practice, we need to 
understand the difference between the contexts in which PHC 

and PC are delivered and the prominent features of each. 
To date, the focus of PHC reform in Canada and the 

vast majority of the funding has been in PC (Aggarwal 
& Hutchison, 2012; Lewis, 2004). An emphasis on the 
importance of interprofessional collaborative care teams in 
PC for patient outcomes (Aggarwal & Hutchison, 2012) has 
provided opportunities for occupational therapists to integrate 
into PC settings. However, many PC providers have limited 
exposure to occupational therapists and do not know what 
they can offer in this setting (Donnelly, Brenchley, Crawford, & 
Letts, 2013a; Muir, 2012). Occupational therapists must build 
partnerships with PC providers (Muir, 2012) and share the 
ways that we can ease their workload and support them in their 

practice. We need to develop 
strategies to educate and share 
our scope of practice with 
PC providers, policy makers 
and the broader public. The 
development of occupational 
therapy national PC networks 

or communities of practice (Leclair, Wener, Donnelly, Letts, & 
Hand, 2013) can further support these efforts.

Similar to other PC providers, occupational therapists 
working in PC are often generalists providing services across 
the lifespan to clients with a variety of diagnoses and concerns 
(Bauer & O’Neill, 2012; Donnelly et al., 2013a; Donnelly, 
Leclair, Wener, Hand, & Letts, 2013b; Muir, 2012), a role in 
keeping with our entry-level professional training as generalist 
practitioners. Occupational therapists take on various functions 
in PC including addressing falls and mobility issues, promoting 
health and wellness, assisting with chronic pain and chronic 
disease management, facilitating return to work, providing 
support and education to caregivers, optimizing maintenance 
of older adults and persons with disabilities in their homes, 
enhancing daily living skills of clients with a mental health 
diagnosis, and screening children for developmental concerns 
(Bauer & O’Neill, 2012; Donnelly et al., 2013a, 2013b; Muir, 
2012). These are just some examples, suggesting that 
occupational therapists have much to offer in a PC setting. 

Drawing on the emerging body of evidence outlining the 
contributions and effectiveness of occupational therapy 
in PC and PHC (e.g., Donnelly et al., 2013a; McColl et al., 
2009; Restall, Leclair, & Fricke, 2005; Richardson et al., 2010; 
Richardson et al., 2012) and the examples presented in this 
issue, occupational therapists need to work with policy makers 

Leanne Leclair

“Occupational therapists must build partnerships with 
PC providers (Muir, 2012) and share the ways that 
we can ease their workload and support them in their 
practice.”
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at regional, provincial and national levels to increase awareness 
of occupational therapy’s role in PC and PHC and convey 
the benefits to the health of the population. Occupational 
therapists working in these settings and those engaged in 
research must partner to evaluate our outcomes and share 
our successes broadly, beyond the occupational therapy 
community. In this issue, Naumann (p. 29) discusses the use of 
a knowledge translation strategy – Actionable NuggetsTM - that 
is being used in PC settings to share best practices for specific 
patient populations seen by PC providers. As a profession, we 
must continue to seek out effective ways of communicating 
our contributions and value added to PC and PHC. 

Some provinces have made tremendous progress over the 
past few years in facilitating the integration of occupational 
therapy in PC. In this issue, we learn about the journey of 
occupational therapists’ integration into Family Health Teams 
(FHTs) in Ontario (Murphy-Turliuk, p. 9) and 10 tips to support 
the integration of occupational therapists in PC settings 
(Donnelly & Letts, p. 7). Several authors expand on their 
experiences in PC settings through descriptions of their roles 
in a mobility clinic (Prichard, p. 5), a driving cessation group 
(Fry, Fox, & Donnelly, p. 25) and interprofessional education 
(Brown & Diamond-Burchuk, p. 14). 

Other articles in this issue focus on occupational therapists 
working in PHC, addressing the broader determinants of 
health while working as wellness navigators (Moore, p. 20) 
or with the homeless population (Marvel & Townsend, p. 
17). Lapointe, Harmer and Craik (p. 22) outline occupational 
therapy services for people with HIV, and Goossen (p. 27) 
shares the evolution of her role after 30 years in a PHC 
setting. Finally, Regehr (p. 12) describes her role on the 
School Wellness Team where she works with entire early years 
classrooms, contributing to school readiness and supporting 
both students and teachers. Many of these examples illustrate 
the role occupational therapists can play in bridging PC and 
PHC services. 

As an emerging area of practice, occupational therapy 
has seen notable growth in PHC and PC over the past 
decade. Notwithstanding this progress, much work remains 
to be done, as many more occupational therapists could be 
playing important roles in PHC and PC. As a profession, we 
must continue to focus on greater access to occupational 
therapy services in PHC and PC for improving the health of 
individuals, families, and communities. 
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The inclusion of occupational therapy in Family Health 
Teams across Ontario, as well as in teams across the 

country, has resulted in a growing number of occupational 
therapists carving out roles in the primary care environment. 
It has also opened a door for family physicians who have long 
worked in isolation to work alongside occupational therapists 
and other allied health professionals to provide patients with 
interdisciplinary care. Research suggests that for people with 
complex health needs, such as those with disabilities and 
chronic diseases, new models of health care are required to 
facilitate access, quality, continuity, integration and satisfaction 
with care (McColl et al., 2008). The Mobility Clinic, an 
interdisciplinary team at the Centre for Family Medicine 
Family Health Team in Kitchener, Ontario, is one example of 
how occupational therapists are helping to enhance primary 
care for people with spinal cord injuries (SCI) (Lee, Milligan, 
Hillier, & McMillan, in press).

As occupational therapists, many of us will work with 
persons with SCI in some capacity during our careers. 
Noonan and colleagues (2012) reported that the estimated 
number of persons in Canada living with a SCI is 85,556. 
In 2010 it was estimated that 3675 people were discharged 
from Canadian hospitals after a SCI, of which, 1389 sustained 
injury through traumatic causes and 2286 from non-traumatic 
causes. Although these numbers may seem large, the actual 
prevalence of patients with SCI within a typical primary care 
practice is quite low. Often physicians are left feeling unsure 
about how to best care for these patients, and patients tend 
to have less confidence in their physician’s ability to provide 
appropriate care (McColl et al., 2008). People with SCI often 
have multiple issues that cannot be met in the current fast-
paced practice where appointment times are often limited to 
10 minutes. In some practices, rules exist around the number 
of issues a physician can address per visit (McColl et al., 
2008). The literature suggests that people living with SCI 
are high users of health-care services, including primary care. 
The majority of visits to one’s family physician are related to 
secondary complications of SCI; one study reported these 
accounted for 58% of visits (van Loo, Post, Bloemaen, & 
van Asbeck, 2010). The most frequently reported reasons 
for physician visits are related to neurogenic bowel, bladder 
infections and pain (Donnelly et al., 2007),  as well as the need 
for equipment and prescription medications (Beatty et al., 
2003). Furthermore, van Loo and colleagues (2010) reported 

that 34% of secondary complications, especially those related 
to skin breakdown, are preventable.

The Mobility Clinic was established by the Centre for 
Family Medicine in 2009 in an effort to enhance access to 
primary care and improve health outcomes for persons with 
SCI, as well as other patients with mobility impairments, 
including those related to old age, multiple sclerosis, cerebral 
palsy, stroke, arthritis and falls (Lee et al., in press). The 
Mobility Clinic provides access to regular primary care that 
would not otherwise be possible because of impaired mobility 
and environmental barriers. The Centre for Family Medicine 
Family Health Team is comprised of 17 family physicians 
and serves approximately 23,000 patients, 27 with spinal 
cord injuries. Occupational therapy services are available to 
Mobility Clinic patients as well as all other patients of the 
Family Health Team with a referral from their primary care 
physician.  Amongst those with spinal cord injuries there 
is a wide range of diversity in age, gender, level of injury, 
number of years post-injury and comorbidities. The physical 
environment of the Mobility Clinic has been designed to 
address environmental barriers known to hinder access to 
primary care (Mudrick, Breslin, Liang, & Yee, 2012), such as 
adequate space to accommodate use of a wheelchair, access 
to parking, a wheelchair scale, and an accessible examination 
room that includes a ceiling lift and height adjustable 
examination table. These environmental factors have enabled 
patients to receive regular primary care such as pap smears 
and other general examinations that they would otherwise 
have difficulty accessing (McDonald, in press).

Within the Mobility Clinic, patients are assessed by 

Enhancing primary care for persons with spinal cord injuries: 
The role of occupational therapy on an interdisciplinary team
Sarah Pritchard 
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an interdisciplinary team consisting of a physician, nurse, 
chiropractor, occupational therapist and pharmacist, all 
with enhanced knowledge of SCI. A social worker and 
physiotherapist also work with the Mobility Clinic team to 
provide consultation, assessment and intervention to patients 
as needed. This interdisciplinary model of care allows patients 
to benefit from a diverse skill set and knowledge base 
while optimizing patient care and satisfaction (Enhancing 
Interdisciplinary Collaboration in Primary Health Care, 
2006).  As a professional, working within this interdisciplinary 
model has provided an opportunity to enhance my skill set, 
proficiency and capacity to work with this population.

Mobility Clinic assessments are comprehensive and cover 
items of general health and prevention, as well as issues that 
are of particular concern for persons with SCI, including: 
bowel, bladder, sexual health, pain, skin, mood, psychosocial 
well-being, medications and equipment needs. Each team 
member contributes to the assessment process by completing 
discipline-specific investigations.  Once all investigations are 
completed, the team gathers to discuss findings and develop 
patient-specific recommendations.

Occupational therapy interventions are individualized, 
client-centered and goal-oriented. Interventions are provided 
in the clinic environment or in the client’s home, depending 
on the nature of the issue. Some of the common areas of 
occupational therapy intervention have included:

- Re-assessment of transfers to ensure the technique is safe 
and appropriate for a client’s abilities, as well as teaching 
family members and attendants to assist with transfers.

- Seating and mobility assessments when equipment is 
worn out or no longer meeting a person’s needs.

- Recommendations about home modifications and 
equipment consistent with the client’s functional status 
and living environment.

- Assistance to obtain funding for equipment or services 
that are required.

- Addressing functional goals related to managing activities 
of daily living, work and leisure activities to optimize 
occupational performance.  

- Advocacy and system navigation to help ensure needs are 
met.

- Education, particularly regarding skin maintenance and 
exercise, to help prevent secondary complications.

In addition to working with the person with SCI, the 
occupational therapist also works with family members 
and caregivers to help minimize their risk of injury, manage 
caregiver stress and find balance in life.

Rehabilitation and management of SCI is complex and 
multi-faceted, and is often perceived as a challenge in primary 
care. The unique expertise and skills of an occupational 
therapist are a good complement to medical care. 

Occupational therapy, with its focus on enabling engagement 
in meaningful daily activities through client-centered and 
evidence-informed practices, prevention, and optimization of 
physical health and independence, can play a significant role in 
enhancing the quality of care provided to persons with SCI in 
a primary care environment.
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Editor’s note: The image of the knot at the top of each article 
in this issue represents ‘knotworking,’ a concept that offers a vision 
of how primary health care teams can work together. “Knotworking 
is characterized by a pulsating movement of tying, untying and 
retying together otherwise separate threads of activity. The tying 
and dissolution of a knot of collaborative work is not reducible to 
any specific individual or fixed organizational entity as the center of 
control” (Engeström, Engeström, &  Vähäaho, 1999, pp. 346-347).
 
Engeström, Y., Engeström, R., & Vähäaho, T. (1999). When the center 
does not hold: The importance of knotworking. In S. Chaiklin, M. 
Hedegaard, & U.J. Jensen (Eds.), Activity Theory and Social Practice. 
Aarhus, DK: Aarhus University Press.
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As the role of occupational therapy in primary care emerges, 
it is apparent that there are a number of strategies that 

occupational therapists can use to help support their integration 
into the team. If you are interested in creating a new role for 
occupational therapy in a primary care site, consider the work of 
McColl and Dickenson (2009) as a starting point. 

We present the following suggestions based on our 
research focused on the integration of occupational therapists 
(Donnelly, Brenchley, Crawford, & Letts, 2013) and rehabilitation 
professionals (occupational therapists and physiotherapists) in 
primary care settings (Richardson et al., 2010; Richardson et al., 
2012; McColl et al., 2009). A survey of 53 Canadian occupational 
therapists in primary care was also completed in the last year.  
The survey explored the roles of occupational therapists and the 
supports that facilitated their integration into the primary care 
setting (Donnelly, Leclair, Wener, Hand, & Letts, 2013). These 
research findings, along with the lessons learned by occupational 
therapists in the field (for example, Bauer & O’Neill, 2012) and 
the research that has explored the integration of other health 
professionals (Bradely et al., 2008; Kolodziiejak, Remillard, 
& Neubauer, 2010) have helped us develop the following 
recommendations. 

1. Educate, educate, educate!
 Many primary care physicians (and other team members) do 

not have a clear understanding of the role of occupational 
therapy, or its breadth (Donnelly, Leclair, et al., 2013). Take 
the opportunity to educate members of your team whenever 
you can.  This can be done formally through in-services, 
brochures and handouts, or informally through hallway 
conversations.  

2. Work with a team
 Your colleagues will have a deeper understanding of 

your role when you work together. You could develop an 
interprofessional health promotion program that meets 
the needs of clients served by the team.  Some examples 
include: a chronic pain program, a healthy heart program, and 
a driver retirement program.  You could also join an existing 
clinic program that runs at the site. For example, in Ontario, 
occupational therapists have become members of memory 
clinics within Family Health Teams. 

3. Set up co-bookings
 Conducting an initial assessment or intervention with a 

physician or other team member will let them experience 
what occupational therapy can offer and provides another 
opportunity to build trust within the team (Bauer & O’Neill, 
2012).  Co-bookings support a team approach and also 
provide occupational therapists with a broader lens on roles 
of their colleagues.  

4. Connect with your occupational therapy colleagues
 Establishing a new role can be challenging, regardless of 

your previous experiences.  Your colleagues can provide 
support, share resources and offer suggestions. For anyone 
interested in joining an emerging network of occupational 
therapists in primary care, please contact the authors. You 
can also connect with your provincial association to identify 
any practice communities or local resources.  The Ontario 
Society of Occupational Therapists (OSOT) has developed 
a number of resources to assist occupational therapists 
integrating into primary care, including brochures, case 
studies and practice templates (http://www.osot.on.ca/eng/
otinont/familyHealthTeams.asp). 

5. Take a student
 You may feel like you are still learning yourself, but providing 

a learning opportunity for a student will increase your 
team’s exposure to occupational therapy.  You can structure 
interprofessional shadowing experiences so your student will 
not only learn about other professions, but can also educate 
your colleagues on the role of occupational therapy.  There 
are a number of resources to support interprofessional 
placements (Donnelly & Murphy, 2013).  Two are included 
here:  
•	 Interprofessional Mentorship, Preceptorship, Leadership and 

Coaching (IMPLC) Super Toolkit 
 Office of Interprofessional Education, University of 

Toronto   
 http://ipe.utoronto.ca/initiatives/ipc/implc/supertoolkit.
html

•	 Understanding and Facilitating Interprofessional Education, 
 Donna Drynan and Sue Murphy, University of British 

Columbia

10 tips to integrate occupational therapy in primary care teams
Catherine Donnelly and Lori Letts
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 http://www.chd.ubc.ca/files/file/resources%20and%20
publications/IPE%20Guide%20(FINAL-June%202010).
pdf 

 If other team members have students, offer to have them 
sit in on an assessment, home visit or group.  Our research 
found that taking part in the education of other professionals 
helped the team better understand the role of occupational 
therapy (Donnelly, Leclair, et al., 2013). Building an 
understanding of occupational therapy in primary care needs 
to start early.    

6. Learn together
 Interprofessional education occurs when “two or more 

professions learn with, from and about each other to improve 
collaboration and the quality of care” (Centre for the 
Advancement of Interprofessional Education, 2002). Consider 
attending an in-service or workshop with colleagues.  Not only 
will you learn together, but your colleagues will also have a 
better understanding about occupational therapy.  

7. Connect informally with your colleagues
 Primary care involves long-term relationships with clients, 

and it is important to build trust and understanding with the 
people served, but also the members of the professional and 
support staff who provide primary care services. Informal social 
opportunities (e.g., having lunch together) will allow you to get 
to know the physicians and other members of the team, and 
establish connections to build on in your working relationships 
(Donnelly, Brenchley, et al., 2013). 

8. Join a committee
 Get to know the structure of the primary care site and if 

possible, join a committee within the organization. It can be 
helpful to understand how an organization works, both as you 
are working to become a member of the team and once you 
begin a new role in primary care (McColl & Dickenson, 2009). 
You can also consider representing your organization on a 
health committee at the local or regional level. Either activity 
will give you an opportunity to become more familiar with the 
way your organization works and also contribute and share an 
occupational therapy perspective. 

9. Capitalize on your electronic medical record
 If the primary care site uses an electronic medical record for 

documentation, make sure you chart in the same area as 
other team members. That way, your contributions to client 
care are apparent to your colleagues. This not only supports 
interprofessional service delivery for clients but also increases 
your team’s awareness of the ways you can contribute to client 
well-being (Donnelly, Leclair, et al., 2013; Donnelly, Brenchley, 
et al., 2013). 

10. Sit together
 When team members work in close proximity, they are more 

likely to have informal as well as formal interactions that 
support collaborative practice (Donnelly, Leclair, et al., 2013). 

Even if you have a designated work space, make an effort to 
spend time in a common charting or work area so that you are 
open to those informal conversations about clients, possible 
programs, community linkages and resources, etc. 

Although some of these strategies are simple, we have learned 
that it is the simple engagement with clients and team members 
that best supports integration of occupational therapy in primary 
care. 
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Ontario occupational therapists’ experience of integrating 
into Family Health Teams

Imagine being the lone occupational therapist recently hired into an 
interprofessional Family Health Team in Ontario where your role 

is not well known and you are not sure how best to fit in. Your team 
might have fifteen thousand patients and ten physicians. Welcome 
to the world of about twenty-two (and growing) occupational 
therapists that are forging new ground in the emerging field of 
primary health care at community-based clinics of all sizes and 
stages of development, known as Family Health Teams (FHTs). 
Having started in 2005, there are now two hundred teams in Ontario 
that serve twenty-six percent of the population (Ontario Ministry of 
Health and Long-Term Care, 2012). 

Thanks to ongoing advocacy and investment by many individuals 
and organizations, resources and support are in place for these 
pioneering occupational therapists to assist them as they strive to 
meet the needs of their unique patient populations. They are now 
networked with each other and have opportunities to meet in person 
at annual conferences and via teleconferences. 

Background
In the spring of 2010, the Ministry of Health and Long Term Care 
(MOHLTC) announced that occupational therapists would become 
the newest funded members of FHTs in Ontario and approached 
the Ontario Society of Occupational Therapists (OSOT) for 
support to help inform their planning process for implementation. 
To formulate their response to the government’s request under tight 

timelines, this author was contracted by OSOT as the FHT project 
lead. This paper describes the methods used, formation of strategic 
partnerships, activities undertaken, resources developed, and support 
provided to both members and teams that provided the foundation 
for integration of occupational therapists into FHTs throughout 
Ontario.

OSOT response to funding announcement
Over the past decade, OSOT had monitored the development 
of FHTs as interdisciplinary models of primary health care service 
delivery in various ways. Table 1 provides an overview of the various 
actions that have been taken over the years relating to advocating 
for the integration of occupational therapy into FHTs.

The MOHLTC requested information from OSOT to assist with 
their planning for inclusion of occupational therapists within FHTs. 
The information requested and the strategies employed to provide 
the MOHLTC with answers are listed in Table 2. Many of these 
actions were taken because very little was found in a literature search. 
A paper titled, Integrating Occupational Therapists into Ontario’s 
Family Health Teams: Recommendations from the Profession, available 
on OSOT website (OSOT, 2010), was presented to the MOHLTC. 
Following the presentation, MOHLTC sent a letter (Fleming, 2010) 
to all FHTs explaining that teams could apply for funding to support 
an occupational therapy position in their clinic. 

Anne Murphy-Turliuk

YEaR aCTIONS
1990-1998 OSOT was involved in an interdisciplinary coalition called the Allied Group on Interdisciplinary Primary Care. This group developed 

a conceptual model for interdisciplinary involvement in primary care that was finalized in the late 1990s and submitted to government, 
which at the time was seeking models of physician funding and primary care reform. 

1999 Task force of OSOT members created to assist in the development of a position statement.
2003-2005 MOHLTC hosted a funding competition, the Primary Care Transition Fund, to which OSOT applied numerous times unsuccessfully. 

Announced to enable true interdisciplinary primary care in the community, in 2005 occupational therapists were identified amongst the 
"other" professionals that would be possible team players; however, no occupational therapists were funded in any FHTs at that time 
(MOHLTC, 2005). 

2004 OSOT followed up on the reasons for the lack of an occupational therapy presence in FHTs with repeated meetings with the Ministry, 
which highlighted reasons unrelated to our profession for the lack of inclusion.

2005 The Canadian Association of Occupational Therapists (CAOT) struck an advisory group, headed by Mary Ann McColl, to look at how 
to position occupational therapy in primary care. The result of this work was the publication of the book, Inter-Professional Primary Health 
Care: Assembling the Pieces - A Framework to Build your Practice in Primary Health Care (McColl & Dickenson, 2009).

2008 OSOT engaged a government relations consultant with the goal of strengthening our relationships with key government contacts 
and establishing insight into issues that we could begin to get some traction on. Meetings with Ministry personnel about occupational 
therapy in FHTs saw some immediate traction, so energies were focused there.  

2010 With the support of Health Force Ontario, the MOHLTC announced that occupational therapists would be added to the list of ap-
proved interdisciplinary health providers to be funded in FHTs (Fleming, 2010). 

Table 1. Timeline of actions taken to advocate for the integration of occupational therapy into FHTs (informed by C. Brenchley, Executive Director, Ontario 
Society of Occupational Therapists, personal communication, December, 2009).
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Supporting integration into FHTs
Expecting that occupational therapy colleagues would want 
information about this emerging field of practice and that FHTs 
would be seeking to understand how occupational therapists could 
add value to their clinic, we tried to anticipate what resources would 
be most helpful. OSOT members were invited to participate in a 
task force or to be placed onto a distribution list to keep abreast 
of developments. A brochure and case vignettes were developed 
and  are posted on the OSOT website (http://www.osot.on.ca/
eng/otinont/familyHealthTeams.asp). Occupational therapists 
have reported that these are very useful as both an educational and 
marketing tool when either approaching a new team or once hired 
onto one. Reports then began filtering in of who was hired where and 
a spreadsheet tracking this data was undertaken for the purposes of 
networking the new hires to each other. In the meantime, we strove 
to build awareness of this new opportunity and approached both the 
MOHLTC and the Association of Family Health Teams of Ontario 
(AFHTO) to request space in their online newsletters.

In order to meet the continuing education needs of occupational 
therapists working in primary health care, opportunities to meet 
either in person or virtually were sought and this culminated in: 

1) Presentations being provided at the annual conferences of both 
OSOT and AFHTO, 

2) Monthly task force teleconference meetings, and 
3) The formation of an OSOT Primary Health Care Team being 

struck under the direction of Catherine Donnelly of Queen’s 
University. This also included representatives of Community 
Health Centres around the province, within which there were 
five known occupational therapists. This team has met in person 
once, meets monthly via teleconference, publishes  
 

an e-newsletter and have identified priorities to work on 
collaboratively.

Current status
At the time of writing, to this author’s knowledge, over 30 of the 
200 teams in Ontario had received funding approval to hire an 
occupational therapist, and 22 had already been hired, not all of 
which were full-time positions. Only two sites have more than one 
occupational therapist: one full-time equivalent (FTE) position was 
split to permit a pediatric/geriatric mix and at the other site, two 
FTEs exist as there is an academic affiliation with responsibility to 
educate medical residents. 

Some sites with vacancies are rural, francophone or having 
recruitment issues, possibly related to the salary scale that was 
established by the MOHLTC (2010). The salary scale was made 
congruent with other team staff with similar academic preparation, 
for example masters-prepared social workers and registered 
dieticians; however, for some experienced therapists, the scale 
represents a decrease in earnings. At the time of occupational  
therapy’s inclusion in FHTs, a wage freeze imposed by the 
government was in effect, and it continues to the present day.

Teams typically include physicians, nurse practitioners, social 
workers and registered dieticians. Physiotherapists are not currently 
funded within teams, however, a recent MOHLTC announcement 
indicated that they are to be included in the near future (2013).

A recent paper by Donnelly, Brenchley, Crawford, and Letts 
(2013) examined how the integration of occupational therapists 
into four FHTs is progressing and what supports the integration. It 
also verifies that “the integration of occupational therapists into this 
model of primary care is one of the first large scale initiatives of its 
kind in North America” (para. 1).

TOPIC aCTIONS
Ratio of 
occupational 
therapist: 
population

•	An	environmental	scan	took	place	by	contacting	numerous	community-based	colleagues	for	their	input	to	determine	the	norm	or	
average of occupational therapists’ roles and workloads.
•	Consulted	with	other	regulated	health	professionals	in	FHTs	with	similar	academic	preparation	(registered	dieticians,	social	workers).
•	Consulted	with	an	expert	panel	at	McMaster	University	Department	of	Medicine	that	had	done	similar	predictions	for	nurse	
practitioners (D. Price, personal communication, December, 2009); the recommended ratio was one FTE occupational therapist for 
five to seven thousand patients.
•	Referenced	population	health	data	regarding	disability	and	activity	limitations.	
•	Sought	precedents	from	other	provinces	and	countries.
•	Referenced	position	statements	from	CAOT	(2006)	and	the	Manitoba	Society	of	Occupational	Therapists	(2005).

Occupational 
therapist roles

•	Compiled	information	from	numerous	online	resources.	
•	Assumed	population	would	encompass	all	age	populations	from	infants	to	older	adults	as	per	that	of	physicians.
•	Assumed	patients	might	be	seen	one-to-one,	in	groups,	on-	and	off-site.

Integration 
models

•	Finding	few	examples	in	the	literature,	consulted	with	Ontario	academic	leaders	(L.	Letts,	M.	McColl,	B.	Trentham,	M.	Bezzina,	&	L.	
Klinger, personal communication, December, 2009).

Salary scale 
funding 
benchmarks

•	Referenced	recent	OSOT	salary	survey	results.

Table 2: Strategies OSOT used to respond to MOHLTC’s request for information.
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Common themes
Newly hired therapists continue to contact this author with a varying 
list of needs, and although ‘one size does not fit all’ due to the 
variances in team sizes and stages of development, several trends 
have been noted. The following are some of the recommendations 
made by this author to new hires. 

At the outset of joining a FHT, it is ideal to:
•	 Do	a	needs	assessment	of	the	roster	(patient	list)	using	

electronic medical records to identify population health clusters 
that have similar needs for intervention.

•	 Inventory	existing	publicly	funded	occupational	therapy	services	
in the FHT catchment area to assist with triaging referrals and 
avoiding duplication of service.

•	 Establish	communication	with	the	Community	Care	Access	
Centre (Ontario’s homecare agency) occupational therapy 
provider agencies to enhance referrals to each other (e.g., for 
home visits and group work).

•	 Identify	the	patients	with	multiple	chronic	conditions	that	
consume the majority of physician/team resources and may 
benefit from occupational therapy intervention. However, avoid 
providing these patients with services available from existing 
outpatient clinics or other services.

•	 Avoid	trying	to	be	all	things	to	all	people,	i.e.,	state	what	
your scope of practice includes/excludes and make referrals 
accordingly.

Occupational therapists working in FHTs have observed some 
common themes in their practices. These include:
•	 Demand	for	service	often	exceeds	capacity	and	waiting	lists	

begin (the recommended ratio of occupational therapist to 
population has not been adhered to in hiring practices seen 
to date). On the other hand, in some small teams, uptake of 
occupational therapy has been slow due to limited knowledge 
of our role(s) amongst team members.

•	 	It	can	be	difficult	to	use	the	scarce	resource	of	an	occupational	
therapist effectively when there are multiple sites in which the 
FHT operates. 

•	 Communication	is	a	challenge	where	there	are	multiple	
electronic medical record systems.

•	 Unless	the	team	meets	growth	targets	for	uptake	of	new	
patients annually, they are not likely to be approved for new 
or additional occupational therapy funding. If, as a result of an 
occupational therapist’s intervention, a complex vulnerable 
patient attends the FHT less frequently, this could build the 
team’s capacity to take on new patients.

•	 There	is	a	need	for	both	workload	measurement	tools	and	
outcome measures to be used uniformly.

•	 It	is	ideal	if	the	occupational	therapist	can	devote	a	percentage	
of their time to indirect service for the team as a consultant for 
system navigation of local health-care resources.

•	 There	is	a	consistent	need	for	service	due	to	the	aging	
demographic.

•	 Occupational	therapists	need	to	constantly	educate	the	team	
and promote occupational therapy services to ensure the flow 
of referrals and build a case for future growth in our staffing 
numbers.

 

Conclusion
The ongoing advocacy efforts of occupational therapists and 
organizations such as OSOT during the implementation and 
integration of occupational therapists into FHTs across Ontario have 
been of great benefit to occupational therapists who are already 
working on the frontier of primary care or are considering doing so.  
In conjunction with this effort, FHT staff have benefited from the 
support and online resources that the OSOT team has developed 
over the past three years. Most importantly, clients are benefiting 
from having access to occupational therapy through their FHT. 
Based on this author’s calculations, to date, 15% of FHTs in Ontario 
have gained funding approval for occupational therapists and 11% 
have hired therapists. Continuing efforts are needed to ensure this 
trend grows in an age where publicly funded access to occupational 
therapy services is limited and the aging demographic requires 
additional services. 

FHT occupational therapists need to continually market their 
services, advocate for additional funding where demand exceeds 
staffing ratios, and champion their successes with complex patients 
that consume a high proportion of physician resources. Continuing 
to network with each other, and developing and sharing resources 
are key success factors for going forward.
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In a recent study, the Chief Medical Health Officer of the 
Saskatoon Health Region in Saskatchewan reported that 

“30.1% of kindergarteners in the Health Region were falling 
behind their peers developmentally and considered ‘not 
ready for school’ at time of school entry…” (Public Health 
Observatory, Population and Public Health, Saskatoon Health 
Region & Saskatchewan Population Health and Evaluation 
Research Unit, 2012, p.7).  The report also indicated that 
these kindergarten children experience difficulties in at least 
one developmental area, and that significant health inequities 
were present in children living in the most deprived areas of 
Saskatoon and also among First Nations and Métis children.  

The demand for occupational therapy services is high within 
Primary Health in the Saskatoon Health Region. Through 
the School Wellness Team, occupational therapy services 
are provided to 21 classrooms in three schools located in 
Saskatoon neighborhoods with high levels of poverty. Service 
is provided to students aged three to eight years (pre-
kindergarten to Grade 3) in the target schools chosen by the 
local school divisions.  Within Saskatoon, limited occupational 
therapy services exist for children through the Saskatoon 
Health Region, the school divisions, private therapy services, 
or other agencies. As a result of the service provided by 
the School Wellness Team, the children attending the three 
target schools have greater access to occupational therapy 
services. The School Wellness Team was created in 2009 and 
is currently staffed by two occupational therapists, a nurse 
practitioner, two speech language pathologists, a speech 
language pathology assistant, a mental health counselor and a 
community program builder.  

Based on occupational therapy classroom screening 
completed at the beginning of the 2012-2013 school year, 
more than 50% of the students in the pre-kindergarten and 
kindergarten classrooms of the target schools did not meet the 
developmental milestones for one or more skills, including fine 
motor, visual motor, gross motor and self-regulation.  These 
skills are among the foundational skills required for academic 
success (Taylor Kulp, 1999; Pagani, Fitzpatrick, Belleau, & 
Janosz, 2011). A search was done to find an occupational 
therapy screening tool for three to five year old children that 
quickly screened fine motor, visual motor, gross motor and 
self-regulation skills in a classroom setting.  There was no 
screening tool available that met these criteria; therefore, 
a screening tool was developed in-house. The screening 
tool allows the occupational therapist to quickly analyze a 
child’s occupational performance skills from a developmental 
perspective using clinical observations within the classroom 
setting. Occupational performance skills are the skills needed 

to successfully participate in life’s roles and activities.  For a 
child, occupational performance skills typically focus on play 
and the child’s role as a student.  

Starting the school year with universal occupational therapy 
screening for all the students in a classroom has been very 
important.  The screening process allows the occupational 
therapist to get to know the students and their abilities in 
the developmental and occupational performance skills 
needed to be successful as a student.  It also provides an 
opportunity to discuss the needs of the students with the 
teacher and how the occupational therapist can support both 
the students and the teacher in the upcoming school year.  
Flexibility in the occupational therapist’s approach as well 
as a sound knowledge of the scope of occupational therapy 
has been critical for success.  Through collaboration, open 
communication and teamwork, the teacher and occupational 
therapist develop a plan for how occupational therapy services 
will be integrated into the classroom. 

Due to the high number of children who would benefit from 
the service, there is not adequate time to address each child’s 
needs with individual occupational therapy treatment sessions. 
A choice had to be made:  reduce the frequency of individual 
sessions or change the service delivery model.  In order to 
meet the needs of the students and teachers, occupational 
therapy practice has evolved into a classroom-based 
model where service is provided to the entire classroom in 
collaboration with the teacher on a weekly basis. Individualized 
assessments and recommendations are sometimes requested 
by the teacher and this is accommodated on a case by case 
basis with parental consent.  This model of service delivery is 
different than typical consultative school occupational therapy 
service models where specific students may be seen up to 
several times in a school year. 

Through collaboration and teamwork, learning can be 
supported in a holistic manner by integrating the functional, 
occupational performance and developmental focus of the 
occupational therapist with the academic focus of the teacher. 
In the pre-kindergarten and kindergarten classrooms, the 
occupational therapist will typically focus on supporting the 
development of fine motor, visual motor, gross motor and 
self-regulation skills.  A variety of approaches have been 
effective.  Some examples include co-teaching gross motor 
skills in the gym; modeling for the teacher ways to integrate 
heavy work body breaks into the classroom; collaborating and 
brainstorming with the teacher to plan classroom activities 
to address the academic, developmental and occupational 
performance needs of the students; and activities led by the 
occupational therapist to develop a specific skill such as fine 

Primary health occupational therapy in early years 
classrooms 
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motor or scissor skills within the classroom setting.      
Weekly visits to each classroom throughout the school year 

help to develop rapport and trust with the students, teachers 
and other school staff.  The consistency and frequency of 
the visits have been imperative to build the relationships 
needed to effectively collaborate and work towards the 
common goal of helping students to be successful at school 
(Collins & Crabb, 2010).  The frequency of visits also allows 
the occupational therapist to assist teachers to incorporate 
recommendations and strategies into the classroom routine. 
By modeling strategies in the classroom, the occupational 
therapist builds capacity in the teachers and educational 
assistants to make it possible for them to utilize the strategies 
on a daily basis. Discussion and problem solving around what 
is working or not working within the classroom setting occurs 
promptly, which facilitates acceptance and incorporation of the 
recommendations and strategies.  Weekly visits also provide 
the opportunity to get to know the students and monitor their 
progress and growth throughout the school year. Frequent 
monitoring allows the occupational therapist to revise 
classroom-based activities and recommendations to maintain 
a ‘just-right challenge’ for the students and facilitate continued 
skill development throughout the year.  It is through frequent 
interactions and monitoring that the occupational therapist 
will identify a child’s need for further health services such as 
optometry, additional therapy services or medical care.  The 
occupational therapist can assist the student and their family 
to access services from other members of the School Wellness 
Team or the larger medical and health community in order to 
improve the overall health of the child.   

In keeping with the delivery of primary health services 
to young children, the Chief Medical Health Officer of the 
Saskatoon Health Region recommended: 

A focus on prevention, health promotion and reduced 
health inequity in the early years will help reduce the social 
and economic burden of illness, not only in childhood but 
also throughout the adult years. This focus could be the 

single most important strategic investment that we as a 
society could make to ensure a prosperous future 
(Public Health Observatory, Population and Public Health, 
Saskatoon Health Region & Saskatchewan Population 
Health and Evaluation Research Unit, 2012, p.18). 

The contributions of occupational therapy in primary 
health care are supported by the Saskatchewan Society of 
Occupational Therapists (2003). There is a definite role for 
occupational therapists in the areas of prevention and health 
promotion for young children, especially in neighborhoods 
with high levels of poverty.  The classroom-based initiatives of 
occupational therapists with the School Wellness Team are an 
important component of the Chief Medical Health Officer’s 
recommended societal investment, which has potential for 
significant, positive, long-term outcomes. 
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The Northern Connection Medical Centre is a joint program 
between the Winnipeg Regional Health Authority and the 

University of Manitoba.  This centre is unique in its dual role – it 
provides primary care services as well as being a training ground 
for the University of Manitoba Northern and Remote Family 
Medicine Residency Program.   Services are targeted to three 
main client groups: i) northern remote residents temporarily 
in Winnipeg for medical reasons, ii) military families and iii) 
medical students.  The centre aims to provide education to 
family physician residents that will provide them with the tools 
for current, daily practice as a family physician in the North, but 
is also striving to be a leader in interprofessional primary care in 
Manitoba to demonstrate the ‘possible.’  As a part of visioning 
the possible, the centre has a robust interdisciplinary team that 
includes family physicians, primary care nurses, a dietician, a 
pharmacist, a community facilitator (supports links between 
staff and the community), and a mental health counsellor.  
Psychiatry and child psychology assessment is also available.  
In January 2013, the centre added 0.4 full-time equivalent 
(FTE) occupational therapy and 0.4 FTE physiotherapy to its 
resources.  

The primary role of the interdisciplinary team members in the 
centre is to provide interprofessional education to the first-year 
family medicine residents.  In addition, team members develop 
their clinical role and provide direct client care.  The centre 
management and team have been extremely receptive to 
having occupational therapy on the team and the physicians and 
team members have been eager to learn about the occupational 
therapy role and to incorporate occupational therapy services 
into the centre.  The purpose of this paper is to elaborate on our 
experiences as occupational therapists developing a dual role 
within this primary care centre as interprofessional educators 
and direct service providers.  

Interprofessional teaching methods in the centre
There are a wide variety of teaching methods used in the centre.  
Family physicians supervise the medical care delivered by the 
residents.  However, all interdisciplinary team members act as 
preceptors to the residents, providing instruction and feedback 
on interpersonal and technical skills. The interdisciplinary staff 
also provides educational in-servicing one half day per week, 
and may also participate in didactic teaching that is provided 
to first- and second-year family medicine residents two days 
per month in a classroom environment.   Furthermore, students 

from other disciplines are now starting to be integrated into the 
centre structure, such as pharmacy students, and we hope to 
begin exploring the inclusion of rehabilitation students in the 
near future.  

Being integrated into the primary care centre provides many 
opportunities to teach both residents and family physicians 
about the role and scope of occupational therapy.  We have 
had residents observe occupational therapy assessment and 
intervention, provided informal consultations, and provided 
feedback to the residents verbally or in writing on the results 
of occupational therapy assessment and intervention of clients 
under their care.  Future plans include more formal education to 
the residents on rehabilitation-specific content such as mobility 
assessment and aids, and integration of occupational therapy 
and physiotherapy into currently offered educational topics 
such as “falls in the older adult.”   All team members use the 
same electronic medical record (EMR) system, and thus we can 
also educate residents by directing them to our documentation 
on clients with whom they have been involved.  This allows 
the residents to get a sense of the trajectory of the therapy 
intervention without a large time investment.   

Challenges and solutions
Developing our role
In the development of our role, we have worked to educate 
the physicians and residents on our general scope of practice 
in order to generate referrals. During an initial period of 
observation in the centre, it became clear that there were many 
practice areas that could be addressed by occupational therapy, 
such as working with people with addictions, promoting self-
management practices and exploring alternative management 
strategies for chronic pain. However, we also want residents and 
family physicians to develop a more complex understanding 
of the concept of occupation in order to promote their 
understanding of occupational therapy and potential 
occupational therapy roles in the centre. We want them to 
understand that we can help anyone with any physical or mental 
limitation who is struggling to do the things they need or want 
to do.  As physicians approach us about potential clients, we try 
to discuss their specific issues and make concrete links about 
how we may be able to address the client’s issues, but we also try 
to link the problems back to occupation.  We are learning that 
having physicians understand the long-term goals that we can 
address with clients (such as returning to work or re-engaging 
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in lost roles) helps physicians identify clients for occupational 
therapy referral.  However, understanding that we will work with 
the client on symptom management (like pain, coping and sleep 
issues) and daily life skills (like making meals and transportation) 
is also helpful so that the physician can feel confident educating 
the client about why a referral to occupational therapy may be 
beneficial.  

While we are far from developing a clear role for ourselves 
in the centre to date, we have taken several steps to ensure 
our contributions are unique so as not to overlap with other 
services in the centre. First, we tracked referrals to determine 
the initial thoughts and knowledge from the physicians on 
the potential role of the 
occupational therapy staff as 
well as to identify common 
issues with clientele presenting 
to the centre. We browsed the 
records of the clients being 
seen by the medical staff to 
determine patterns in their caseloads.  We learned about current 
services in the centre, and ensured that some of our ideas for 
the occupational therapy role would not result in duplication of 
services.  For example, this centre has a mental health counselor 
who provides time-limited counseling services for clients with 
mental health issues.  We explored what her role is, how it 
overlaps and complements our potential role, and learned what 
she perceives to be gaps in the mental health services in the 
centre.  We then thought about our personal strengths and 
experiences as therapists and talked to occupational therapists in 
other specialty areas to help determine where we could be most 
effective in the centre. Given that our role includes education of 
residents, we have also been thoughtful about how our practice 
could enhance the educational opportunities for residents.  We 
are aware that a potential pitfall is the ease with which we could 
assess clients and provide interventions without providing any 
resident teaching. As a result, we continually ensure that we 
take the time to include the residents, or that we are considering 
residents’ potential learning when prioritizing referrals and 
determining our assessment and treatment approach.  This 
is a novel experience for both of us as efficiency rather than 
physician exposure has traditionally been our priority in practice.

At this point, we continue to receive referrals addressing a 
wide scope of practice including chronic pain issues, mobility 
issues, generalized difficulty with coping, requests for ergonomic 
assessments and work demands analyses, and requests for 
assessments for appropriate housing.  We anticipate that we 
will be developing a plan to address clientele presenting with 
chronic pain issues since evidence suggests an interdisciplinary 
and multi-faceted treatment program can be effective with this 

population (Karjalainen et al., 2003).  

Providing a meaningful learning experience for residents
Providing an educational experience for the residents is 
requiring adjustments to our teaching styles.  This type 
of teaching is different for several reasons.  First, our prior 
experience working with residents was in a hospital setting 
where, due to the complex environment, the style of interaction 
needs to be brief and to include only information which is 
pertinent to the decision-making processes of the resident 
in that particular moment. In the centre, we have a smaller 
caseload and time devoted to provision of education.  Second, 

we both have experience 
teaching occupational 
therapy students – a teaching 
situation where we are direct 
content experts and where 
we are drawing on theories 
of occupation that we want 

to become embedded in the occupational therapy student’s 
practice.  Teaching the residents is different as we want to 
enhance their areas of expertise and provide them with 
perspective on our process, rather than teach the details of our 
process.  

Our goals for shifting our teaching style have been to 
identify and then provide education on areas of practice that 
are common between all health disciplines, as well as to expose 
residents to our theoretical views to help them understand our 
role and approach to client care.  We have found that referring 
to content that is common among health professionals, such as 
the determinants of health (Public Health Agency of Canada, 
2013) has been helpful in aligning the ideas of occupational 
therapy social justice with the viewpoint of a physician.  In 
addition, all health programs emphasize the importance of 
evidence-based practice and thus the explicit use of evidence-
based information in explaining a certain strategy or approach 
(e.g., explaining a psychosocial intervention for back pain) 
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also helps the resident learner take notice.   Also common to 
all health professions is the initial interview.  Having residents 
observe an in-depth occupational therapy initial interview 
helps further the resident’s understanding of the meaning of 
occupation, since they have the opportunity to hear their client’s 
story from a slightly different perspective than what they hear 
during their own client interviews.  

While the centre in which we work has an interdisciplinary 
team, many residents may not have this luxury when they are 
initially working in the field of primary care.  Because of this, we 
wanted to make sure we were assisting residents in developing 
skills that they can use in any setting, as well as helping them 
understand the full scope of occupational therapy practice.   
Discussion and collaboration with the medical director of 
the centre revealed that the residents are evaluated on their 
“patient-centredness” skills: “exploring both the disease and 
the patient, understanding the whole person, finding common 
ground, incorporating prevention and health promotion, 
enhancing the relationship and being realistic” (University of 
Manitoba, n.d., p. 1; Little et al., 2001).   Since we felt that this 
was a great fit with our occupational therapy expertise of being 
client-centred practitioners, it was decided that we would assist 
with the teaching of residents around this skill set.   Observation 
of resident interactions will also provide us with an opportunity 
to identify clients who could benefit from occupational therapy 
services, and reinforce how we can incorporate interprofessional 
practice in the area of health promotion and prevention.   

Rewards and a vision for our future
A benefit of developing our role as primary care occupational 
therapists in this teaching environment has been the opportunity 
to re-realize the strengths occupational therapists bring to 
the primary care role. We learned that we have a strong 
understanding of available community resources and that 
we help clients with connections between the community 
and the centre.  We have realized that our client-centred and 
holistic approach allows us to be leaders in this area, as other 
professions begin to embrace these concepts of client-centred 
care.  We have learned that our client-centred approach 
supports us in seeing an individual within their present context 
and that this unique perspective can be taught to others to 
help them support their clients in lifestyle changes and to bring 
together pieces of the interdisciplinary puzzle. For example, 
an in-depth occupational therapy interview and home visit can 
provide depth to information about the client and reveal the 
complexities of why someone may be having difficulty with 
following through on lifestyle changes. Finally, a wonderful 
benefit has been the opportunity to work with an open and 
welcoming interprofessional team.  Daily, we have been 
learning “with, from and about” (Centre for Advancement in 
Interprofessional Education, 2002, para. 1) our team members in 
the centre, and we hope that they can say the same about us.

A reward for the community is that we are having the 
opportunity to see clients that otherwise would not have had 
access to occupational therapy  intervention and would have 
continued to experience decreased occupational functioning 
and quality of life. We feel that we will be able to help clients 

who repeatedly present to primary care providers with little 
progress or improvements, and who do not respond well to 
traditional medical interventions.  By adding an occupational 
therapy component to the centre, we hope to be able to help 
clients to re-engage in life and work, prevent those struggling 
with daily impairment from going on disability benefits and 
improve the quality of life for those struggling with pervasive 
disability.  

In conclusion, viewing the occupational therapy role in 
primary care through the dual lens of education and client care 
is proving to be challenging, stimulating and thought-provoking 
on a daily basis. We hope that as our role progresses, our 
efforts will result in improved engagement in occupations that 
contribute to the social fabric of the community. In addition, 
our role  has provided us an opportunity to work side-by-side 
with potential health-care advocates who can effect change 
in primary care settings. We are grateful to the University of 
Manitoba Northern and Remote Family Medicine Residency 
Program for the initiation of this project and are proud to be 
part of a team striving to provide a model for interdisciplinary 
practice and interprofessional education that will ultimately 
enhance the quality and holistic nature of primary health care for 
Manitobans.  
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Primary health care (PHC) is essential to attain health 
targets of social and economic productivity for all people 

(Health Canada, 2006; World Health Organization [WHO], 
1978). PHC differs from primary care in that “in addition to 
the health sector, all related sectors…,” such as housing and 
education, are considered to promote “…maximum community 
and individual self-reliance and participation…”(WHO, 1978, 
sect. VII). Although well suited to PHC, occupational therapy 
is not frequently available within such services (Canadian 
Association of Occupational Therapists, 2006; Canadian 
Institute for Health Information, 2011). This lack of availability 
is a loss to citizens given 
that occupational therapists 
can engage people in daily 
occupations, or “meaningful 
time use” (Heuchemer & 
Josephsson, 2006, p. 162), to 
achieve health. Occupations 
of interest might include 
everything from work to homemaking, or from going to school 
to community activism. Available studies and the first author’s 
direct experience suggest that PHC occupational therapy 
holds underutilized promise for working with people who are 
experiencing homelessness. 

Health status, PHC access and homelessness
Inadequate shelter exposes people who are homeless 
to health risks including severe weather, environmental 
toxins, inadequate nutrition and sleep, and physical and 
sexual violence. Not surprisingly, people who are homeless 
disproportionately develop preventable acute and chronic 
conditions (Wright & Tompkins, 2006). Their PHC needs are 
often complex and difficult to meet within a typical medical 
model of health care, even when services are offered in an 
office instead of a hospital setting (Fenn, 2013). 

Part of the difficulty for this population lies in merely 
accessing health care services. Pragmatic barriers such as a 
lack of fixed address, inadequate social and financial support, 
past negative health provider experiences, and a focus on 
meeting day-to-day survival needs can restrict people from 
attending appointments at physician or outpatient offices 
(Finlayson, Baker, Rodman, & Herzberg, 2002). In light of 
these barriers, emergency services frequently become a costly 
and inadequate substitute for health services offered through 
PHC (Nova Scotia Housing & Homelessness Network, 2012). 

PHC occupational therapy and homelessness
A central aim of occupational therapy in any setting is 
to engage and empower people to participate in the 
occupations that can help them to achieve healthy, meaningful 
lives (Townsend & Polatajko, 2013). The ultimate goal of 
occupational therapy resonates with the ultimate goal of 
PHC: self-determining citizens interacting successfully with 
their environments and experiencing their right to health 
(WHO, 1978). Occupational therapists appreciate that poor 
health among the homeless population is related in part 
to their restricted participation in a balance of meaningful 

occupations (Heuchemer 
& Josephsson, 2006). 
Attentive to the complexity 
of everyday engagement in 
occupations, occupational 
therapists ideally target both 
individual impairments and 

environmental obstacles to challenge this imbalance, using the 
creativity and pragmatism necessary to address “diverse and 
practical needs” associated with homeless living (Griner, 2006, 
p. 57). 

Innovative students and therapists collaborating in 
shelter settings have offered occupational therapy to 
people experiencing homelessness. These pioneers have 
begun to demonstrate the individual health impact of 
participation in leisure (Byrne, Raphael, & Coleman-Wilson, 
2010), goal-setting and parent-child engagement (Fisher 
& Hotchkiss, 2008), and advisory board membership, work, 
stress management, self-care, socialization, and daily living 
(Herzberg & Finlayson, 2001). Some occupational therapists 
have made the shift from treating individuals to serving 
community populations (Tse, Penman, & Simms, 2003). Such 
community-targeted interventions have included coaching 
shelter staff, influencing shelter policy (Finlayson et al., 2002), 
and creating function-promoting environments in order to 
position shelters as a “dynamic place to get yourself together” 
(Herzberg & Finlayson, 2001, p. 141). 

mobile Outreach Street Health occupational 
therapy
The Mobile Outreach Street Health (MOSH) service was 
catalyzed by the local community’s objection to their fellow 
citizens’ ongoing unmet health needs. Since 2009, MOSH 
has offered contextually-relevant PHC to people who are 
homeless, street-involved, or at risk of homelessness. Nurses 

Homelessness: Enabling solutions in primary health-care  
occupational therapy 
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and a part-time occupational therapist offer service six days 
a week, twelve hours a day, with part-time physician and 
administrative support. MOSH professionals are available 
by appointment at any community location or dwelling, by 
drop-in at one of twelve partner agency locations during the 
weekly scheduled time, or by van, foot or bicycle outreach on 
the streets. 

The inclusion of occupational therapy in MOSH 
services was not originally planned, but was prompted 
by an affiliated community health centre experiencing a 
successful introduction to the profession via student fieldwork 
placements (Howey, Angelucci, Johnston, & Townsend, 2009; 
Johnston et al., 2009; Townsend et al., 2009). Demand for 
MOSH occupational therapy currently exceeds its availability. 
MOSH program evaluation outcomes, including Goal 
Attainment Scaling results, indicate achievement of health 
goals (Marval, 2011a) and provide a compelling rationale for 
more occupational therapy availability, not only to MOSH 
clientele, but to all community members who trust the 
community health centre with their health. 

Enabling solutions in PHC occupational therapy 
At an individual level, engaging people in occupations through 
MOSH has proven to be a powerful, direct mechanism for 
advancing the lived experience of health (Marval, 2011b).  
At the same time, a population-level approach to realizing 
equitable health and participation has also shown potential 
to broadly impact both individual MOSH clients and the 
community.  

1. Enabling a transformation from client to partner
 Work with one young adult exemplifies the individual 

impact of MOSH occupational therapy. Having missed 
typical developmental opportunities to hone skill and 
confidence during adolescence, he lives in poverty. He 
is ill-equipped to provide for himself while managing 
multiple health conditions. After collaborating on a 
number of personalized, practical strategies to overcome 
one small participation hurdle at a time, this individual has 
begun to work and is utilizing PHC services in lieu of the 
emergency department. He now co-leads workshops with 
the MOSH occupational therapist in hopes of inspiring 
health providers to improve their effectiveness in working 
with those experiencing homelessness.  

2. Introducing an occupation-based solution to a 
population-level issue

  Direct population-level impact can be illustrated by 
the MOSH bike project. The project is an elegant, 

occupation-based solution to an environmental lack 
of opportunities for transportation, physical activity, 
autonomy, and personal growth among inadequately-
housed community members. Considering population 
characteristics and employing principles of learning 
through doing, project participants are sought out, 
reminded, and welcomed by a familiar face to attend a 
project session. There, they fix-to-own a salvaged bicycle, 
receive a helmet and lock, and have the opportunity to 
develop skills in a dynamic community setting. Attention 
to pragmatic and subtle sociocultural elements of 
engagement have made this a well-received opportunity 
to impact multiple determinants of health, from meeting 
transportation needs to opening opportunities to work or 
study.

3. Using popular media to prompt dialogue and 
activism 

 Creating societal awareness through popular media is 
one indirect population-level approach to address health 
inequity. With this in mind, the MOSH occupational 
therapist participated in a film entitled, Reaching Out: 
Today’s Activist Occupational Therapy (Townsend & 
Sandiford, 2012a, 2012b). It highlights the contributions 
of occupational therapists as activists working to enhance 
the lived experience of excluded populations. The 
9:12-minute short, and 25:33-minute full versions of the 
film have open public access on YouTube at: http://youtu.
be/LIcfyQ3RwT0 and http://youtu.be/_RXL4V505Bw, 
respectively.  Both versions have already proven successful 
in prompting critical dialogue and can be used to spark 
collaborative action among policy- and decision-makers, 
professional colleagues, clients, students, and community 
partners.

Conclusion
People experiencing homelessness have complex health 
concerns, often not well met by typical institutional or PHC 
services. Although limited, literature on PHC occupational 
therapy shows a positive impact on individual and population-
based targets for health within this demographic. To date, 
the MOSH PHC occupational therapist’s success in 
facilitating individual goal achievement related to housing, 
health management, and participation in occupations has 
been captured via the Goal Attainment Scaling outcome 
measure (Marval, 2011a) and client narratives. The impact 
of population-level, capacity building initiatives with MOSH 
clientele, shelter and front-line staff, and student and practicing 
health professionals can be measured by a significant 
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increase in referrals and frequent requests for consultation, 
project partnership and workshop delivery.  Moving forward, 
occupational therapists are called to partner across sectors as 
leaders and activists in PHC and to facilitate individual and 
collective participation in achieving health for all.  
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Three years ago, the first wellness navigators were hired 
to work on the Community Health Teams (CHTs) in 

Dartmouth and Spryfield, Nova Scotia. The CHTs are a 
program of Primary Health Care, Capital District Health 
Authority (CDHA). Four of the five wellness navigators are 
occupational therapists. This article describes the new role of a 
wellness navigator and highlights how occupational therapists 
are well suited to perform such a role.

Citizens’ first contact with the health-care system is often 
though primary health care. Primary health care services 
are located close to where citizens live and work to enable 
easy access to services (World Health Organization, 1978). 
Following this principle, one CHT is located next to a grocery 
store and the other is located in a community wellness centre 
in the middle of a shopping 
mall. Programs are also 
provided at other community 
locations, such as libraries 
and food banks, to provide 
citizens with even easier access to programs. Additionally, 
primary health care is built around a health promotion, health 
prevention, and self-management philosophy.  Following this 
philosophy, the CHTs operate on a community health model to 
promote health and wellness in the community (CHTs, 2012a). 
The purpose of the CHTs is to help citizens build knowledge, 
confidence and skills to make changes in their daily lives to 
live healthier, and to prevent and manage risk factors that are 
common across chronic health conditions.   

More specifically, the CHTs provide health and wellness 
programs, and wellness navigation. Programs focus on physical 
activity, nutrition and weight management, management of 
risk factors, parenting, and emotional wellness. Additionally, 
programs are delivered in a group format, as it is well known in 
health care that people learn as much from each other as they 
learn from the group facilitator (CHTs, 2012a). Program topics 
were chosen as the result of conversations with 600 citizens and 
stakeholders (CDHA, 2010). Citizens and stakeholders also 
informed us that many citizens are unaware of resources in the 
health-care system and the community, and experience barriers 
accessing resources. Therefore, wellness navigator positions 
were created to help citizens to navigate the health-care system 
and the community to find and access resources to meet their 
health and wellness needs. 

In Nova Scotia, the role of the wellness navigator emerged 
from cancer care patient navigators (CHTs, 2012b). The patient 

navigator guided patients with cancer and their families though 
their individual journeys with the health-care system and 
provided support and linkages with community resources.  Over 
time, additional navigators emerged such as breast screening 
navigator, geriatric navigator, and stroke navigator. A review 
of navigation in the province and in the literature revealed that 
navigators were limited to helping people with a specific health 
condition. The role of a wellness navigator was created to help 
all citizens in a community, regardless of whether they had a 
health condition or if they were well.

Wellness navigators have a background as an occupational 
therapist, social worker, or recreation therapist. One reason for 
the requirement of a health professional background is to enable 
wellness navigators to work collaboratively with family physicians 

and other health providers, and 
to assist citizens with multiple 
health conditions. As we were told   
during our numerous community 
discussions that many people 

struggle with mental health concerns, wellness navigators are 
also required to have experience working in mental health. As 
a result, the wellness navigators provide emotional wellness 
programs such as Living with Stress and How to Get a Better 
Night’s Sleep, in addition to providing wellness navigation to 
individuals, families, and community groups. The following case 
example will illustrate the role of wellness navigator in greater 
detail. Jane was a 28-year-old woman who called into the CHT 
on the verge of tears stating that she needed help to move. 
She explained that she was feeling overwhelmed and struggling 
with anxiety. She had little money and few social supports. In 
the past, she found that walking and practicing mindfulness 
helped her to cope with stress and manage her anxiety. She 
had stopped taking her anti-anxiety medication a year ago. 
The wellness navigator helped Jane to identify and prioritize 
health and wellness needs, and link her with resources. The 
wellness navigator provided emotional support, encouraged 
Jane to resume walking and gave her information on a free 
local mindfulness group. Jane was encouraged to see her 
family physician to discuss medication for anxiety. The wellness 
navigator called Jane’s social assistance worker and confirmed 
that social assistance would pay for the deposit, rent, movers 
and furniture for her move. After three visits, Jane reported 
feeling more relaxed and she had successfully moved. She later 
attended the Living with Stress program of the CHT. This story 
highlights that wellness navigation often includes helping people 

Wellness navigator: An innovative role in primary health 
care for occupational therapists
Karla Moore

“Wellness navigation is often described as ‘always the 
right door.’”
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to use their internal personal resources, which is in keeping with 
the self-management philosophy of primary health care (CHTs, 
2012b).

Other examples of citizens asking for wellness navigation 
include: a woman looking for an evening seniors’ group that 
includes social and physical activities, a man looking for a 
support group for adults with attention deficit disorder, a woman 
who had no food for the next three days, and a woman with an 
acquired brain injury who needed help with her finances and 
finding employment. Wellness navigation is often described as 
“always the right door.” In other words, citizens can ask a wellness 
navigator to help them to find any resource for just about any 
need.

As the CHT model and its wellness navigation service 
are unique in Canada, the CHT hosted focus groups to 
evaluate the effectiveness of its programs and services. The 
results indicated that citizens found wellness navigation to be 
effective (CHTs, 2013). One citizen commented, “I would say 
life changing for me.  Before, I wasn’t involved with anything 
or anybody and I didn’t have anything to do, I didn’t know 
what to do.  I absolutely did not know where to go before the 
Community Health Team” (p. 17).  Another citizen explained, 
“The medical system.  It’s like looking at a map from another city 
and trying to get from here to there.  You don’t know what road 
to take, where you’re going to get into the traffic jam, where are 
the shortcuts.  But when you come here they are a ’system GPS.’  
I feel like I have an ace in my pocket now with the wellness 
navigator.  If I have an issue, I feel much more secure in knowing 
that the wellness navigator is here for me.  They take a different 
approach here; they say, let’s see how we can get me to point A 
and point B with minimal stress” (p. 16). 

In conclusion, wellness navigator is an innovative role in 
primary health care that preliminary results indicate is effective 
in preventing citizens from ‘falling between the cracks’ of 

systems. A colleague stated, “as an occupational therapist in a 
wellness navigator position, it is wonderful to be able to help 
individuals and groups to do more meaningful activities, which 
can then improve their health and wellness.  Sometimes this 
can be as simple as eliminating a barrier a person may have 
to accessing a resource, which can pave the way for others to 
access the same resource in their community.” After all, the 
primary purpose of occupational therapy is to enable individuals 
and groups of people to engage in meaningful activities 
(Townsend & Polatajko, 2007), making occupational therapists 
an ideal fit as wellness navigators. The wellness navigator role 
provides opportunities for occupational therapists to shine in 
primary health care. I encourage occupational therapists to work 
in similar roles.

References
Capital District Health Authority. (2010). Chebucto Community Health Team: 

Citizen and Stakeholder Engagement Events: An Overview of the Results. 
Retrieved from http://www.cdha.nshealth.ca/community-health-teams/
documents 

Community Health Teams. (2012a). CHT Health and Wellness Program 
Framework. Unpublished document, Primary Health Care - Capital District 
Health Authority, Halifax, Canada.

Community Health Teams. (2012b). Community Health Team Wellness 
Navigation Framework. Retrieved from Capital District Health Authority 
website: http://www.cdha.nshealth.ca/community-health-teams/frameworks

Community Health Teams. (2013). Impact Assessment. Unpublished 
document, Primary Health Care, Capital District Health Authority, Halifax, 
Canada.

Townsend, E.A., & Polatajko, H.J. (2007). Enabling occupation II: Advancing 
an occupational therapy vision for health, well-being, and justice through 
occupation. Ottawa, ON: CAOT Publications ACE. 

World Health Organization. (1978). Declaration of Alma-Ata. Retrieved from 
http://www.euro.who.int/__data/assets/pdf_file/0009/113877/E93944.pdf

About the author
Karla Moore, MSc, OT Reg. (NS), is a wellness navigator for the Chebucto Community Health Team, Primary Health Care, Capital Health, in Nova 
Scotia. She can be contacted at: Karla.moore@cdha.nshealth.ca

21



occupational therapy now  volume 15.522

Chronic and episodic conditions management in 
primary health care
An efficient health-care system includes services for people with 
chronic and episodic conditions within primary care (Aggarwal 
& Hutchison, 2012). Services delivered within  primary care and 
primary health care contexts allow practitioners to offer timely 
interventions in regards to prevention, self-management and 
health promotion (McColl & Dickenson, 2009). Due to its role 
as the entry point to health services, primary health care is a 
privileged setting to address a broad spectrum of needs and 
coordinate different health and community services (Canadian 
Working Group on HIV and Rehabilitation [CWGHR] & 
Wellesley Institute, 2012). As such, primary health care service 
delivery allows for a forward thinking approach that can delay or 
prevent avoidable treatments and reduce the risk of emergency 
or crisis situations, and hospital admissions (CWGHR & Wellesley 
Institute, 2012; Tran, 2004). Finally, primary health care services 
are usually offered over an extended period of time, which can 
help foster the development of trust between practitioners and 
their clients. This kind of relationship can facilitate the disclosure 
of sensitive issues such as substance use and psychological 
difficulties (CWGHR, 2009) and provide opportunities to find 
long-term management strategies, which are essential when 
working with people with chronic and episodic conditions. 

An example of a chronic condition: human 
immunodeficiency virus
The advent of antiretroviral therapy has tremendously 
increased the life expectancy of people living with human 
immunodeficiency virus (HIV) to the point that this condition 
is now considered a chronic and episodic condition (World 
Health Organization, 2002). However, compared to the 
general population, people living with HIV are at greater risk 
of developing other chronic conditions such as renal failure, 
diabetes and cardiovascular diseases, and are developing those 
conditions at an earlier age than people not infected by HIV 
(Guaraldi et al., 2011). Consequently, they face several challenges 
in performing daily occupations (see Table 1). One of the most 
prominent challenges for people living with HIV is linked to 
episodic disability (Tran, Thomas, Cameron, & Bone, 2007), which 
is the experience of uncontrolled and unpredictable limitations 
in performing productive, self-care and leisure activities. These 
occupational challenges are thus likely to prevent someone from 
fully engaging in significant life roles. 

Occupational therapy service delivery to HIV-
positive clients in primary health care 
The Nine Circles Community Health Centre is a prime 
example of an interprofessional primary health care setting 
that recently integrated occupational therapy services. This 
not-for-profit organization provides coordinated medical and 
social support services for those living with and affected by 
HIV and acquired immunodeficiency syndrome (AIDS) (Nine 
Circles Community Health Centre, 2013). In 2009, the centre 
conducted a client survey. Clients indicated that they wanted 
services to help them address issues related to successful aging, 
increasing independence, and returning to work and school. 
To assist in addressing client concerns, the coordinator of the 
clinic worked with the Canadian Working Group on HIV and 
Rehabilitation, the national advocacy association that is focused 
on improving rehabilitation services for people living with HIV. 

Occupational therapy services for people living with HIV:  
A case of service delivery in a primary health care setting
Julie Lapointe, Dawn James and Janet Craik

Body function
•	weakened	immune	system
•	fatigue,	decreased	strength	and	endurance
•	neuropathic	pain	and	peripheral	neuropathy	
•	impairments	in	executive	functions,	episodic	memory,	

attention, working memory, and language 
•	decreased	information	processing	speed	
Activity and participation 
•	restrictions	in	ability	to	perform	self-care,	work	or	school,	

and leisure activities
•	requirement	to	manage	a	rigorous	medication	regime	and	

its associated side effects, as well as to manage a schedule 
of several medical obligations and appointments 

•	imposed	restrictions	due	to	an	unpredictable	health	status
•	suboptimal	participation	in	meaningful	life	roles
Environmental and personal factors 
•	fear	of	disclosure
•	social	stigma,	discrimination	and/or	rejection
•	difficulty	with	access	to	specialized	health	care,	particularly	

outside urban areas
•	poverty

Note: This table was informed by Barkey, Watanbe, Solomon, & Wilkins 
(2009); Tran et al. (2007); and Woods, Moore, Weber, & Grant (2009). 
Categories were adapted from the International Classification of 
Functioning, Disability and Health (ICF) (World Health Organization, 2013). 

Table 1. Challenges experienced by people living with HIV. 
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This organization quickly identified that Nine Circles was in 
need of the expertise of an occupational therapist, a professional 
with knowledge in helping people perform activities they need 
to do or want to do. Dawn James was then hired as the first 
occupational therapist to work with the Nine Circles team of 
professionals, including physicians, nurses, social workers, health 
educators, mental health therapists, a pharmacist, a dietician and 
a health promotion coordinator. 

Primary health care is a setting that is well-suited for 
occupational therapists to adopt a preventive and forward 
thinking approach in supporting clients’ optimal participation in 
daily activities, throughout their life span and despite fluctuating 
capacities (Tran, 2004). The ultimate goal of these interventions 
is to enable people to live meaningful and productive lives. 
See Table 2 for examples of common occupational therapy 
interventions for people with chronic and episodic conditions. 

Ms. James’ previous training and work experience in health 
promotion and in running lifestyle change programs, such as 
smoking cessation, were tremendous assets in developing 
the occupational therapy role at Nine Circles. She quickly 
established strong alliances with her interprofessional team 
and with various community resources in order to offer and 
advance services in areas such as mental health, justice, housing, 
substance use, and lifestyle changes. In her daily practice, she 
addresses the broad spectrum of needs of her clients, including 
difficulties in the areas of sleep, pain, cognition, goal setting, 
work-related issues, mobility, home management, community 

mobility, self-care, medication side effects, coping with a chronic 
and episodic condition, etc. Despite her busy schedule, she has 
developed new programs like a flexibility-stretching group, a 
plain language medical information session, and an ‘exer-gaming’ 
physical training program. These programs aim to help clients 
achieve their goals related to activities of daily living, physical 
activity, and socialization with other persons living with HIV.

Ms. James also has a strong commitment to stay current in 
her occupational therapy evidence-based knowledge and she 
reads as much as possible on her field of practice. Since finding 
a mentor in her specific area of practice is a real challenge, she 
initiated a special interest group for occupational therapists 
who work with marginalized and vulnerable populations. This 
local group meets in person approximately six times a year 
and discusses issues such as coping with vicarious trauma, 
counseling clients with substance addictions, housing, and food 
insecurity. They help each other advance their clinical reasoning 
and problem-solving skills. This network has been very helpful 
in Ms. James’ efforts to expand and optimize the occupational 
therapy interventions at Nine Circles. Ms. James has also joined 
the Canadian Working Group on HIV and Rehabilitation and 
has linked with other rehabilitation professionals working in HIV 
care across the country. 

A concrete example: Accessing the food bank 
Many of Nine Circles’ clients face food insecurity. To help 
alleviate this problem, the clinic offers a weekly food bank. 
Unfortunately, many clients are also living with mental health 
issues, addictions, mobility challenges and episodic illnesses that 
prevent them from attending the food bank and transporting 
the food to their home. Tapping into her occupational therapy 
expertise and problem-solving skills, Ms. James proposed 
several solutions. She referred some clients to other community-
based food programs that better fit their needs (e.g., closer 
to their home). She educated clients on how to manage their 
activity limitations effectively or circumvent personal and social 
barriers. For example, for clients with anxiety disorders who are 
particularly anxious in a crowded environment, she suggested 
visiting the food bank when it is not busy and the food bank staff 
can provide additional support. Finally, she suggested adaptive 
equipment that helped her clients to independently transport 
the food packages (e.g., a trolley for transporting food that can 
be taken on a public bus). 

Conclusion
Occupational therapists’ expertise allows them to offer concrete 
solutions to optimize their clients’ performance and engagement 
in daily occupations, contributing to improved well-being 
(Howey, Angelucci, Jonhston, & Townsend, 2009). These 
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Through assessment, counseling, facilitating experiential 
learning opportunities, adaptation or support, an 
occupational therapist may address: 
•	optimal	participation	in	self-care,	employment,	leisure,	

social and community activities
•	safety	adaptations	of	home,	work	or	leisure	settings
•	community	mobility
•	ergonomics	and	return	to	work	and	school	
•	prevention	of	injuries	and	falls
•	energy	conservation
•	pain	and	fatigue	management
•	stress	reduction	techniques
•	health	promotion	and	lifestyle	changes
•	acquiring	coping	skills	and	adjusting	to	the	impact	of	

the chronic and episodic health condition
•	increasing	self-esteem	and	feelings	of	empowerment
•	linking	clients	and	family	with	caregiver	assistance	and	

support

Table 2. Examples of occupational therapy interventions for people 
with chronic and episodic conditions.
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university-trained professionals are part of the interprofessional 
solution to improve primary health care services for clients living 
with HIV, a chronic and episodic health condition (Canadian 
Association of Occupational Therapists, 2006). They offer 
comprehensive and personalized health-promoting services that 
not only contribute to improved client health and well-being but 
have also been shown to be cost-effective (Clark et al., 2001; 
Rexe, McGibbon Lammi, & von Zweck, 2013). 
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dementia, driving and primary care
In Canada, 747,000 individuals are living with Alzheimer’s disease 
or a related dementia. This figure will increase to 1.4 million by 2031. 
The resulting impact on our health-care system is vast. Current costs 
associated with caring for individuals with dementia are estimated at 
$33 billion per year and are expected to rise to $293 billion per year 
by 2040 (Alzheimer Society of Canada, 2012).

 Symptoms of dementia include loss of memory, impairments 
in executive function and changes in mood (Alzheimer Society 
of Canada, 2010). Such symptoms hinder an individual’s ability to 
engage in day-to-day occupations and have significant impact on 
caregivers and families.  Driving is one important occupation that 
is impacted by dementia (Breen, Breen, Moore, Breen, & O’Neill, 
2007). Many individuals with early dementia are able to drive safely, 
but this ability diminishes and is eventually lost as their disease 
progresses. There is a significant body of evidence demonstrating 
the impact of driving cessation on both individuals and families 
(Breen et al., 2007). Redelmeier, Yarnell, Thiruchelvam, and Tibshirani  
(2012) reported a 27% increase in depression-related emergency 
department visits following driving cessation. Mezuk and Rebok 
(2008) found that driving cessation negatively impacted social 
integration, which was measured by examining the number and 
frequency of contacts with friends and relatives. Edwards, Lunsman, 
Perkins, Rebok, and Roth (2009) explored the relationship between 
driving status and health. The authors reported a significant decline 
in both social and physical functioning following driving cessation, 
leading to difficulties conducting daily activities. 

A number of Family Health Teams in Ontario have Memory 
Clinics that provide early diagnosis, education and support to 
individuals with memory impairments. Occupational therapists 
who work with primary care memory clinics may be involved with 
conducting in-clinic cognitive and functional assessments, home 
safety assessments, and driver screening and support. Much of 
what is described in the occupational therapy literature on driving 
and older adults focuses on screening and assessment (Canadian 
Association of Occupational Therapists, 2009; Korner-Bitensky, 
Toal-Sullivan, & von Zweck, 2007). It is important to note, however, 
that in a primary care setting, occupational therapists also have a 
role in supporting individuals following driving cessation.  A handful 
of examples of driving support programs have been described, but 
none within a primary care setting (Gustafsson et al., 2011).  

 
Travelling a New Road
A display of emotion is not uncommon from clients who, based 
on their driver screening are advised they should no longer drive. 
Losing the privilege to drive has been found to affect a client’s 

independence, leisure engagement, socialization and overall health 
and well-being (Edwards et al., 2009; Mezuk & Rebok, 2008).  
Recognizing these implications, Memory Clinic staff at the Owen 
Sound Family Health Team were challenged by the lack of resources 
available to individuals and families who require assistance. With very 
few practical or emotional supports to offer, the need to develop a 
driving cessation series emerged. 

Traveling A New Road is a psycho-educational group that was 
co-developed and is co-led by the Owen Sound Family Health 
Team and the Alzheimer Society of Grey-Bruce. This program grew 
out of an existing partnership between the two organizations, and 
in September 2012 started as a pilot program involving clients with 
dementia and their spouses.  The program ran for two hours, once 
per month for a total of four months. The intent was to fill a gap in 
the community by providing clients with: (a) strategies and resources 
to remain independent and engaged, (b) an environment where 
feelings of loss could be discussed and normalized, as well as (c) 
a place where grief related to the loss of a driver’s license could be 
addressed. Group topics included: the process of driving cessation, 
symptoms of dementia, health and aging related to driving, driving 
and the law, and the experience of loss and grief. Other discussions 
focused on communication with friends and family, making plans to 
build networks of support, and linking to local resources.

Interagency collaboration was considered an important 
component for development and facilitation of the program, and 
to connect with community resources. The Alzheimer Society 
nurse’s knowledge and expertise related to brain health, disease 
process, diagnosis impact and local resources naturally supported 
program objectives. Complimenting this, the occupational therapy 
perspective addressed the impact of community mobility on 
engagement, socialization, day-to-day functioning and quality of 
life (Gustafsson et al., 2011). Overall, collaborative efforts between 
the Alzheimer Society of  Grey-Bruce and the Owen Sound Family 
Health Team’s Memory Clinic offered clients access to a continuum 
of care from early identification and assessment to strategies for 
coping and ongoing support.

While it was expected that participants would have strong 
emotional responses, nothing could have prepared us for the 
explosive anger and frustration they were able to express in the 
safety of the group. They told us they felt like criminals whose long-
standing excellent driving records had been swept aside. Some even 
felt as if they had been unjustly fired from driving.  While this may 
be fueled by the impaired insight of the persons with dementia, it is 
important to note that their spouses also shared this view to varying 
degrees. 

A shift in life roles and responsibilities occurs when driving 
cessation is enforced and can lead to increased burden on a spouse 

Traveling a New Road: A driving cessation group in  
primary care
Daniella Fry, Barb Fox and Catherine Donnelly 
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(Stern et al., 2008). One participant’s spouse commented: “This 
group is so needed, it doesn’t matter what you say, you know you are 
among people who just get it – you don’t have to explain yourself – 
you know they understand.” The group setting made it possible for 
spouses to support each other. They shared openly about challenges 
they faced as they too were confronted with loss and grief, related to 
their partner’s diagnosis and to the adaptation to new life roles.

From the outset, our intent was to provide practical strategies 
for living with the loss of driving privileges. We heard: “How do 
I get my groceries?” “We were planning a trip, what if we both 
can’t drive?” “I don’t want to talk about it but people keep asking.” 
“I don’t want to burden anyone by asking for help, but I’m not 
used to being the driver.” Bonding between participants allowed 
opportunities to share strategies and validate feelings related to life 
changes. These informal discussions also highlighted the value of 
the interprofessional partnership between the Owen Sound Family 
Health Team and the Alzheimer Society of Grey-Bruce. 

As practitioners, we gained valuable perspectives on the process 
of driving cessation through the lenses of our clients.  We learned 
what it was like for them to have their driving safety in question, what 
the driver evaluation process was like, and what it was like to be told 
in a primary care setting that they could no longer drive. We listened 
carefully to their perceptions of  ‘our system’ and suggestions of what 
may lessen the impact for others going through the process in the 
future. 

Was this a successful venture? To capture the impact of the 
program, a patient feedback form was developed. It contained 
questions relating to clients’ and families’ overall satisfaction with 
the program, the emotional distress they were experiencing, use 
of community resources and type of plan in place to address the 
loss of license. Aside from an informal and unanimous “yes!” from 
participants, pre- and post-program feedback measures indicated 
clients did benefit from the sessions we provided. Although still 
frustrated about losing their licenses, participants’ self-reported 
anger decreased by 30%.  Interestingly, even despite issues related 
to insight, 100% of participants reported they understood why they 
lost their driving privileges when asked on post-session feedback 
(compared to 33% pre-session). By the end of four sessions, we 
noted an increase of 100% in links to local supports and resources. 
More specifically, all participants had a ‘plan in place’ to compensate 
for the loss (or transition) in driving privileges, and all reported at 
least one link to a local community resource to support them along 
their journey. 

Our intent was to provide support, resources and education for 
clients and their spouses during the role transitions following driving 
cessation. What we did not expect was that this group would decide 
to continue to meet on their own and remain a support for each 
other as they continue to cope and transition into new roles. As a 

result of the successes and benefits to clients, the program will be 
offered several times per year at the Owen Sound Family Health 
Team, with plans to provide the course materials to other Alzheimer 
Societies, Family Health Teams and primary care based Memory 
Clinics in Ontario. Information regarding the program will also be 
made available to other health-care providers upon request.

Considering the projected increase in the number of Canadians 
who will be living with Alzheimer’s disease or a related dementia, the 
need for driving cessation supports will continue to become more 
prevalent.  Occupational therapists within a primary care setting have 
a unique opportunity to assist and support clients and families who 
are ‘travelling a new road’ following driving cessation.
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I have been interested to see the focus in recent years on 
developing occupational therapy services in primary health care 

settings.  My interest is fuelled by my 30 years of experience as 
an occupational therapist in such a setting, namely the Saskatoon 
Community Clinic.  Over the years I have come to realize 
how much the environmental context influences development 
of occupational therapy services. This paper will highlight my 
experience with some of the key influences, such as: the nature 
and values of the practice setting, health care trends, changing 
government priorities, as well as changes within the occupational 
therapy profession.  

Practice setting
The Saskatoon Community Clinic recently celebrated its 50th 
anniversary. It is a cooperative health care centre that has always 
provided what is now called primary health care.   It was certainly 
in the forefront of providing such care in Saskatchewan and is very 
different from many primary health care centres in that:

- The staff, including the physicians, are all salaried employees.
- An interdisciplinary group of staff and services are available 

including physicians, nurse practitioners, lab and X-ray 
services, counselling and community mental health nursing, 
dietetics, nursing, occupational therapy, pharmacy, and 
physiotherapy services.  

- Governance is under the direction of a board of directors 
elected by the members (i.e., patients).

- A strong social justice philosophy permeates the approach to 
health care and there is an active history of advocacy by the 
clinic’s members, board and the organization.  

-  Westside Community Clinic, a second site located in an inner 
city area, serves low-income and aboriginal populations.

The clinic hired its first occupational therapist as a consultant 
over 40 years ago after a pilot study demonstrated that 
occupational therapy services provided cost-effective use of 
resources within such a community setting.  When the position 
became vacant in 1983, I applied for it because I had always had 
an interest in working with people in their ‘real worlds,’ that is, 
their homes and communities.  Little did I realize what unique 
opportunities the clinic would offer for my learning and growth as a 
therapist and as an individual.

Prior to starting at the clinic, my previous experience had been 
in a variety of positions within hospital settings. When I began 
working in the community-based setting, I continued to rely on 
physicians to refer patients to me, as was typical within the medical 
model of service of that time. Despite endeavouring to educate 
physicians about all the ways that their patients could benefit 
from occupational therapy services, growth was an uphill battle. 
However, times changed and there was a move within health care 
away from the traditional medical model to other approaches. 
Changes to the provincial Occupational Therapy Act allowed 
for direct access to service and the clinic was supportive of this 
change. Saskatoon Health Region restructuring led to stronger 
partnerships between the clinic occupational therapist and 
other community-based services, including regional community 
occupational therapy services, client service coordinators/assessors 
and home care providers.  Referral sources have expanded from 
clinic physicians and staff to include health region personnel 
and a growing number of self- or family referrals. The mainstay 
of the clinic’s occupational therapy services over the years has 
included home-based assessments, ergonomic assessments, 
recommendations for equipment and environmental modification 
as well as a group program for seniors.  Other services and groups 
have come and gone over time.

Over the years I learned much from the clinic’s strong social 
justice approach and its particular interest in providing service 
to people who are marginalized and underserved. These 
organizational values have given me the flexibility to experiment 
with different approaches to the delivery of occupational therapy 
services. Some examples include the following: 

- A collective cooking program that brought together women 
with long-term mental health issues who were socially isolated. 

- Participation in inter-agency partnerships seeking to address 
community health promotion needs, such as the Saskatoon 
Falls Prevention Consortium.  The Consortium’s interest 
was the development of a falls risk strategy for the health 
region and one of the products was an algorithm to guide 
identification of those at risk and subsequent decision making. 

In addition, my employer has been fully supportive of my 
advocating for clients in relation to a variety of health and social 
service agencies. One example would be when conflicts arise 
between client interests and service provider policies and practices, 

Reflecting on key influences shaping occupational therapy 
services in a Saskatoon primary health care setting
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my role has been to advocate with and for clients, for consideration 
of their perspective. Such advocacy can be difficult to do in 
situations where avoiding inter-agency or inter-departmental 
conflict takes precedent to client needs or where one’s professional 
role is defined very narrowly to the exclusion of advocacy work.

Health care trends and impact of government 
priorities
The emergence of the health promotion philosophy was of 
great interest to the clinic, but it was not until the Saskatchewan 
Department of Health embraced the philosophy and provided 
funding that innovative program implementation could fully take 
place. The health promotion approach changed my program 
planning from a focus on diagnostic groups to one based on key 
population groups. The primary population groups that the clinic’s 
occupational therapist provides service to are: seniors with complex 
health needs, persons with significant disabling conditions, and 
aboriginal clients who use the Westside clinic. A key population 
group where occupational therapy service has remained limited 
is those facing mental health challenges. One of the more 
challenging lessons of the health promotion approach was that the 
best people to provide a service to certain population groups may 
not necessarily be the professionals, but rather they might be, for 
example, aboriginal peer leaders. My role within the clinic’s health 
promotion initiatives evolved to become one of participating in 
program planning and support rather than being a direct provider 
of the initiatives.

When the Saskatchewan Department of Health switched its 
priorities and funding focus from a health promotion approach 
to chronic disease management, the Community Clinic adjusted 
its focus and program development in keeping with this change. 
Despite the fact that the majority of occupational therapy clients 
were living with chronic diseases, I found it difficult to find a place 
for occupational therapy within the chronic disease management 
strategies being implemented. This was because the initial focus 
was primarily on biomedical markers such as blood glucose levels 
or the percentage of patients on statin medications. However, 
occupational therapy programs were gradually expanded to 
include the coordination of an interdisciplinary falls screening 
process, as well as partnering to provide self-management skills 
workshops for clients dealing with mental health challenges. The 
special edition of Occupational Therapy Now (Packer, 2011) that 
focused on self-management strategies has been helpful in guiding 
my reflection on the potential roles of occupational therapy and 
the importance of promoting participation in everyday activities 
as a legitimate and important measure of program outcomes.  
Unfortunately, the advent of fiscal constraints has hampered 
further development of this occupational therapy role. 

developments in occupational therapy
Developments in the profession of occupational therapy also 
influenced my work at the clinic. In an era of seeming specialization 
of occupational therapy, the publication of the Occupational 
Therapy Guidelines for Client Centred Practice (Canadian 
Association of Occupational Therapists [CAOT], 1991) confirmed 
that my practice as a community-based generalist, with a focus 

on daily occupation, was very much at the core of occupational 
therapy philosophy. The publication of Enabling Occupation: An 
Occupational Therapy Perspective (CAOT, 1997) helped me to 
articulate the processes that I had instinctively developed.  This led 
to the development of a charting outline and approach that was 
more consistent with an occupational therapy frame of reference 
than with a medical model of charting. During the clinic’s recent 
change to electronic medical records (EMR), it was a challenge 
to maintain that occupational therapy frame of reference within 
a record designed primarily around the medical model of record 
keeping.   

moving forward
I see many opportunities for expansion of the role of occupational 
therapy within our primary health care setting, given adequate 
resources.  This includes meeting the needs of a growing number 
of at-risk seniors living in the community; those living with 
dementia; those seeking an active, independent retirement or 
those who are forced by financial constraints to continue to work 
despite increasing impairments. Self-management strategies that 
facilitate participation in everyday life could be further developed 
for persons with multiple chronic conditions. Occupational therapy 
services designed with a recovery-oriented approach could be 
developed in partnership with those with mental health challenges. 
Occupational therapy services in our Westside Clinic could be 
expanded as well. Some population groups with high needs 
include clients living with HIV and homeless people attempting to 
transition from the streets into independent housing (R. Marvel, 
personal communication, August 2, 2012).  Recently, occupational 
therapy services have been expanded at Westside Clinic to the 
population of clients with HIV. This was initiated when clinic 
physicians were seeking information about the cognitive status of 
some of their clients. The ongoing challenge is to find assessment 
methods that are sensitive to the particular cultural contexts and 
socioeconomic characteristics of this population.

Primary health care settings offer diverse challenges and 
opportunities for the development of the role of occupational 
therapists.  The influence of the environmental context is an 
important consideration in this development.  It is a big challenge 
to maintain key values of both the organization and profession 
within the ever-shifting world of health care.   

One of the most rewarding parts of my work in a primary health 
care setting has been the chance to work in partnership with the 
many amazing, resilient, and determined clients I have met over 
the years. To them I owe the greatest thank you for the honour of 
sharing this journey with them. 
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Knowledge translation (KT) is emerging as an important 
competency for Canadian occupational therapists.  It is 

considered to take place within every client-therapist encounter, 
where clinical information is acquired, synthesized and presented 
in a manner that is meaningful and appropriate to each client 
(Law, Missiuna, & Pollock, 2008).  The concept seems relatively 
straightforward: emerging research findings are applied to clinical 
environments in order to provide health-care services that 
support current best practices; however, KT is a complex process 
that is made difficult by many situational and environmental 
factors.  In particular, the complex and busy Canadian primary 
care environment is associated with many barriers to KT: distinct 
cultural practice environments, the ever-changing accumulation 
of evidence, time constraints, limitations in opportunities for 
continuing health education, availability of research evidence to 
non-academic clinicians, media interference, and a diverse range 
of special clinical populations seeking primary health care (McColl 
et al., 2011; Metzler & Metz, 2010). 

With an increasing role in interprofessional primary health-care 
teams, the occupational therapy scope of practice is expanding 
to include aspects of KT that represent knowledge brokerage.  
Innovative approaches to KT designed for the primary care 
environment are emerging to address evolving knowledge about 
special clinical populations. With strong educational backgrounds 
in both clinical and research approaches, occupational therapists 
are ideally suited to facilitate KT for clinical practice in a range of 
both health-care professions and clinical populations. This article 
illustrates the application of this emerging role, introducing an 
innovative approach to KT currently being created to increase 
awareness of Fetal Alcohol Spectrum Disorders (FASD) in 
primary care, Actionable Nuggets™ for FASD.  

Knowledge translation: What is it?  
Discussed in previous issues of Occupational Therapy Now, 
competence in KT is a topic that continues to evolve in 
occupational therapy.  The overarching Canadian definition of 
KT, proposed by the Canadian Institutes of Health Research 
(CIHR), refers to the “…synthesis, dissemination, exchange, 
and ethically sound application of knowledge to improve the 
health of Canadians, provide more effective health services and 
products and strengthen the health care system (2012, para. 1).”  
KT is about turning knowledge into action, and it includes the 
application of research knowledge to clinical practice (Graham et 
al., 2006).

 Role of occupational therapy in KT
Canadian interest in the use of knowledge brokers to aid the KT 

process is steadily increasing, and occupational therapists have been 
identified as ideal candidates for this role (Shaw et al., 2009).  A 
professional who accelerates the transformation of knowledge into 
action, the role of the knowledge broker includes: (1) connecting 
people to share and exchange knowledge; (2) understanding both 
research and clinical practice cultures; (3) overcoming barriers 
to KT; (4) communicating with both researchers and knowledge 
users; and (5) helping researchers and knowledge users take 
responsibility for exchanging knowledge (Ontario Ministry of 
Agriculture and Food, 2011). 

Canadian researchers/clinicians, Metzler and Metz (2010), 
have adapted the Knowledge-to-Action Process used by CIHR 
(Graham et al., 2006), in order to illustrate the role that KT 
plays in competent occupational therapy practice for clinical 
populations.  In their model, occupational therapists work in 
collaboration with their client throughout the KT process, acting 
as a bridge between knowledge and clinical action.  However, it 
is not only clinical populations that can benefit from our skill set: 
in the role of knowledge brokers, occupational therapists offer a 
unique value to the interprofessional primary health-care team, 
and can extend Metzler and Metz’s model to include enabling KT 
for other primary care professionals.  

Research indicates that primary care physicians are resistant 
to conventional approaches to KT (McColl et al., 2011), and 
Canadian occupational therapy graduates are prepared with 
experience and knowledgeable on how to seek out, interpret 
and apply new research to diverse practice environments.  As 
knowledge brokers in primary care practice, occupational 
therapists can offer innovative client-centred approaches 
to KT that consider the clinician (person), occupation, and 
environmental factors preventing KT in primary care. 

KT Actionable Nuggets™
In collaboration with an interprofessional team of clinicians and 
researchers, renowned occupational therapy researcher and 
clinician Dr. Mary Ann McColl has developed an innovative 
approach to providing KT about special clinical populations 
to primary care physicians: Actionable Nuggets™.  Offering 
‘actionable’ bits of evidence-based knowledge in a format that 
busy physicians can apply to practice, the Actionable Nuggets™ 
approach is endorsed by the Canadian Medical Association  as 
an effective method of facilitating KT in primary care practice.   
Traditionally presented on an attractive postcard-sized mail-out 
received once a week, a complete Actionable Nugget™ is founded 
on extensive literature reviews and includes the following (McColl 
et al., 2011): 
•	 A	statement	of	a	clinical	problem

Occupational therapists as knowledge brokers:  
Leading knowledge translation in primary care
Danielle N. Naumann
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•	 A	prescription	in	terms	of	action	on	the	part	of	a	physician	
•	 A	description	of	primary	care	best	practice	
•	 A	summary	of	the	evidence	supporting	the	best	practice
•	 Reproduction	of	any	tools	required	for	application	of	the	

Actionable Nugget™
•	 A	key	reference
•	 A	reference	to	the	central	website,	where	web-based	support	

for each Actionable Nugget™ is available, including the full 
reference list and links to electronic references 

•	 The	copyright	date	

Future directions
As an occupational therapy researcher and clinician, I am acutely 
aware of the importance of KT in clinical practice and encouraged 
by the emergence of literature supporting the role of occupational 
therapists in knowledge brokerage. I challenge my colleagues to 
include KT in their scope of practice and to critically appraise the 
learning needs of the primary care environment in order to come 
up with innovative solutions to address gaps between knowledge 
and action. 

Occupational therapists are in the ideal position to lead 
knowledge translation in primary care.  Our unique skill sets and 
education prepare us with the tools and knowledge required to 
understand the learning needs of an interprofessional audience. 
Additionally, our interest in participating in the primary care 
environment puts occupational therapists in the unique position 
to lead innovation in KT for primary care and market our ability to 
act as knowledge brokers for health-care professionals.
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Illustrating occupational therapy-led KT in practice: Actionable Nuggets™ for FaSD
Researchers at Queen’s University are currently undertaking extensive literature reviews supporting the development of a set 
of Actionable Nuggets™ for FASD.  FASD is a developmental disorder currently estimated to affect 2-5% of the Canadian 
school-aged population (Stade et al., 2009).  Directly resulting from maternal alcohol use during pregnancy, FASD often goes 
undiagnosed or misdiagnosed in primary care.  FASD is a public health issue that requires the implementation of innovative KT 
strategies specifically designed to address barriers to KT in primary care. Such barriers can be grouped into three categories:

1. Attitudinal: barriers resulting from the detrimental effects of the stigma associated with alcohol related-disorders.
2. Systematic: barriers related to the systems-level policies and processes that act as disincentives and obstacles to FASD 

diagnosis.
•	 There	is	no	national	strategy	for	addressing	FASD	in	primary	care.
•	 Provinces	vary	widely	in	what	screening,	diagnostic	or	intervention	services	are	available	in	primary	care.

3. Expert knowledge: barriers resulting from clinicians’ lack of knowledge on FASD.
•	 Primary	care	professionals	may	not	be	aware	of	the	current	state	of	FASD	in	Canada,	the	magnitude	of	the	disabilities		

 associated with FASD, or the complex nature of the dose-response relationship between prenatal alcohol exposure  
 and neurological development.

Preliminary results of literature reviews have identified some potential topics for Actionable Nuggets™ for FASD, including: 
epidemiology of FASD, screening for alcohol use in pregnant women, prenatal alcohol exposure and FASD, recognizing 
FASD in primary care, referral for diagnosis of FASD, and primary care for patients with FASD.  While not exhaustive, this list 
represents a few of the major themes emerging from the Canadian literature base.  For more information on KT for FASD in 
primary care, please contact the author. 
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Update from the Canadian Occupational Therapy  
Foundation

Bridging the gap between clinicians and researchers
Adeena Wisenthal 

As a clinician of over 20 years, my passion has always been 
to provide occupational therapy services directly to 

clients to help them become more independent, improve their 
functioning, and engage in meaningful activity.  Research was 
not an area I ever considered, and in fact, I tended to shy away 
from research feeling that I did not have the skills or aptitude 
for it. 

My clinical practice, however, ultimately pushed me to 
engage in research in spite of my apprehensions. I wanted 
to study cognitive work hardening in order to obtain 
evidence-based research regarding this treatment’s efficacy. 
Results would inform occupational therapy practice, thereby 
helping more people in their journey back to work. In order 
to scientifically study this intervention, I took the plunge in 
September 2009 and enrolled in a PhD program at Queen’s 
University. 

As a clinician, the world of academia was foreign to me. My 
clinical experiences did not prepare me for the transition to 
this world and in spite of my clinical accomplishments, I found 
myself feeling inadequate and frankly like a ‘fish out of water.’  
The learning curve was steep; however, with the support and 
guidance that I received at Queen’s from the professors, my 
advisory committee, and most notably my supervisor, I am 
proud to say that I am now navigating the research world fairly 
well.  

I have gained skills in conducting research – designing 
and implementing a research study, collecting and analyzing 
data, etc. I read research papers and can apply findings so 
that they have meaning to my clinical world. I have increased 
my knowledge and understanding of statistics, although this 
domain remains a challenge for me. Finally, I must admit that 
I have the publishing bug and I now understand the interest in 
writing for the benefit of others in the field, as well as the thrill 
of sharing one’s experiences and insights for the enhancement 
of knowledge. Beyond skills gained, my journey has also 
confirmed the important role that clinicians play in research 
by bringing current clinical issues to the research domain, thus 
assisting to make research practical and relevant.

In summary, my transition from clinician to clinician-
researcher has been challenging, although at the same time 
it has been very rewarding. I now read articles with a different 
lens and I believe that my clinical practice has benefited from 
the knowledge I have gained as a researcher. The financial 
support that I recently received from COTF through the 
Goldwin Howland Scholarship is helping with my study, 
which will ultimately help me achieve my goal of advancing 
evidence-based occupational therapy practice. Finally, I 
have seen first-hand how clinicians and researchers mesh 
beautifully. Clinicians need research to be grounded in theory 
and evidence-based practice. Researchers benefit from the 
input of clinicians which helps to ensure that they focus on real 
problems so that their findings have meaning in the clinical 
world. By bridging these two worlds we can indeed advance 
the profession of occupational therapy. 
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