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CAOT Board of Directors
CAOT would like to announce changes in the membership of 
its board of directors. To those who have completed their terms, 
thank you for your dedication and hard work. Welcome to the 
new directors – we look forward to working with you.

Delegate to the World Federation of Occupational Therapists - 
outgoing: Sandra Bressler; incoming: Andrew Freeman

Saskatchewan - outgoing: Cheryl Johnston; incoming: Christine 
Fleming

Incoming president (term commences October 1, 2016):  
Nicola MacNaughton

The CAOT Board of Directors contact list can be found at:  
www.caot.ca

Occupational therapists as agents of change: 
Improving the lives of Canadians
The September consumer issue of Occupational Therapy Now is 
now online with free public access. The intention of this special 
issue is to provide a broad audience, including occupational 
therapists, health professionals, clients, policy-makers, the 
general public and other stakeholders, with information about 
occupational therapy solutions for change – on both macro and 
micro levels. It features articles about working with Indigenous 
Canadians, caregivers, military personnel and Veterans, and 
people living in poverty. It also profiles creative solutions for 
increasing access to pediatric occupational therapy services and 
offers strategies for approaching complex issues encountered by 
clients at end of life. Please share this link widely:  
http://www.caot.ca/default.asp?pageid=394 

Do you have ideas about what stakeholders should receive this 
issue or a specific article within it? Send suggestions to:  
otnow@caot.ca 

NEW OT Now call for papers
Each year, the September issue of OT Now  aims to provide 
a broad audience with information on the range of roles 
occupational therapists hold in a particular area of practice. 
For the September 2016 issue, we are seeking submissions 
relating to the work of occupational therapists in mental health. 
To view the call for papers, go to: http://www.caot.ca/default.
asp?ChangeID=25&pageID=7 
Submission deadline: April 1, 2016.

NEW OT Now cover image contest
For the first time ever, OT Now is inviting submissions for its cover 

images! In doing so, we hope the magazine covers will better 
represent occupational therapy in Canada. A panel of judges will 
select the 2016 issue cover images from the submissions received. 
For more details about image specifications and deadlines, go to: 
http://www.caot.ca/default.asp?ChangeID=25&pageID=7 

Welcome to new OT Now topic editors! 
Niki Kiepek – Rural and Remote Practice
Hadassah Rais – OT Then
Briana Zur – CJOT: Knowledge for your Practice
Cathy White – Education and Fieldwork
Tiziana Bontempo – Practice Management and Professional Skills
Andrew Freeman – International Connections 

OT Now also welcomes new ad hoc reviewers: Joan Versnel, 
Paulette Guitard, Katie Bunting and Meagan Hawkins.

Congratulations to CAOT member Jenny Hardy!

Congratulations to CAOT member Jenny Hardy, project 
coordinator for the Canadian Mental Health Association 
(CMHA) Ontario project, Living Life to the Full for Older Adults.  
This project is one of six interconnected projects that are integral 
to the Toronto ENgagement to Reduce Isolation of Caregivers 
at Home and Enhancing Seniors (ENRICHES) Collective 
Impact Plan, which aims to reduce social isolation among seniors 
in Toronto.  The Honourable Alice Wong, Minister of State 
(Seniors), recently announced that CMHA Ontario is one of 
the recipients of close to $3.7 million in federal New Horizons 
for Seniors Program funding, which will support the ENRICHES 
Collective Impact Plan.
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Jenny Hardy (on the left) with the Honourable Alice Wong, Minister of 
State (Seniors) and Ahila Poologaindran of Toronto Community Housing at 
the New Horizons funding announcement on July 28, 2015.
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The project that Jenny coordinates aims to enhance the 
resilience and mental well-being of older adult caregivers in 
Toronto by improving their ability to cope with life’s challenges. In 
collaboration with community partners, the project will deliver at 
least 90 sessions of Living Life to the Full, an eight-week (12-hour) 
skills-building course delivered by trained facilitators to small 
groups (10-15 participants) in community settings. The project 
will build on CMHA Ontario’s recent Living Life to the Full older 
adults pilot project that Jenny coordinated, which found that self-
reported benefits for older adult program participants included 
greater social support and new skills.

Read more about the funding announcement at: http://news.
gc.ca/web/article-en.do?mthd=advSrch&crtr.mnthndVl=&crtr.
mnthStrtVl=&crtr.page=1&nid=1008629&crtr.yrndVl=&crtr.
kw=wong&crtr.yrStrtVl=&crtr.dyStrtVl=&crtr.dyndVl=
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CAOT is proud of the team at the national office that works to 
provide members with services, products, events and networking 
opportunities to assist them in achieving excellence in their 
professional practice. CAOT staff also provide leadership to 
actively develop and promote occupational therapy in Canada and 
internationally.

CAOT would like to take this opportunity to introduce you to (or 
reacquaint you with) the team working for you and the occupational 
therapy profession.

Executive
Janet Craik – Executive Director 
jcraik@caot.ca
Janet is responsible for providing effective leadership and 
management of the organization according to the strategic direction 
set by the Board of Directors. She promotes and represents the 
profession on numerous committees, task forces, coalitions and 
working groups at the national and international level.

Mike Brennan – Chief Operating Officer 
mbrennan@caot.ca
Mike works with CAOT’s executive and staff to implement and 
execute the organization’s mandate and business operations. Mike 
also leads the business development of the association, including 
the development of new opportunities, membership categories, 
programs and services.

Membership
The Membership Services Department is here to ensure that all 
members receive value from their membership and that their voices 
are heard. Together with everyone at CAOT, its job is to create new 
and innovative products and services that will help members excel in 
their profession and help build public awareness about occupational 
therapy in Canada. Membership Services is here to help members 
take advantage of all the benefits CAOT has to offer! 

Diane Braz Wessman – Membership Services Manager 
dbrazwessman@caot.ca
Diane is responsible for the management of membership services 
and membership support staff.

Tracy Kelso – Membership Services Assistant Manager 
ctkelso@caot.ca
Tracy supports the membership services manager in the 
management of membership services and the membership team.

Chantal Houde – Membership Services Representative  
choude@caot.ca
Chantal conducts telephone surveys and follows up with phone 
calls to ensure that members are satisfied with the services that 
CAOT provides. She helps guide members regarding how to take 
advantage of tools, resources and affinity benefits.

Christine Dettwiler –  Membership Services Representative 
cdettwiler@caot.ca
Christine provides a range of services to members, including 
responding to enquiries, analyzing needs, providing assistance, 
developing cross-sell products, processing member transactions and 
requests, and resolving problems with member accounts.

Professional practice
Julie Lapointe – Director of Professional Practice 
jlapointe@caot.ca
Julie is responsible for advancing excellence in the practice of 
occupational therapy in Canada and is the primary contact regarding 
occupational therapy practice for members, relevant consumer 
groups, governments and other organizations.

Standards and exam
Alison Douglas – Director of Standards 
adouglas@caot.ca
Alison oversees the work of CAOT related to academic 
accreditation (for both occupational therapy and occupational 
therapy assistant programs), the National Occupational Therapy 
Certification Examination (NOTCE), membership credentialing 
and monitoring, and analysis of policy regarding professional 
certification and accreditation.

Ryan McGovern – Exam Services and Accreditation Administrator 
exam@caot.ca
Ryan administers the processes for the NOTCE, provides support 
to the Certification Examination Committee and responds to 
examination enquiries. He also provides administrative support to 
CAOT’s Academic Credentialing Council.

CAOT-BC
Giovanna Boniface – CAOT-BC Managing Director  
gboniface@caot.ca
Giovanna is responsible for the day-to-day operations of the first 
provincial chapter of CAOT, providing regional representation and 
support to occupational therapists in British Columbia.

The CAOT National Office team

CAOT: Your Career Partner for Life
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Advocacy, public policy and government affairs
Havelin Anand – Director of Government Affairs and Policy 
hanand@caot.ca
Havelin’s role is to increase knowledge and raise awareness about 
occupational therapy through advocacy initiatives on behalf of 
CAOT and occupational therapists with governments and public 
servants. She supports provincial occupational therapy associations 
in their advocacy efforts and represents CAOT in national coalitions.

Administration
Suzanne Maurice Kay – Human Resources Manager 
skay@caot.ca
Suzanne is responsible for the management of the association’s 
facilities and resources, including the maintenance of information 
systems as well as the management and administration of human 
resources.

Jeanne Salo – Project Coordinator 
jsalo@caot.ca
Jeanne is responsible for managing CAOT contracts and 
coordinating and participating in a variety of special projects.

Andrea Santos – Executive Assistant 
asantos@caot.ca
Andrea provides administrative and coordination support to the 
executive director and other directors within the national office, as 
well as CAOT’s president, other members of the Board of Directors 
and CAOT committees.

Continuing education and conference/advertising
Lisa Sheehan – Conference & Advertising Manager  
conference@caot.ca
Lisa manages the planning and organization of CAOT conferences 
as well as the association’s advertising and web administration. Lisa 
has worked in most departments during her 18 years at CAOT.

Christina Lamontagne – Professional Development Coordinator 
education@caot.ca
Christina is responsible for the coordination and evaluation of 
CAOT workshops, webinars, online modules (OTEM, CROMe 
and Momentum) and networks that maintain, improve and broaden 
occupational therapists’ skills and knowledge to advance excellence 
in the profession.

Business development
Jessica Walsh – Business Development Manager 
jwalsh@caot.ca
Jessica develops new markets to increase revenues and diversify 
product offerings for the association in the areas of publications, 
conferences, advertising, membership services and sponsorships.

Finance
CAOT’s finance team plans and manages the association’s finances 
and treasury, and is responsible for the administration of resources to 
enhance and facilitate the professional activities of CAOT. 

Vicky Wang – Director of Finance 
vwang@caot.ca
Vicky provides leadership in all activities by overseeing finance 
compliance. She assists senior executives in decision making for the 
benefit of enhancing the long-term sustainability of CAOT.

Mursalin Chowdhury – Finance Coordinator 
mchowdhury@caot.ca
Mursalin is responsible for the national office’s daily business 
operations, such as month-end reporting, financial statement 
preparation, year-end external audit preparation, the general ledger 
and petty cash. 

Jiwen Zhang – Business Administrator 
jzhang@caot.ca
Jiwen provides processing and record keeping of the daily financial 
operations of the association, including month-end reporting, 
financial statement preparation, year-end external audit preparation, 
the general ledger, accounts payable and accounts receivable.

Publications and periodicals
Danielle Stevens – Graphic Design & Production Manager  
dtp@caot.ca
Danielle manages production of CAOT publications and 
communication materials, from layout and design to the final printed 
product.

Stéphane Rochon – Publications Administrator 
srochon@caot.ca
Stéphane carries out processes involved in the production of CAOT 
publications, including processing orders for CAOT publications 
and subscriptions, doing data entry for publications billing and 
tracking copyright requests.

Helene Polatajko – Managing Editor, Canadian Journal of 
Occupational Therapy 
cjoteditor@caot.ca
Helene provides leadership for the journal, ensuring that its direction 
is clear and that its mission is met.  In particular, she ensures that all 
aspects of the scholarly integrity of the journal are adhered to, from 
manuscript submission and review through to publication.

Janna MacLachlan – Managing Editor, Occupational Therapy Now 
otnow@caot.ca
Janna manages and coordinates all aspects of receiving, reviewing 
and preparing manuscripts that are published in the Occupational 
Therapy Now practice magazine.

The new home of the CAOT National Office: 100-34 Colonnade Drive, 
Ottawa, Ontario.
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On March 31, 2015, starting at noon Eastern Daylight Time, 
the Canadian Association of Occupational Therapists 

(CAOT) hosted its first virtual annual general meeting (AGM). 
Previously, the AGM was held during CAOT’s annual conference 
in May or June, but recent changes to the Canada Not-for-profit 
Corporations Act required CAOT to shift the timing of the 
AGM.

CAOT worked very hard to design a system and a process 
to host a virtual AGM that would create space for participant 
attendance, comply with the rules and procedures of hosting 
an AGM, manage voting rights and allow participants to 
communicate effectively. Notice of the meeting was posted 
at www.caot.ca/agm and communicated to members via OT 
Weekly and OT Now. Members were invited to register to attend 
in person at one of the physical sites across Canada, hosted by 
CAOT board directors, or online from a personal computer via 
live webinar (using the webinar platform Adobe Connect).

In preparation for the event, CAOT trialed the system, refined 
the process and hosted an AGM training session for CAOT 
staff and board directors. CAOT also developed a multi-tiered 
troubleshooting system to ensure members could engage with 
the technology. At the appointed time, CAOT’s president, 
Lori Cyr, called the AGM to order. Lori began the meeting by 
orienting participants to the voting procedures. No technical 
issues were experienced broadcasting from the national office. 
CAOT staff helped a few participants to log on to the system. 
Our members participated actively in the meeting and the voting 
went smoothly. Many participants shared positive comments via 

the chat box and in the post-meeting feedback survey (see Table 
1). CAOT will use the feedback to help plan the AGM for 2016.

The reality for many organizations is that the future of the 
AGM is virtual. Traditional in-person AGMs involve significant 
organizational resources, often requiring members and board 
directors to be present in a certain location at the right time. This 
traditional system can result in high travel costs and consequently 
lead to a low level of attendance at the AGM. We are proud to 
have successfully transitioned to a virtual AGM that provides 
the opportunity for efficient use of organizational resources, 
eliminates or reduces travel time and costs, and provides multiple 
venues to engage participants. CAOT looks forward to hosting 
many more successful AGMs virtually. CAOT would like to thank 
the board of directors and members who helped us pioneer this 
new system and process.

Highlights
• 1 AGM broadcasted from the national office
• 79 people registered to attend at one of the 15 sites across 
Canada 
• 103 individuals registered to participate from their personal 
workspace
= Greatest attendance at a CAOT AGM to date!

Virtual annual general meeting 2015
Janet Craik, CAOT Executive Director

CAOT member responses CAOT comments and planned actions

Overall satisfaction 90% Thank you to all who participated and adopted this new system!

# 1 reason members 
did not participate

Scheduling conflict Scheduling a date and time that will be convenient to members who have busy and 
often unpredictable schedules can be challenging. Add six time zones and vacation 
days, and the challenge seems greater. Based on the information received, CAOT will 
be scheduling the 2016 AGM on Wednesday March 30, 2016 12:00 pm - 12:30 pm, 
EDT.

Comments -webinar was very convenient 
-went smoothly and efficiently
-was well organized 
-allowed for more members to participate (through blended in-
person and webinar options)
-was short and sweet
-had clear instructions provided
-15% attended because it was offered in person, 48% attended 
because of the online option
-one hour is long enough
-it was difficult to find the agenda and the meeting documents
-more financial information required on slides 
-need to ensure there is enough time to type in comments/
questions
-How can the format address controversial items that require in-
depth discussion? There is a need for an open forum.

Based on the feedback, we will plan on broadcasting the AGM again from the national 
office and participants can log in from their personal workspace or attend in person at 
various sites across the country.

Agenda and meeting materials will be available at www.caot.ca/agm. Members can 
print off the financial statements or call the office to request a copy. We will explore 
adding more financial information to the PowerPoint slides.

CAOT is always open to feedback from members. Please use the contact information 
at http://www.caot.ca/default.asp?ChangeID=70&pageID=62 to call or email. Open 
forums with the executive director and president occur at CAOT’s annual conference, 
via CAOT webinar and at member forums at various regions throughout the year. 
We welcome comments and will certainly address the need for additional forums to 
address topics requiring in-depth discussion with our members.

CAOT: Your Career Partner for Life

Table 1. Summary of member feedback
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Amit Kumar and Lakshmi Gupta are not afraid to try 
something new, especially if they can do it together. They are 

occupational therapists, award-winning entrepreneurs, the owners 
of Life Skills Therapy (a growing community occupational therapy 
business) and Neurofunction Rehab (a new neurorehabilitation 
clinic) in Surrey, British Columbia, and the proud parents of two. 
However, where they began is very different from where you can 
find them today. Some staff at the National Office of the Canadian 
Association of Occupational Therapists (CAOT) had the pleasure 
of meeting them through their involvement as active members 
of the association last year and felt that they had a great story to 
share. Months later, as the new CAOT intern with a penchant for 
storytelling, I jumped at the opportunity to speak with Amit and 
Lakshmi about their ongoing journey in occupational therapy, 
including the risks they have taken and the successes they have 
enjoyed.

I interviewed Amit and Lakshmi over the phone. I learned that 
they are both originally from India and that they have studied and 
practiced in a number of countries around the world including 
India, Kuwait, England and Ireland. I also learned that, together, 
they bring almost 30 years of a wide variety of clinical experience 
to their practice, including acute care, neurological rehabilitation, 
community and inpatient rehabilitation, geriatrics and hand therapy. 
They went on to tell me that, after making the decision to move to 
Canada in 2011 and reading stories about the long months of snow, 
sleet and sub-zero temperatures in other provinces, they decided 
British Columbia was the right province for them. They made the 
move, but soon after, the pair found themselves raising a young 
family and unable to find work. Not willing to give up without having 
tried absolutely everything to make their transition to Canada as 
occupational therapists, the pair made the decision to take a chance 
and create their own business. 

 
Working with your strengths
As we began to talk more about their transition to Canada and 
to becoming business owners, it became apparent that Amit and 
Lakshmi are a balanced and dynamic team. They talked openly 
about building on one another’s strengths, learning from one 
another and always pushing the other to grow. Lakshmi described 
Amit as a true leader.  She told me that he always has a clear 
vision for short- and long-term goals, that he can energize and 

motivate those around him, and that he is solutions-focused.  Amit 
attributed much of the duo’s success to Lakshmi’s methodical and 
detail-oriented approach to turning their goals into actions. It was 
with mutual trust and support that Amit and Lakshmi were able 
to take on the risks of moving to Canada and starting a private 
occupational therapy practice. By calling on their individual and 
combined strengths, they have found success and continue to grow 
as a couple, as occupational therapists and as entrepreneurs. 

A natural transfer of skills: Clinicians to business owners
Amit and Lakshmi felt that being occupational therapists 
equipped them both with the necessary skills and tools to launch 
and expand their businesses. With no formal training in business, 
they approached starting Life Skills Therapy the same way they 
would approach occupational therapy interventions with a client. 
They set goals, did a thorough assessment, created a plan, made 
adjustments as needed and continuously evaluated their progress. 
To them, there was no other way to go about it, and as Amit stated, 
“Occupational therapy is a way of life! It’s embedded in us!” I asked 
them to walk me through the process and this is what it looked like:

Setting a goal: To support their growing family and enhance their 
careers by beginning a private occupational therapy practice. 

Just…start! (But first, do your research 
and make a plan)
Chelsea Gordon, CAOT Intern

PRIVATE PRACTICE INSIGHTS

TOPIC EDITOR: FLORA TO-MILES

Lakshmi Gupta and Amit Kumar

CAOT: Your Career Partner for Life

8



OCCUPATIONAL THERAPY NOW  VOLUME 17.6

Assessment: With Lakshmi taking care of their children and home, 
Amit set out into the community to begin a rigorous community 
market needs assessment. He used his strong people skills to make 
connections in the community by offering free workshops and 
lectures in care homes, retirement homes and health centres. As 
a result, Amit was able to have many discussions with community 
members, health-care providers and service users regarding how 
best to serve his community. Over time, he was able to charge a 
small fee for a therapeutic stroke survivors group. The couple also 
researched other businesses in the community and investigated 
what services were being provided and which ones were in demand. 
Through these comprehensive assessments, they were able to 
develop a presence within the community and identify service gaps. 

Planning and implementation: Life Skills Therapy started by 
providing occupational therapy within the insurance sector, but 
quickly expanded to providing general community occupational 
therapy consultations. Since 2011, the in-home business has grown 
from consisting of two occupational therapists (Amit and Lakshmi) 
to employing 10 occupational therapists, 6 kinesiologists and 1 
administrator who all work in the community. 

Evaluation: Lakshmi’s methodical and systematic approach to 
both occupational therapy and business, combined with Amit’s 
ever-growing visions for the future, meant they were always 
evaluating their performance and adapting their strategies as 
needed to allow for growth. This has allowed them to begin their 
most recent endeavour, opening a neurorehabilitation clinic, called 
Neurofunction Rehab, that uses modern rehabilitation technologies, 
such as virtual reality, and doubles as the headquarters for Life Skills 
Therapy. 

Support from CAOT
Amit and Lakshmi described that when they feel stuck or unsure 
about how to move forward, they turn to resources available 
through CAOT and CAOT-BC. They routinely make use of the 
CAOT-BC private practice network, the many position statements 
(often citing the positions statements on return to work or pain 
management), resources for professional conduct, professional 
education opportunities (such as upcoming and archived webinars 
and workshops) and the CAOT career listings to advertise 
occupational therapy positions (see links to resources below). Quite 
simply, “CAOT supports you,” said Amit. CAOT has been their 
primary source of resources to support their success as private 
practice occupational therapists and entrepreneurs. 

Words of advice and a glimpse to the future
I asked Amit and Lakshmi for advice they might give to other 
occupational therapists who are looking to make a practice-area 
change or take a risk like beginning a private practice. Amit told 
me that if you’re doing it for the money then it is not going to 
work; you need to “identify your true interests, follow what comes 
naturally, and just… start!” While Lakshmi’s advice echoed Amit’s in 
the assertion that it is important to “take things easy, let go and allow 
things to fall into place on their own,” she was very clear that that 
doing the research, making a plan, being unafraid to meet people 
and asking questions are paramount to finding success in taking 
risks. 

Going forward, Amit and Lakshmi want to give back to the 
profession that has served them so well. They look forward to 
expanding their businesses to cover all of Lower Mainland British 
Columbia, taking student occupational therapists at their new 
rehabilitation facility, supporting research by establishing a bursary 
program, offering workshops and striving to become a centre of 
excellence. In 10 years, the pair envisions transferring some of their 
workload to on-site managers and enjoying some time to travel. 

Private practice resources at CAOT
If you are an occupational therapist providing private services, or are 
considering entering the private sector, CAOT has many resources, 
tools, materials and opportunities for mentorship that can support 
your career: 

• Private practice resources can be found at: http://www.
caot.ca/default.asp?pageid=2039 

• Information about the CAOT-BC Private Practice 
Business Network can be found at: http://www.caot.ca/
default.asp?pageid=4217 

• To learn more about the CAOT Private Practice Network 
for OTs practicing outside of British Columbia, email: 
education@caot.ca 

• CAOT professional development resources and 
events can be found at: http://www.caot.ca/default.
asp?pageid=2424 

• Career listings can be found at: http://www.caot.ca/
CAOT_career_listings.asp?pageid=1001 

• If you have private practice questions, contact CAOT’s 
director of professional practice at: practice@caot.ca

9

http://www.caot.ca/default.asp?pageid=2039
http://www.caot.ca/default.asp?pageid=2039
http://www.caot.ca/default.asp?pageid=4217
http://www.caot.ca/default.asp?pageid=4217
mailto:education@caot.ca
http://www.caot.ca/default.asp?pageid=2424
http://www.caot.ca/default.asp?pageid=2424
http://www.caot.ca/CAOT_career_listings.asp?pageid=1001
http://www.caot.ca/CAOT_career_listings.asp?pageid=1001
mailto:practice@caot.ca


OCCUPATIONAL THERAPY NOW  VOLUME 17.6

Occupational therapists working in rehabilitation programs 
with clients who have had a stroke or a traumatic brain 

injury (TBI) report that getting back behind the wheel is a priority 
for their clients. Driving is frequently a significant activity for 
these individuals; indeed, they often previously led an active life. 
Unfortunately, many of them fail the driving evaluation because 
of physical, cognitive, perceptual or behavioural impairments. 
It is concerning that only 30 to 60% of people who have had a 
stroke drive again (Devos et al., 2011; Fisk, Owsley, & Pulley, 1997; 
Heikkilä, Korpelainen, Turkka, Kallanranta, & Summala, 1999). In 
this article, we will discuss a driving rehabilitation intervention we 
developed to address the cognitive-perceptual skills required for 
driving.

The need for another intervention tool to address 
driving 
Intervention approaches to develop the cognitive-perceptual skills 
needed for driving are limited, and there is little conclusive data 
on their effectiveness (Hunt & Arbesman, 2008). According to 
an investigation by Couture, Vincent and Gélinas (2011), Quebec 
occupational therapists working in driving assessment programs 
use training on the road with a driving instructor as the chief means 
of intervention. During the training, the main points addressed are 
driving techniques, maneuvers and technical adaptations (Van 
Zomeren, Brouwer, & Minderhoud, 1987). Furthermore, according 
to various rehabilitation centres in Quebec, the involvement of 
the occupational therapist varies with regards to the one-on-one 
on-road training with an instructor. Some therapists like to be 
present in the vehicle, some meet with the client and the instructor 
before and after each practice, and some have no involvement 
except to provide a written handout of goals to be addressed. To 
our knowledge, there are few retraining programs that are well- 
structured and integrated with rehabilitation services.  

According to the literature we consulted, there is no driving 
retraining program based on self-awareness of driving skills, 
despite the fact that self-awareness is a key element of successful 
retraining. A capacity for self-monitoring is a major predictor of 
safe driving (Anstey, Wood, Lord, & Walker, 2005). Since a lack of 
self-awareness is often noted among clients who have had a stroke 
or a TBI (Anderson & Tranel, 1989), it would seem important to 

address this component in a program aimed at re-establishing 
driving capability. Furthermore, conclusive data show that an 
improvement in self-awareness is linked to reaching rehabilitation 
objectives. Self-awareness can be improved by direct feedback, 
techniques, such as providing verbal comments during the activity, 
watching video footage filmed during the activity and comparing 
the assessment of the therapist with the client’s self-assessment 
(Fleming & Ownsworth, 2006). Studies conducted with clients 
with brain damage demonstrate the effectiveness of video-
assisted feedback to improve introspection and performance in 
the activities of daily life (Fleming & Ownsworth, 2006; Liu, Chan, 
Li, Lee, & Hui-Chan, 2002; Barco, Crosson, Balesta, Werts, & 
Stout, 1991; Schmidt, Fleming, Ownsworth, & Lannin, 2013).

Based on this information, we decided to develop and test an 
innovative driver retraining approach, based on direct feedback, 
to enable the development of self-awareness. In an exploratory 
study, we aimed to assess the applicability (feasibility) of the 
approach with the technology used. We also wanted to assess the 
impact on participants’ capacity for self-awareness and success on 
road tests. Five participants were recruited, and they completed 
the proposed research protocol. The ethics committee from the 
Centre for Interdisciplinary Research in Rehabilitation of Greater 
Montreal approved this research project.

Description of the approach
This driver retraining approach is designed to be offered to 
clients who, having failed a first road test, have shown potential 
for recovery. The approach consists of six training sessions on 
the road with an instructor, each followed by a meeting with an 
occupational therapist. The therapist, having assessed driving skills, 
develops a detailed intervention plan that will serve as a guide for 
each of the sessions on the road. During the on-road sessions, a 
video camera is placed on the client’s head. The video clips are 
later watched in a meeting room with the occupational therapist, 
thus serving as feedback. After the retraining program is complete 
(six road sessions and six meetings), the client takes his or her 
second road test.  

Innovative intervention in driving 
retraining with the use of a video camera 
for clients who have suffered a stroke or 
a traumatic brain injury 
Nancy Boulanger, Daniel Tessier and Isabelle Gélinas

E-HEALTH AND ASSISTIVE 
TECHNOLOGY

TOPIC EDITOR: PAM MCCASKILL

Knowledge to Practice 
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Applicability of the approach
The approach was tested with five clients from the Driving 
Program of the Jewish Rehabilitation Hospital in Laval, Quebec. 
The clients had been diagnosed with a stroke or a TBI, had 
failed a first road test with an occupational therapist and showed 
improvement potential. The team collaborating to administer 
the approach with these participants included an occupational 
therapist from the driving program, an occupational therapist from 
the rehabilitation program and a driving instructor.  

The approach proved easy to implement. The time involved 
for the occupational therapist from the driving program was 
similar to that required for follow-up in a traditional approach 
(road training with an instructor). Between 30 and 60 minutes of 
preparation was required by the occupational therapist from the 
rehabilitation program before each meeting, and we felt that this 
was reasonable. The time spent directly with the participant and 
the time required to draft the report was similar to that required 
for typical occupational therapy follow-up. 

After having tried the intervention, the participants and 
professionals involved were asked how they perceived the 
approach.

Perception of the participants:
• 5/5 participants found the follow-up self-evaluation sheet 

easy or very easy to fill out after each session on the road.
• 5/5 participants found the head-mounted lightweight camera 

fairly or very comfortable.
• 5/5 participants reported that watching the video clips and 

discussing the sessions with the occupational therapist helped 
them considerably to better understand their driving skills. 

• 4/5 participants reported that watching the video clips helped 
them considerably to improve their driving.  

Perception of the professionals:
• The two occupational therapists and the driving instructor 

found the approach easy to use and reported improvement in 
the driving skills of the participants. 

Impact of the intervention
In order to measure the potential impact of the approach, we 
checked participants’ success rate on their road tests as well as 
the impact on their self-awareness. Two participants out of five 
succeeded in passing the final road test. Those who failed said 

Interventions Tools (technological and other)

On the road
(facilitated by 
the occupational 
therapist in the 
driving program)

Before -Discussion involving the therapist, the client and the driving 
instructor The therapist indicates:
   -objectives of the training (shown on the self-evaluation sheet)
   -type of route 
   -environment
   -maneuvers 

During -Setup of the camera on the client’s head (see Figure 1) 
-Difficulties and errors on the road noted by the driving instructor 

-Contour+2 lightweight high-definition (HD) camera 
(HD image, 170o wide-angle lens, recording of GPS data; 
Contour, 2015)

After -Preparation for the next road training session based on 
assessment of the client with ratings of the activity (environment, 
maneuvers, complexity) 

-Self-evaluation sheet (addressing maneuvers and driving 
skills targeted for training) completed by the client, including 
ratings of perception of how each objective was reached (i.e., 
reached, partially reached, or not reached). This sheet will 
soon be publicly available at: http://hjr-jrh.qc.ca/ 
-Same sheet filled out by the instructor

In the meeting 
room
(facilitated by 
the occupational 
therapist in the 
rehabilitation 
program)

Before -Preparation of technical material, review of evaluation sheets and 
selection of video clips

-Contour Storyteller software (Contour, 2015) to watch the 
video with simultaneous display of GPS data (route, vehicle 
speed) 
-Widescreen HD television

During -Overall review of the last training session 
-Analysis of the completed sheets, stressing the disparities 
between client and instructor evaluations  
-Indication of progress/improvement 
-Streaming of video clips with comments related to targeted 
objectives (slow motion or pause functions used as needed) 
-Comparison with well-executed maneuvers 
-Review of realistic objectives the client has set for the next 
training session on the road

Table 1. Detailed description of the approach
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they believed they had done everything they could to succeed 
and seemed to accept their situation a little better than prior to 
the intervention. Despite failures, all were thankful for the support 
offered through the approach and no one seemed bitter or angry.  

According to the data obtained (through comparison of 
evaluation sheets filled out by the driving instructor and the 
participants), all participants’ self-awareness improved during 
the retraining program. For four out of five participants, the gap 
between their perception of their skills and the occupational 
therapist’s perception of their skills diminished as a result of the 
retraining program (see Figure 2). 

Conclusion
We noted that the approach we developed is relatively easy to 
implement and requires a reasonable investment of time for each 
occupational therapist involved, and therefore conclude that the 
approach is feasible, as is the use of the accompanying technology. 

Furthermore, the approach was very positively perceived by 
the participants and the professionals. We feel that the grieving 
process for driving cessation may have been eased for those who 
failed the second test. A larger-scale study will be necessary to 
validate the benefits of the approach. 
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Figure 2. Gap in perception between participant and 
occupational therapist with respect to driving skills before and after the 
retraining program. To quantify the gap using the self-evaluation sheet,
one point was added for each skill the participant marked as “partially 
acquired” when the driving instructor had marked it as “not acquired.” 
Two points were added when the participant marked a skill as “acquired” 
and the driving instructor marked it as “not acquired.”
* Subjects 3 and 5 passed their final road test.
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Self-neglect is a term used to define an “inability to provide 
for oneself the goods or services to meet basic needs” (Dyer, 

Goodwin, Pickens-Pace, Burnett, & Kelly, 2007, p. 1671). It is 
generally the refusal or the failure to provide oneself with adequate 
food, water, clothing, shelter, personal hygiene, medication or 
safety precautions (Dong & Gorbien, 2005). Thus, individuals 
who self-neglect are not managing their day-to-day occupations 
in a way that supports health. Some of the literature indicates that 
self-neglect is more common among older adults (Dyer et al., 2007; 
Naik, Burnett, Pickens-Pace, & Dyer, 2008).

About 1.2 million cases of self-neglect in older adults are reported 
annually within the United States (Dong & Gorbien, 2005). Given 
the serious implications of self-neglect, health-care professionals 
play a key role in helping older adults who are not providing for their 
own basic needs. However, the issue of self-neglect presents ethical 
dilemmas for health-care professionals because intervening could 
negatively impact the autonomy of older adults. At what level, 
to what degree and in what way should health-care professionals 
intervene? To help address these questions, this article will review 
factors and consequences associated with self-neglect in the 
older adult population, ethical principles and capacity, as well as 
intervention approaches used by health-care professionals.

Factors and consequences associated with self-neglect
Many factors and consequences are associated with older adult 
self-neglect. Higher levels of reported pain (Pickens, Burnett, 
Naik, Holmes, & Dyer, 2006), higher rates of depression (Burnett, 
Cloverdale, Pickens, & Dyer, 2006) and decline in executive 
function (Dong et al., 2010) are all associated with self-neglect in 
older adults. Executive function can be defined as the ability to plan, 
initiate, organize, have self-awareness and execute tasks (Dong et 
al., 2010).

Furthermore, because self-neglect is defined as an inability to 
provide oneself with goods or services required to meet basic needs 
(Dyer et al., 2007), this may mean that the self-neglecting older 
adult is not successfully performing or engaging in occupations 
that would fulfill these basic needs (e.g., making a meal and eating 
it, or taking a shower). A lack of environmental supports, or an 
inability to access supports that would assist an individual to engage 
in occupations, may also contribute to self-neglect. For example, 
financial resources or support programs may not be available to 

a self-neglecting individual, or he or she may be unable to access 
these resources (Choi, Kim, & Asseff, 2009). As self-neglect 
progresses and its severity increases, an inability to meet one’s 
basic needs (through activities such as eating, performing hygiene 
or taking medications) may affect one’s health and lead to further 
physical, cognitive and functional impairments. In turn, this may lead 
to further decreased ability to perform and engage in occupations.

Thus, consequences of self-neglect can be serious. Self-neglect 
is associated with increased morbidity and mortality (Naik et al.,  
2008), as well as higher hospitalization rates (Dong, Simon, & Evans, 
2012). 

Ethical principles and capacity
There is no perfect solution to deal with the complex issue of self-
neglect. However, reflection on such complex situations is important 
in order to strive to find a balanced and pragmatic solution that 
serves both the older adult’s health and autonomy. First, health-
care professionals need to explore key ethical principles as well as 
decisional and executive capacity when intervening with the older 
adult who is self-neglecting. Health-care professionals are ethically 
obligated to promote the autonomy of the individuals with whom 
they work (Mauk, 2011). In cases of self-neglect in which an older 
adult refuses health-care interventions, a professional who pushes 
for a certain intervention may be infringing on the older adult’s right 
to make autonomous decisions. However, there are times when the 
ethical obligation to respect an older adult’s autonomy may conflict 
with the ethical principles of beneficence and non-maleficence 
(Mauk, 2011). Beneficence is the ethical principle of acting for the 
benefit of others, whereas non-maleficence is the obligation not to 
harm others (Mauk, 2011). Therefore, health-care professionals, with 
knowledge of the potential serious consequences of self-neglect, 
might consider that the principles of beneficence and non-
maleficence take precedence over autonomy when self-neglecting 
individuals are placing themselves at significant risk of harm (Mauk, 
2011). However, a balance should be achieved between these 
ethical principles, according to the severity of self-neglect, so that 
individuals remain as autonomous as possible in their decision-
making.

Decision-making capacity refers to the ability of an individual 
to understand and appreciate a current situation or problem, as 
well as the nature of a proposed intervention, including its risks and 
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benefits, and to communicate that understanding to others (Dong 
& Gorbien, 2005). All individuals are presumed to have capacity 
unless proven otherwise. For example, a cognitive impairment may 
interfere with an individual’s ability to make well-informed decisions 
and understand the risks and benefits of a decision. Therefore, 
older adults may unwillingly self-neglect because of an inability 
to appreciate the consequences of their actions. However, not all 
individuals with cognitive impairment are unable to make well-
informed decisions. Most importantly, an older adult may be able 
to make well-informed decisions and nevertheless choose to live at 
risk. 

What adds complexity to the assessment of capacity is that a 
person not only needs to have decisional capacity; she or he must 
also have executive capacity. Executive capacity is defined as a 
person’s ability to execute a decision and to adapt plans (Braye, Orr, 
& Preston-Shoot, 2011). Therefore, an individual may be able to 
explain that he or she will take a particular medication and show that 
he or she understands its importance (decisional capacity), but not 
be able to initiate taking the medication or not be able to take the 
medication according to the instructions on the prescription label 
(executive capacity).

Hence, capacity should be assessed if there is doubt about it, 
especially if it is likely that health-care professionals’ interventions 
could help to prevent harm. However, capacity is thought to exist 
on a continuum, and thus is not a dichotomous concept (Dong 
& Gorbien, 2005). That is, individuals may be capable of making 
certain decisions but not others (e.g., capable of deciding which 
visitors they would like to see, but incapable of making a complex 
medical decision, such as whether to have cardiac surgery). Also, 
capacity can fluctuate over time (Dong & Gorbien, 2005). For 
example, an individual who suffers from delirium may be confused 
and incapable for the duration of the delirium, but not following 
its treatment. Thus, infringement upon individuals’ autonomy 
should be carefully selective. Additionally, the higher the potential 
risk associated with a decision, the higher the level of capacity that 
should be required of the individual (Dong & Gorbien, 2005). Thus, 
when a decision is high risk, the health-care professional must be 
very sure of the individual’s capacity (Dong & Gorbien, 2005).

Assessment of capacity should preferably be done by an 
interdisciplinary team, and it must be done in the best interest 
of the older adult (Mauk, 2011). Having an interdisciplinary team 
involved ensures that a number of viewpoints and possibilities are 
considered, ensuring a more holistic perspective. Occupational 
therapists are encouraged to become familiar with provincial 
legislation relating to capacity assessments. The health-care 
professionals involved must be careful not to question capacity just 
because an individual chooses not to follow professional advice. 
The risks and benefits of assessing capacity, which may result in 
declaring someone incapable of making certain decisions, must 
be carefully weighed. If an individual is found to be incapable, it 

means removing this individual’s power to make certain decisions 
autonomously. However, the benefit might be preventing this 
individual from making decisions that could result in serious 
harm (Lo, 1990). In cases where a person is declared incapable of 
consenting to treatment decisions, a substitute decision-maker 
will be identified to make decisions for the person. The substitute 
decision-maker must make the decision that is in the best interest 
of the person and consider the prior wishes of the person (Mauk, 
2011). For example, if in-home services are insufficient to prevent 
self-neglect and the person would benefit from moving to a 
supportive environment, but the person wishes to continue to live 
at home, then the benefits and consequences of moving to a new 
environment should be considered by the substitute decision-
maker.

After considering key ethical principles as well as decisional and 
executive capacity, interventions that can assist to preserve the 
health and safety of self-neglecting older adults can be put in place 
by health-care professionals. These interventions must minimize 
intrusion and maximize autonomy (Dong & Gorbien, 2005). 
Nevertheless, the least restrictive approach should always be taken 
before someone is declared incapable (Health Canada, 1999). 

Intervention approaches
Currently, little research examines the efficacy of interventions with 
self-neglecting older adults (Hildebrand, Taylor, & Bradway, 2014). 
It is hoped that this will be the focus of future research. However, 
several strategies may assist to guide practice with this particular 
population. Again, there is no perfect intervention to solve complex 
issues of self-neglect. Each situation must be considered individually 
as practitioners strive to find a balanced and pragmatic solution that 
serves both the older adult’s health and autonomy.

Assessing the presence of self-neglect as early as possible is the 
first step. It has been found to be much more difficult to intervene 
in cases where self-neglect is chronic rather than when it has just 
begun (Lauder, Anderson, & Barclay, 2005). It is also important to 
carry out a sensitive and comprehensive assessment in order to 
identify the capabilities of an individual and the risks of continued 
self-neglect (Braye et al., 2011). Such an assessment would generally 
include conducting physical, mental, and cognitive assessments; 
obtaining social and medical histories; gaining an understanding 
of the person’s motivations and perception of the situation; 
undertaking a risk assessment of the home and the individual; 
assessing function and; lastly, acquiring a historical perspective to 
help professionals appreciate whether the current situation stems 
from a lifelong pattern or not (Braye et al., 2011). 

Approaches for interventions with this population favour 
relationship building and collaboration. It is important to build a 
caring, trusting relationship in order to work with an older adult 
who self-neglects (Leff & Sonstegard-Gamm, 2006). The health-
care team may consider first exploring common concerns shared 
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by the self-neglecting individual and professionals, as this may 
increase the likelihood that a positive relationship will develop (Leff 
& Sonstegard-Gamm, 2006). Considering and acting upon the 
older adult’s perspectives of their problems and experiences with 
interventions are believed to be essential to the development of a 
positive, long-lasting therapeutic alliance (Lauder et al., 2005). The 
aim is to assist self-neglecting individuals to manage risks in their 
lives, balancing what the older adult will accept and what the health-
care professional identifies as a risk. When a collaborative approach 
is used, the self-neglecting individual may be more receptive to 
accepting other interventions with time (Braye et al., 2011). This 
approach seeks to respect the individual’s autonomy and find areas 
of agreement through collaboration and negotiation. 

Given that self-neglect is very complex, encompassing issues 
related to social, medical and even legal domains, having an 
interdisciplinary team of professionals who can bring different 
perspectives to a situation is ideal (Braye et al., 2011; Lauder et 
al., 2005). This will also ensure that various possible intervention 
options are considered, and that the best possible outcome results. 

Ideally, one professional should coordinate services and be 
identified as the primary health-care professional for the older 
adult. This professional would preferably be the one who has the 
most positive relationship with the older adult and knows him or 
her the best (Lauder et al., 2005). Teams of professionals working 
with a self-neglecting older adult should organize team meetings 
on a regular basis to coordinate their efforts and discuss successes, 
challenges and effective approaches (Leff & Sonstegard-Gamm, 
2006).

Conclusion
The consequences associated with self-neglect are significant, 
including increased mortality, morbidity (Naik et al., 2008) and 
hospitalization (Dong et al., 2012), as well as possible further 
decreased ability to participate and engage in day-to-day 
occupations. These consequences all have a tremendous impact 
on an older adult’s life. Health-care professionals may face 
challenging situations when working with older adults who self-
neglect and must find a balance between minimizing health and 
safety risks and maximizing the autonomy of the individual. By 
conducting thorough assessments, building collaborative and 
respectful relationships, intervening as early as possible and using 
an interdisciplinary team approach, health-care professionals, 
including occupational therapists, can play a key role in assisting 
older adults who self-neglect to preserve safety, health, well-being 
and, ultimately, life.
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Occupational Therapy Now invited 2015 CAOT Conference 
delegates who presented about themes of  justice to share their 
favorite references and resources on the subject. The result is 
a rich list of diverse resources covering a wide range of themes 
related to justice, both from within and outside the occupational 
therapy profession. This list offers readers a taste of justice-related 
resources, but is certainly not exhaustive. Thank you to Brenda 
Beagan, Regina Casey, Juliette Cooper, Gina DeVos, Suzanne 
Huot and Gayle Restall for contributing to this list. Readers 
wanting to learn more are also encouraged to review articles and 
reference lists published in the July 2015 Conference issue of OT 
Now (volume 17, issue 5).

Books
Friedland, J. (2011). Restoring the Spirit: The Beginnings of 

Occupational Therapy in Canada, 1890-1930. Montreal, QC: 
McGill-Queen’s University Press. 
•Juliette Cooper said, “The social, economic and political 

environments of the late nineteenth century generated 
conditions that fostered occupational injustice and gave 
rise to a fledgling profession based on what we now define 
as ‘occupation.’ While conditions have changed, there 
are still many parallels in contemporary society and the 
material in the ‘Context and Foundations’ section of the 
book heightened my awareness of occupational justice 
today.”

Kronenberg, F., Algado, S. S., & Pollard, N. (Eds.). (2005). 
Occupational therapy without borders: Learning from the spirit 
of survivors. Toronto, ON: Elsevier Churchill Livingstone.

 Kronenberg, F., Pollard, N., & Sakellariou, E. (Eds.). (2011). 
Occupational therapy without borders (Volume 2): Towards an 
ecology of occupation-based practice. Toronto, ON: Elsevier 
Churchill Livingstone.

Mikkonen, J., & Raphael, D. (2010). Social determinants of 
health: The Canadian facts. Retrieved from http://www.
thecanadianfacts.org/
• Juliette Cooper said, “This monograph comes close to 

acknowledging occupation as a determinant of health; it 
is explicit about social conditions that affect health (e.g., 
income distribution, food insecurity, social safety net) and 
which have a profound impact on occupation.”

Regina Casey recommended that Martha Nussbaum has 
published several books that may be of interest. See a short video 
of this author speaking here: http://www.hup.harvard.edu/catalog.
php?isbn=9780674050549

Pollard, N., Sakellariou, D., & Kronenberg, F.  (Eds.). (2008). 
A political practice of occupational therapy. Toronto: ON: 
Churchill Livingstone. 
• Gayle Restall said, “This book brings growing mainstream 

awareness about the integral part that political contexts 
play in occupational therapy clinical, educational and 
research practices.”

Wilcock, A. (2005). Older people and occupational justice. In 
A. McIntyre & A. Atwal  (Eds.). Occupational therapy and 
older people (pp. 14-26). Oxford, NY: Blackwell.

Journal articles
Cook, J. A., Russell, C., Grey, D. D., & Jonikas, J. A. (2008). 

Economic grand rounds: A self-directed care model for 
mental health recovery. Psychiatric Services, 59, 600-602. 
doi: 10.1176/ps.2008.59.6.600

Durocher, E., Gibson, B. E. & Rappolt, S. (2014). Occupational 
justice: A conceptual review, Journal of Occupational 
Science, 21, 418-430. doi: 10.1080/14427591.2013.775692
• Suzanne Huot recommends that the reference list in this 

article contains many articles worth reading.

Hammell, K. W. (2013). Occupation, well-being and 
cultural environments: Theory and cultural humility. 
Canadian Journal of Occupational Therapy. 80, 224-234. 
doi:10.1177/0008417413500465

James, C. (2001). Reforming reform: Toronto’s settlement 
house movement, 1900-20. Canadian Historical Review, 82 
(1), 1-20. doi: 10.3138/CHR.82.1.55 
• Juliette Cooper said this paper “provides another historical 

lens through which to view society in the early 1900s. 
It describes the social conditions of the day and how 
the concepts of the settlement house movement were 
brought to and developed in Canada.” 

Munoz, J. P. (2007). Culturally responsive caring in 
occupational therapy. Occupational Therapy International, 14, 
256-280. doi: 10.1002/oti.238

Nilsson, I., & Townsend, E. A. (2010). Occupational 
justice – bridging theory and practice. Scandinavian 
Journal of Occupational Therapy, 17, 57-63. doi: 
10.3109/11038120903287182

The occupational justice reading list

Knowledge to Practice 
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Podcasts
• Fragile Freedoms Lecture Series. Recorded at the Canadian 

Museum for Human Rights in 2014 and broadcast on 
Ideas on CBC Radio. Connect to lectures from eight 
speakers via this link: http://www.cbc.ca/radio/ideas/
fragile-freedoms-germaine-greer-1.2914054 

Position statements
On the CAOT position statement website (http://www.caot.ca/
default.asp?pageid=4): 

• Joint Position Statement on Diversity (2014)
• Occupational Therapy and Cultural Safety (2011)

World Federation of Occupational Therapists. (2006). Position 
Statement on Human Rights. Retrieved from: http://www.wfot.org/
ResourceCentre.aspx

 
Videos

• Tammy’s Story II: 2013 Update – People Like Us episode 
#11 (on poverty): http://www.youtube.com/watch?v=cqs4_
Zs2GvI

• Kicked Out: LBGT Youth Experience Homelessness:  
http://www.youtube.com/watch?v=TUhqodigPFk

• Gen Silent (documentary about LGBT elders). 
Trailer found at: http://www.youtube.com/
watch?v=fV3O8qz6Y5g

• Comedian Aamer Rahman on racism:
 http://mic.com/articles/82223/this-comedian-brilliantly-

destroys-the-myth-of-reverse-racism-in-less-than-3-
minutes   

• Grocery Store Racism (warning: contains some strong 
language):

 http://www.youtube.com/watch?v=yg2HT_LIjb8
• Shopping While Black Social Experiment That 

Shows Racism Still Exists: http://www.youtube.com/
watch?v=heUGwHhrtVM

Websites
• The Human Rights Maturity Model:  

http://www.hrmm-mmdp.ca/eng/about-model
o Gayle Restall said, “This Canadian Human Rights 

Commission website provides a model to develop a 
culture of human rights in organizations. It is intended 
to be used in relation to workplaces by offering a 
process to view policies and processes with a human 
rights lens. This model is a reminder to me of the 
importance and possibilities of using a human rights 
lens to critique occupational therapy client-focused 
programs, policies and processes and make positive 
changes to promote justice and human rights.”

• Research into Recovery and Wellbeing (King’s College 
London): http://www.researchintorecovery.com/
o Gina DeVos said “This is a site that is empowering to 

health-care professionals as well as consumers of  
mental health services, with a true focus on the person 
and recovery factors.”

Editor’s note:
Don’t forget, CAOT membership provides access to many full-
text journals online: http://www.caot.ca/default.asp?pageid=82
The 2015-16 membership year includes access to the World
Federation of Occupational Therapists Bulletin.
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Things are more challenging today. I am trying to finish writing a note 
I started yesterday, but looking at the page I started, I cannot even 

see anything written there. I’m zooming in three times more than usual. 
Things are just challenging today; I’m trying to figure out how I’m 
going to get through the rest of this placement. 

Making my way to the treatment room, I am struggling to move 
at my usual pace. The world is more foggy than usual. I’m just trying 
to get there without injuring myself or others. Finally, I arrive and sit 
down with a sigh. That is when I meet Corey (pseudonym), and have 
a conversation that would make my vision a bit clearer—a conversation 
that would impact my perception of the world, of disability and 
perhaps of myself.

As a person with a disability, I have a unique way of seeing the 
world. I am a proud member of disability culture. This is a minority 
cultural group built upon the strength coming from shared 
experiences of stigma, a history of oppression and resilience, and 
artistic expressions of marginality (U.S. Department of Health and 
Human Services, Health Resources and Services Administration, 
2006). I acknowledge and respect that persons with disabilities 
have differing views on this aspect of identity, so I do not intend to 
provide a right way to view this, only a way that I have found to be 
beneficial for me. My identity as a person with a disability impacts 
my practice and interactions with interprofessional colleagues, 
preceptors, and, perhaps most significantly, with clients. I have read 
and written about the shared experience of disability—I understand 
that it exists and has significance. I know about this concept. My 
conversation with Corey would make it clearer, would move me 
from an academic understanding to one that I feel.

Corey is in rehabilitation as a result of a spinal cord injury. He is in 
the process of adapting his life to meet his new way of functioning. 
Today, I am also trying to adapt to a new way of functioning. Upon 
this, our first meeting, my world is more blurry than usual, and my eyes 
are showing it. I reassure Corey that I know my eyes are red, but it 
certainly is not contagious. We have a little laugh about my eyes being 
the same colour has his shirt. As we continue in the conversation, I 
share that I am in the process of trying to adapt to decreased vision, 
to find new ways of doing things with a new level of function. With a 
thoughtful pause, he said, “Me too…” 

This was a profound moment of connection. I do not mean to 

compare our circumstances or make it seem that I understand 
what he was experiencing, but it was a moment of mutual 
acknowledgment of what it feels like to be adapting to changing 
abilities. We connected on a unique level, and had a shared 
moment that would serve as a firm foundation for building an 
effective therapeutic relationship.

Decisions around disclosure are unique for each situation and 
relationship. With clients, a major factor I consider is how this 
disclosure might benefit the client. In the case of my conversation 
with Corey, I chose to disclose, and I feel that it had a positive 
impact on the client, our rapport, and myself as a reflective 
practitioner. Disclosure is a complex web of decisions that someone 
with a disability is forced to make multiple times daily. Decisions 
regarding disclosure about one’s disability are personal choices that 
an individual weighs carefully: when, to whom, in what way and how 
much to disclose. These decisions are not easy and have impacts on 
one’s relationships and career that can be long lasting. 

For example, I chose to disclose my disability to preceptors prior 
to beginning each of my placements—this has been my choice and 
may not be the best choice for everyone. My choice to disclose my 
condition does not stop with my introductory letter; each day I must 
decide again how much to disclose to various individuals—the nurse 
who walks by and, noticing my eyes are red, asks “What’s wrong 
with your eyes?” or the doctor who notices me looking closely 
at a paper and says “Did you forget your glasses?” How should I 
respond? I am on my way to see a client, so don’t want to take a 
lot of time. Do I just laugh and say “Yeah, I guess so?” Do I take the 
time to explain my life story once again? If I do choose to disclose, 
how might this impact my relationship with these individuals? 
How might it change the way I am seen as a student and as a 
professional? Will the stigmatization attached to my disability 
overshadow the skill with which I practice?

As occupational therapists, we often work with clients who have 
disabilities, and they are most often forced, in a way, to disclose 
in order to receive services. But have you considered that your 
clients may not be the only ones experiencing disability? If you are 
a preceptor, have you considered that you might have students 
who have disabilities? How might this impact the way you interact 
with students and how you supervise? Have you thought that 
your colleagues may have disabilities that they have chosen not to 
disclose? How do you think having a disability impacts practice? As 
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we move toward an increasingly diverse workforce, and as persons 
with disabilities are gaining more access to higher education, 
these are questions we need to consider in order to create a more 
inclusive profession.
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Occupational therapists have always advocated for occupation 
in a wide variety of sectors. In recent years, we have seen our 

profession grow into new and unique areas. Canadian universities are 
using role-emerging fieldwork placements as a way to promote our 
profession in non-traditional sectors. Such placements take place in 
a setting that does not have an established occupational therapy role 
and are supervised jointly by a non-occupational therapist on-site 
and an occupational therapist off-site. It is becoming increasingly 
evident through a growing body of literature that role-emerging 
fieldwork helps students develop the skills and knowledge required 
to work in non-traditional settings (Clarke, deVisser, Martin, & 
Sadlo, 2014). Over the past several years, universities across the 
country have been working to create role-emerging and non-
traditional fieldwork placements. For instance, at the University 
of Toronto, significant time is spent developing relationships with 
new sites and supporting students in the creation of proposals for 
their own role-emerging placements. Each year, this results in 10-15 
students completing their final fieldwork session in a role-emerging 
placement. 

Program evaluation of these role-emerging placements 
occurs through surveying students and their non-occupational 
therapist supervisors after each placement. The students have 
reported increased skills in the roles of “practice manager” and 
“communicator” (Canadian Association of Occupational Therapists 
[CAOT], 2012) and noted they perceive the experience has made 
them more employable. Additionally, the non-occupational therapist 
site supervisors have reported an increased understanding and 
appreciation of the value of occupational therapy.

This article presents the story of how two MScOT students, Laura 
Kalef and Lydia Beck, developed a role-emerging placement in 
the corporate mental health context. Reflections are included from 
the perspective of both students and their occupational therapist 
preceptor.

Laura and Lydia’s journey
Many of us know friends, family and community members who 
have experienced mental health concerns related to the workplace. 
Mental illness affects more than one in five working-age individuals, 
is one of the leading causes of disability claims in Canada and 
is costing the economy billions of dollars annually (Centre for 
Applied Research in Mental Health and Addiction [CARMHA], 

2012). Workplaces are facing major costs related to employee 
mental health issues due to turnover, lost productivity, absenteeism 
and presenteeism (when an employee comes to work while sick; 
CARMHA, 2012). The holistic lens of occupational therapy enables 
occupational therapists to support individuals and organizations 
facing mental health challenges in the workplace. This lens provides 
perspective on the multitude of interconnected factors that 
influence workplace mental health (i.e., individual, environmental and 
occupational factors) and facilitates the development of creative, 
holistic solutions “that support productivity and a positive workplace 
culture” (CAOT, 2015, para. 1). As student occupational therapists, 
we wanted to use our occupational therapy perspective to address 
workplace mental health in a unique way, with the goal of raising 
awareness of its importance and increasing workplace supports. 

In preparation for our desired role-emerging placement in 
workplace mental health, we conducted market research to learn 
about available services that support workplaces and to determine if 
organizations were interested in occupational therapy consultation. 
This process took several months, but we were able to identify 
organizations interested in supporting our role-emerging placement 
and secure their participation. We were required to submit a 
proposal to our professors to ensure that we had structured a 
placement experience that would meet our learning needs and stay 
within the regulatory requirements of the profession. 

Our progress 
After approaching many organizations, four corporate organizations 
agreed to contribute to our fieldwork experience. Specifically, we 
worked with a law firm, an accounting firm, a recruitment firm and an 
insurance company. The companies were interested in working with 
health-care professional students to learn strategies for improving 
workplace mental health, as many mentioned this was a topic they 
were unsure how to approach. To ensure rich learning opportunities 
and adhere to regulatory requirements, it was necessary for us 
to have an occupational therapist supervisor. As there were no 
occupational therapists working at these organizations, one of our 
instructors from the University of Toronto, Andrea Duncan, acted 
as our occupational therapist off-site preceptor. Additionally, we had 
non-occupational therapist supervision at each company. Despite 
having all of these supervisors, we were still fairly self-directed 
in our work. We spent approximately one day per week at each 
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company and completed mental health-related projects with each 
organization that were tailored to their needs. To ensure our projects 
were useful, our ideas were developed before our placement started, 
in collaboration with each company. Each project complemented 
and expanded on work the companies were already doing related 
to wellness, inclusion, disability and work-life balance. Working in 
harmony with each organization’s pre-existing efforts related to 
mental health helped to ensure that our offerings were timely and 
appreciated. Staff at the companies were intrigued about working 
with student occupational therapists and excited that we would be 
able to devote time and energy to this important area. 

Though our projects for each company were different, they 
shared common themes. At two companies, we completed 
workplace mental health assessments. We conducted internal 
needs analyses to understand each workplace’s mental health 
needs. We collected data from employee interviews and from a 
review of internal disability and benefits data. We also researched 
best practices for supporting workplace mental health in corporate 
contexts. After completing our assessments, we generated 
recommendations to address the determined needs. We shared 
these findings with company leadership through presentations. 

For the third company, we conducted research and developed 
a resource on the topic of compassion fatigue. Finally, at the 
recruitment agency, we delivered education on signs of mental 
health issues to the company leadership and also provided resources 
they could share with their clients going through employment 
transitions.

Outcomes 
The organizations we worked with reported being impressed with 
and appreciative of our work. They told us we exceeded their 
expectations with our deliverables and the recommendations we 
provided, which would help them to improve their organizational 
policies and employee programs. In post-placement feedback, one 
client reported “[Laura and Lydia] actively sought to understand 
the needs of [our organization] as a business, and customized the 
material and presentation as needed.” 

After our placement ended, the companies informed us that 
they were working on implementing our recommendations. To 
date, one of the four companies has hired us to continue working on 
implementation. Two of the other organizations expressed interest 
in future work to support implementation, once they have worked 
through internal procedures and requisite planning. We have turned 
this successful placement into an exciting occupational therapy 
consulting practice.

Reflections from students
The corporate world was unfamiliar to us at the start of our 
placement, and we learned a great deal about how to conduct 
ourselves and communicate effectively in this environment. We 
had to make an effort to clearly explain our occupational therapy 
language so that we were understood by all professionals. We had 
to frequently remind people of our credentials, of how important it 
is to address mental health in the workplace and why occupational 
therapy is effective in this area. 

We were amazed at the positive responses we received when we 
initially introduced our ideas for our placement to CEOs, managers 

and frontline employees in the corporate sector. Due to stigma and 
the public’s uncertainty around the topic of mental health, we were 
expecting to meet resistance, but found that professionals in various 
industries and in different positions were very interested in learning 
more, as they felt overwhelmed and uncertain about what they 
needed to do about mental health in their workplaces. A key learning 
from our placement was that companies know that mental health is 
a workplace issue, but they are unsure of how to address it. To make 
the topic of mental health more tangible, we used the Person-
Environment-Occupation (PEO) Model (Law et al., 1996) to frame 
our findings and recommendations. As occupational therapists, we 
clearly see the benefit of this comprehensive way of thinking, but 
we were amazed at the positive reception we received from upper 
management and CEOs regarding this framework. 

Reflecting on our experiences as student occupational therapists 
in a corporate environment, we realized that we had been able to 
gain unique skills. Learning about what professionalism means in 
corporate environments was highly beneficial to our professional 
development. We had opportunities to hone our written and 
verbal communication skills, in both formal presentations and more 
informal workplace interactions. When considering the needs of an 
organization rather than the needs of an individual client, we began 
to contemplate the “bigger picture,” feeling encouraged to advocate 
for system change rather than only individual services. It was amazing 
to have exposure to what the role of an occupational therapist can 
look like outside traditional hospital and community settings, as well 
as to learn to work within the boundaries of a new practice context.

This self-directed placement fostered our independence as 
student occupational therapists. We were able to take initiative, take 
chances and ask for support when we needed it, just as we would as 
newly graduated occupational therapists. Other students who are 
motivated to step outside the occupational therapy “comfort zone” 
and try something new can benefit from these types of placements, 
as they are extremely rewarding and educational, and prepare new 
graduates to thrive in the current job market. 

We are grateful that we had this opportunity to explore an 
emerging area of occupational therapy during our final fieldwork 
placement. It is unlikely that we would have pursued workplace 
mental health consulting so early in our occupational therapy careers 
had we not had the opportunity to try it out with the support of our 
university. We learned a great deal of non-occupational therapy-
specific skills throughout this process, including how to start a 
business, make a financial plan, build a website, market ourselves and 
network, which had not been covered elsewhere in our program. 
As occupational therapists, we are lifelong learners, skilled at taking 
on new projects. However, as not everyone has an opportunity 
to participate in a placement like ours, we strongly encourage 
occupational therapy programs to place more emphasis on skills 
required for private practice. 

Reflections from the preceptor
Being the occupational therapist preceptor for Lydia and Laura 
was an exciting and engaging opportunity, and I was thrilled to act 
as their supervisor. However, being a preceptor of a role-emerging 
placement requires careful planning and consideration. While role-
emerging placements are an exciting way to promote the profession, 
advocate for occupation in non-traditional sectors and help students 
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hone their skills, these placements have risks for the students, 
organizations and clients involved. In order to mitigate these risks, 
the planning process begins months in advance of the first day of 
placement. The first step taken at the University of Toronto is to 
have the students create and present a proposal outlining their ideas 
and how their work will lead to the achievement of their learning 
outcomes. This is an iterative process, as it forces the organizations, 
students and preceptors to think through issues such as the scope of 
occupational therapy, documentation, consent, day-to-day logistics 
and all parties’ expectations. Once a proposal is approved by the 
university and site, an understanding is established to ensure the 
students are set up for a safe and engaging learning opportunity. 
With a strong proposal in place, the students can then proceed with 
developing project plans, timelines and deliverables. These are new 
skills for many students, so considerable coaching and support is 
required at this stage. 

Once Laura and Lydia began their placement, there was weekly 
communication between all parties that outlined activities from 
the past week and expectations for the following week. As a role-
emerging preceptor, I was not present on site all the time, so these 
project plans and timelines allowed me to ensure that the students 
were receiving timely feedback and continuing to work diligently. 

The role of a role-emerging fieldwork supervisor involves 
maintaining a fine balance between providing supervision and 
knowing when to step back and allow the students to try things on 
their own. To make this balance possible, regular communication 
was necessary. This did not necessarily mean face-to-face contact, 
but daily emails, texts and calls were important to ensure that the 
students were not only supported, but also had enough space to trial 
their own professional independence. The students knew they could 
reach out at any time for support, but trust was an essential aspect of 
this supervisor-student relationship.

From supervising other role-emerging placements, I have come to 
understand that they are not for all students. For such a placement to 
be successful, students need to be flexible, adaptable, independent 
and self-directed. Students who require regular cueing or need 
a rigid daily structure do not do as well in this type of placement 
as they might in a traditional one. Having had Laura and Lydia as 
students in the classroom, I knew they had the skills and diligence to 
make their placement a successful learning experience. I also knew 
they would represent the university in a positive manner.  

Similarly, role-emerging placements are not for all preceptors. 
Preceptors also need to be flexible and willing to allow students a 
safe context to trial new skills and activities. Preceptors have to be 
willing to put in a little extra effort up front, as well as spend extra 
time with the students when necessary. 

I would like to put out a call to action to all occupational therapists 
who think they have the skills to be a role-emerging preceptor. Reach 

out to your local university and explore how you can fill one of these 
valuable roles. You will be helping to advocate for the profession and 
developing our occupational therapists of tomorrow. The experience 
can be truly rewarding and can help expand your own practice. 

Conclusion
As occupational therapists, we know the positive impact that 
occupation-focused interventions can have on the lives of our clients. 
It is important that we all work together to continue to advocate for 
the importance of occupation and promote this message in new and 
emerging areas. The role of advocate does not fall to only seasoned 
occupational therapists, but is also important for students. By 
providing students with more opportunities, tools, resources and skills 
in this area while they are school, universities will encourage more 
students to explore new areas of occupational therapy practice, build 
the profession, raise awareness of occupational therapy and create 
jobs for themselves. 
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Through my work in the Northern Territory of Australia, I know 
that occupational therapy practice in very remote areas is a 

unique and often challenging experience. In late 2013, a fellowship 
award allowed me the opportunity to also experience what being 
a remote occupational therapist means in the Canadian and 
American contexts, and reflect on the similarities and differences 
with my usual remote Australian practice. 

The Winston Churchill Memorial Trust of Australia provides 
the opportunity, through fellowships and financial support, for 
Australians to travel overseas to learn, study, train and seek ideas 
in order to improve their work practices and benefit Australia 
(Winston Churchill Memorial Trust, 2015). It is a competitive 
scheme, providing awards to around 100 Australians each year. 
Through this award, I was able to visit teams providing services to 
remote regions of Arizona, Manitoba and Nunavut, observing and 
interviewing therapists working in each location. A complete report 
of my trip can be found at: https://www.churchilltrust.com.au/media/
fellows/Cultural_rehabilitation_services_to_disabled_isolated_
persons_-_Pidgeon_F_2013.pdf 

As the Churchill Trust encourages knowledge dissemination, 
I have been working to publish knowledge acquired on my trip. I 
wrote about similarities and differences between the various remote 
settings in terms of cross-cultural practice and scope of practice 
in the Journal of Rural and Remote Health (Pidgeon, 2015). In the 
current article, I will introduce the services in each region visited 
and discuss my learning related to specific practice issues, including 
barriers to in-person therapy time, equipment and housing 
modifications. 

Service structures
Australia
My usual work is with Disability Services and Aged Care in the 
remote Australian region of the Top End of the Northern Territory, 
which provides service to 28 communities (with a total population 
of 26,700) across the region. The team works across two sites 
(in the city of Darwin and a small satellite team in East Arnhem 
Land) with a manager, team leader, physiotherapists, occupational 
therapists, speech pathologists, therapy assistants, disability 
coordinators and administration professionals. The team provides 
services to Indigenous Australians who have disabilities or who are 
older adults. The physical environment is rugged and the average 

temperatures remain above 30 degrees in the daytime year round.  
It is sandy, dusty and dry for eight months of the year, and wet, 
muggy and either muddy or flooded for the four months of the 
monsoon wet season.

Canada
In the territory of Nunavut, Canada, I had my first Arctic experience; 
even in September there was plenty of snow and ice on the 
ground and my afternoon walks were in -15 degree temperatures. 
In these areas, transport often  involves snowmobiles, and in 
winter, temperatures drop to -50 degrees with little to no sunlight, 
depending on latitude.  Here, I visited two of the most remote allied 
health teams in Canada, providing services to residents, who are 
primarily the local Indigenous people, Inuit. 

The Qikiqtaaluk Region Rehabilitation Services on Baffin Island, 
Nunavut, covers 12 communities (total population of 15,000) across 
the region with a team consisting of a manager, physiotherapists, 
occupational therapists, audiologists, an audiology assistant, a 
speech-language pathologist and a clerk interpreter. The Kivalliq 
Region Rehabilitation Service in Rankin Inlet, Nunavut, is made up 
of physiotherapists, occupational therapists and speech-language 
pathologists, and provides service to seven communities (total 
population of nearly 9000). 

In Winnipeg, I had the opportunity to visit the Rehabilitation 
Centre for Children, a paediatric therapy team that provides  
services for children with physical and intellectual disabilities. 
This centre has a large team that provides occupational therapy, 
physiotherapy and speech-language pathology services for children 
across many of the remote communities in Manitoba. 

United States
My travel continued into the United States and the remote areas 
of Arizona. The Institute of Human Development in Flagstaff, 
Arizona, runs a number of different services, including the Growing 
in Beauty early intervention program for children aged three and 
under, services for children aged three to 22 with a disability, and an 
assistive technology program for clients across the lifespan.  The 
team (occupational therapists, physiotherapists, speech-language 
pathologists, a coordinator, an educational consultant and social 
workers) work across these programs to provide services to the 
Indigenous Navajo and Hopi people living within the reservations 
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in Arizona. These reservations are large and extend into the 
neighbouring states of Utah and New Mexico, which creates 
challenges associated with equity of service provision across state 
lines.

The area experiences extremes of weather conditions; 
summer brings a hot, dry desert landscape and winter brings cold 
temperatures and storms, with roads cut off by snow and ice. 
Residents often live on family ranches many hours from towns or 
services, or in the small, isolated Navajo and Hopi settlements. 
Residents frequently have limited engagement and affiliation with 
“mainstream” American culture.

Shared challenges
Despite the very different environments and cultural contexts that 
I visited, it was interesting and surprising how many of the factors I 
thought to be unique to practice in the remote Northern Territory 
Australian communities are actually shared, albeit in slightly 
different forms, with practice in the very remote regions of Canada 
and the United States. 

Restrictions in face-to-face therapy time
Travel and the ability to provide  regular and consistent service was 
identified as difficult in all the contexts I visited. Multiple factors 
were identified that restrict regular face-to-face contact with 
clients. Weather and environmental extremes such as snow storms, 
flooding, ice, unsealed and poorly maintained dirt tracks, or non-
existent roads were noted to increase the challenge of getting to 
and from communities and clients. Prohibitive costs such as flights 
to communities (e.g., a return flight between Iqaluit and Resolute 
Bay, Nunavut, can cost $4500), accommodations (often greater 
than $200 per night) or vehicle rental within communities to get 
around and see clients (often greater than $100 per day) limit how 
frequently a service can afford to travel out to each area.

Insufficient staffing to be able to schedule a regular visit to 
each community was also a challenge. Additionally, staff turnover 
appeared to be an issue on all teams and also impacts the 
consistency of a service.  Across the teams, the regularity of in-
community, face-to-face therapeutic service provision varied from 
every two weeks by the Arizona Growing in Beauty program to 
every six  months or one year by the Qikiqtaaluk team on Baffin 
Island. 

All teams have adapted service models that aim to increase the 
regularity of client contact. In the Top End (Australia), the team 
is able to visit communities every four to eight weeks through 
the allocation of a key visiting therapist (occupational therapist or 
physiotherapist) to each community who works in an extended 
scope of practice with all clients in this community. Each therapist 
visits only one to four communities. Other disciplines provide 
specialist consultative services as required. The caseload is limited 
to those with disabilities or frail older adults (no preventative health 
or general allied health services are provided) and a significant 
amount of time is dedicated to case management, assessment and 
referral to home support services.

The Growing in Beauty team has a similar model, with key 
therapists allocated to clients based on their primary therapeutic 
goals, again with consultative support from other disciplines. 
Therapists have a small caseload to allow for regular contact.

The Qikiqtaaluk team uses telehealth video conferencing as 
a way of enabling contact with clients over the months when 
therapists are not able to visit. They also have the capacity to 
occasionally bring clients with more complex needs into Iqaluit for 
comprehensive assessment and intensive block therapy. This team 
also has funding for therapy assistants within some communities 
to remotely carry out therapy tasks. A prioritization system ensures 
clients with highest need are seen first.

The Kivalliq team has a rotational roster for community visits 
so that while each community is visited monthly, the therapist 
who visits alternates between speech-language pathologist, 
physiotherapist and occupational therapist, and each professional 
may take on a broader scope of practice to follow up on 
outstanding or urgent issues from the other disciplines.

 
Equipment
The challenges of providing aids and assistive devices that best fit 
the client, environment, culture and functional needs are a similar 
theme across remote contexts. In remote areas, it is usually not 
possible to access supplies and technicians for trial of equipment, 
requiring therapists to develop skills in providing equipment 
remotely.

Environments are harsh across these areas and there are few 
roads; existing roads are infrequently paved. Equipment needs to 
be able to withstand these harsh conditions, as access to repair and 
maintenance services can be limited. Therapists need skills and 
knowledge to prescribe the most robust equipment with minimal 
removable parts and to be able to complete minor repairs and 
adjustments. Therapists indicated  that with equipment funding 
schemes, it is often impossible in such environments to maintain 
equipment to a safe standard for the number of years expected by 
the funder (which is calculated according to urban usage). 

A strategy employed by Northern Territory therapists is to 
prescribe one type of standard manual wheelchair to most clients.  
A chair was selected that has been found to be fairly robust in this 
environment and has solid mountain-bike-style tires. This strategy 
allows parts to be interchanged and a small stock of spare parts 
to be kept available. Much work has also been done with the 
local equipment funding scheme to negotiate more reasonable 
replacement timeframes for equipment in remote areas.

A couple of therapists working in Northern Canada developed 
a guide to the prescription of wheelchairs in remote Northern 
locations, which assists new or inexperienced therapists to 
become familiar with aspects to consider for successful wheelchair 
prescription (MacLachlan & Nason, 2011).  

Housing modifications
Unfortunately, it was apparent that difficulties with arranging 
accessibility modifications to homes, such as ramps and grab-
rails, are shared across remote settings.  In the Canadian and 
Australian communities, many clients live in public housing, with 
modifications and additions being the responsibility of housing 
associations. Costs are extremely high to complete any housing 
work in these very remote areas, and much of the available funding 
goes towards general maintenance costs, which are significant in 
part because of overcrowding and extreme weather conditions. In 
Arizona, many clients live in their own homes, but rarely have the 
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financial resources to be able to self-fund renovations. Thus, the 
ability to complete expensive accessibility modifications is generally 
restricted across contexts.

Occupational therapists working in these contexts were observed 
to be creative in prescribing equipment to make up for the 
environmental restrictions, to work collaboratively to share ideas 
and train new staff members in specific housing considerations, 
and to identify and advocate for environmental modifications that 
are essential to ensure safe occupational engagement. Therapists 
avoided requesting non-essential modifications that may reduce 
the likelihood of essential work being completed. 

Reflecting on my experiences
My Churchill Fellowship travel experience has allowed me to 
appreciate a number of features of my own team that I feel enable 
it to function effectively. For example, regular monthly visits to 
communities by the main therapist (occupational therapist or 
physiotherapist) allows frequent follow-up and development of a 
good rapport with clients. This model appears to make it easier for 
clients, community services and other providers to connect with the 
service, and usually ensures follow-up occurs in a timely manner and 
prevents clients from “falling through the gaps.”

I am now more convinced of the benefit of a single allied health 
team that is able to provide services and follow all clients through 
the lifespan, has the capacity to prescribe, order, deliver and follow 
up on equipment, and complete basic case coordination. While 
ideally this would be a visiting team of an occupational therapist, 
a physiotherapist and a speech-language pathologist travelling 
to communities together on a regular basis, this seems to be 
unachievable at present in most settings due to staffing and funding 
restrictions.

This trip has also made me more aware that there is very little 
evidence to guide practice in remote areas, and that as a therapist 

working in a remote area it is important to be involved in research 
and knowledge development to guide future practice. Since 
returning to Australia, I have begun a research project to investigate 
the participation of children with disabilities in a remote Indigenous 
community, which aims to increase awareness and knowledge of 
how disability affects and changes participation for these children.

I also found it inspiring that therapists in other remote locations 
have taken the time to write articles, create educational material 
to guide therapists who are new to the area and present at 
conferences about their findings and experiences. Since my return, 
I have had the opportunity to present at two conferences and will 
work on publishing more articles.  

Conclusion
This article has demonstrated some ways in which remote 
occupational therapy practice can be a challenging and unique 
experience, and yet is remarkably similar across very different 
physical environments. Each of the teams I visited has developed 
strategies that may be transferable across locations, and I hope the 
sharing can continue. 

References
MacLachlan, J., & Nason, D. (2011). Wheelchair considerations for northern 

Canadian communities. Proceedings Manual of the 2011 Canadian Seating 
& Mobility Conference, 105-108.  Retrieved from http://www.csmc.ca/
docs/archives/2011_archive/ppp/P1%20-%20WHEELCHAIR%20
CONSIDERATIONS%20FOR%20NORTHERN%20CANADIAN%20
COMMUNITIES.pdf

Pidgeon, F. (2015). Occupational therapy: What does this look like practised 
in very remote Indigenous areas? Journal of Rural and Remote Health, 
15. Retrieved from http://www.rrh.org.au/articles/showarticlenew.
asp?ArticleID=3002

Winston Churchill Memorial Trust. (2015). About the Churchill Trust. Retrieved 
from https://www.churchilltrust.com.au/about/the-trust/

About the author
Felicity Pidgeon is an occupational therapist working in the Top End Remote Office of Disability, Northern Territory, Australia. She may be 
contacted at: Felicity.pidgeon@nt.gov.au 

25

The remote regions visited by the author: Arizona, United States; Northern Territory, Australia; and Nunavut, Canada (clockwise from top left).

http://www.csmc.ca/docs/archives/2011_archive/ppp/P1%20-%20WHEELCHAIR%20CONSIDERATIONS%20FOR%20NORTHERN%20CANADIAN%20COMMUNITIES.pdf
http://www.csmc.ca/docs/archives/2011_archive/ppp/P1%20-%20WHEELCHAIR%20CONSIDERATIONS%20FOR%20NORTHERN%20CANADIAN%20COMMUNITIES.pdf
http://www.csmc.ca/docs/archives/2011_archive/ppp/P1%20-%20WHEELCHAIR%20CONSIDERATIONS%20FOR%20NORTHERN%20CANADIAN%20COMMUNITIES.pdf
http://www.csmc.ca/docs/archives/2011_archive/ppp/P1%20-%20WHEELCHAIR%20CONSIDERATIONS%20FOR%20NORTHERN%20CANADIAN%20COMMUNITIES.pdf
http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=3002
http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=3002
https://www.churchilltrust.com.au/about/the-trust/
mailto:Felicity.pidgeon@nt.gov.au


OCCUPATIONAL THERAPY NOW  VOLUME 17.6

The British Journal of Occupational Therapy recently published an 
obituary for Jean Blades, one of Britain’s earliest occupational 

therapists (Cresswell, Paterson & Stewart, 2015). Blades trained 
and worked in Scotland her entire life, made many important 
contributions to the profession and was awarded the prestigious 
Member of the Order of the British Empire. Occupational Therapy 
Now recently received a handwritten letter from a former colleague 
of Ms. Blades, suggesting that we may wish to look into the 
backstory of her education and see how Canadian occupational 
therapists contributed to establishing occupational therapy in 
Scotland in the 1930s and 1940s. 

This story begins in 1933, when Lieutenant Colonel John 
Cunningham, medical superintendent of the Astley Ainslie 
Hospital in Edinburgh, Scotland, made a request to the recently 
created Canadian Association of Occupational Therapy (CAOT) 
for occupational therapists who could help in establishing an 
occupational therapy department at his facility (Robinson, 1981). At 
the time, the hospital was being used as a place to send veterans 
recovering from illness and injury in order to open up more beds in 
the local  infirmary. By the time Canadian occupational therapists 
had completed their efforts at the Astley Ainslie Hospital, it would 
become a thriving center for rehabilitation and occupational 
therapy training (Macdonald, 1939).   

Amy DeBrisay graduated from the University of Toronto’s ward 
aide course in 1918, and through her work with the Ontario Society 
of Occupational Therapists and Toronto General Hospital, she 
quickly established herself as a pioneer of the occupational therapy 
profession (Cardwell, 1965).  DeBrisay was the first to respond to 
Cunningham’s request (Robinson, 1981). 

After successfully establishing an occupational therapy 
department at the Astley Ainslie Hospital in Edinburgh, DeBrisay 
returned to Toronto and Mabel MacRae was sent to continue the 
program. MacRae, a recent graduate of the University of Toronto’s 
occupational therapy program, not only furthered the development 
of occupational therapy at Astley Ainslie, but also designed a new 
pavilion to house the quickly growing department (Friedland, 
Robinson, & Cardwell, 2001). The pavilion included both “noisy” 
and “quiet” workshops, with supplies for carpentry, metal work, 
pottery and various crafts. These activities were graded to suit the 

rehabilitation goals of the patient (Macdonald, 1939). 
Throughout the 1930s, Canada made substantial progress in 

developing its occupational therapy programs. When the Second 
World War began, Great Britain was facing a shortage of much- 
needed occupational therapy services and was in need of qualified 
occupational therapists to help develop education programs 
throughout the British Isles (Cockburn, 2001). CAOT received 
requests from the British War Office and Scotland Department of 
Health, and for the second time, Canadian occupational therapists 
demonstrated true leadership by sailing overseas to provide aid 
(Robinson, 1981). Amy DeBrisay was among this second group 
of Canadians who worked to establish occupational therapy 
departments in three different emergency hospitals in Scotland, 
along with Gertrude Ellis Dray and Mary Clark Ray. They were 
joined by Barbara Hope Montaigne and Margaret (Peg) Langley 
soon after (Cockburn, 2001).  

In 1941, Jean Hampson began her role as charge occupational 
therapist at the Astley Ainslie Hospital. Hampson, a public 
schoolteacher who had completed the University of Toronto 
ward aide course in 1919, was instrumental in creating a two-year 
occupational therapy training program at Astley Ainsley (Cardwell, 
1965). The curriculum was based on the University of Toronto 
occupational therapy program, and included lectures in anatomy, 
physiology, psychiatry and craft, with emphasis on gaining clinical 
experience within the hospital (Macdonald, 1939). The first class 
included nine students, one of whom was Jean Blades (Cresswell et 
al., 2015). 

The work done by these remarkable Canadian occupational 
therapists was no easy task. In a presidential address, Goldwin 
Howland (1942) described how “officers in many of the hospitals 
frequently had never heard of occupational therapy and had no idea 
what the treatment was for” (p. 4), a challenge that occupational 
therapists are still familiar with to this day. 

The development of occupational therapy in Scotland is a 
story that highlights a history of Canadian occupational therapists 
who were leaders, innovators and advocates for their profession. 
In another presidential address (1943), Howland relayed 
correspondence from DeBrisay in which she shared that Scottish 
physicians had been saying that “Canadian occupational therapy is 
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the best in the world” (p. 3). The work of these pioneers set the bar 
high. Let this inspire us to continue to better our practice, further 
our profession and ensure that Canadian occupational therapy only 
grows better with time. 

Editor’s note
For a complete history of occupational therapy in Scotland, readers 
may wish to consult: 
Paterson, C. F. (2010). Opportunities not prescriptions: The 
development of occupational therapy in Scotland 1900-1960. 
Aberdeen, Scotland: Aberdeen History of Medicine Publications.  
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As occupational therapists, we are often asked to embrace 
leadership and the benefits that come with it (Hunter, 2013; 

Pentland, 2012; Rodger, 2012). However, given our demanding 
workloads, frequently changing health-care climate and the 
tendency to see leadership as only possible when holding identified 
leadership positions, for many leadership can feel out of reach. 
As I considered the tension between calls for leadership and 
the realities of stepping into leadership in practice, the need to 
embrace accessible leadership emerged. Accessible leadership 
challenges the notion that leadership is only within reach for those 
in defined leadership positions, or who possess innate qualities or 
special skills. Being a leader is a possibility for each of us. We each 
have leadership abilities; we just need to access them. To facilitate 
this process, I would like to explore three elements of accessible 
leadership: what leadership means to you, the zone of discomfort 
and casting a supportive net. 

What leadership means to you
The Merriam-Webster dictionary (2015) defines a leader as 
someone who directs and has authority over others. This view of 
a leader is in line with identified occupational therapy leadership 
positions, such as a manager, director or professional practice 
leader. While we have valued leaders in these positions, we need 
leaders beyond these positions as well (Davidson, 2012; Lapointe, 
Baptiste, von Zweck, & Craik, 2013). If we limit our view of “leader” 
to only those in formal leadership positions, we limit ourselves, our 
profession and the clients with whom we work. 

When I ask my students and colleagues to describe someone 
whom they identify as a leader, many use the following adjectives: 
inspiring, hard-working, committed, courageous and passionate. 
Pentland (2012) described leaders as those who live and act in 
congruence with their personal and professional values and who 
speak up for what they believe is important. Brown (2012) described 
a leader as “anyone who holds her[self] or himself accountable for 
finding potential in people and processes. The term has nothing to 
do with position, status, or number of direct reports” (p.185). These 
definitions align with accessible leadership because they describe a 
leader that each of us can be—we all have things we are passionate 
about and values that drive us. As occupational therapists, I think we 
are exceptionally skilled in finding the potential in people; certainly 

we can also do this for ourselves. 
Connecting the “personal you” to the “professional you” allows 

you to be connected to your values in order to lead. Fearing and 
Ferguson-Pare (2000) reinforce this concept:

Understanding that deeply felt values are generally the source of 
both leadership and client-centred behaviors alerts us to the need 
to reflect on our own values in order to understand not only what 
drives our personal leadership but also our professional practice. 
(p. 3) 

I encourage you to reflect on what you value, what your passions 
are and what drives your work as an occupational therapist. Through 
reflecting on what you value in a leader and what qualities you want 
to bring out in others and yourself, and by connecting authentically 
to what you value personally and professionally, you are creating the 
foundation from which to lead. 

The zone of discomfort
Now that you have begun to reflect on what it means to be a 
leader, we should consider when a leader is needed. There is much 
to get out of being a leader; leaders navigate and respond to the 
constant changes in our health-care system (Pentland, 2012); 
they “push boundaries” and “champion advancements in practice, 
policy, research and education” (Lapointe et al., 2013, p.38). While 
rewarding, this work can be tough, as it takes courage to challenge 
the way things have always been done (Pentland, 2012), to speak up 
when others will not or cannot, and to open yourself up to critique 
by putting forth an innovative idea. Being a leader is not easy work, 
but that does not make it impossible. 

The following brilliant quote about when a leader is needed 
comes from writer Seth Godin’s 2008 book Tribes: 

It’s uncomfortable to stand up in front of strangers. It’s 
uncomfortable to propose an idea that might fail. It’s 
uncomfortable to challenge the status quo. It’s uncomfortable 
to resist the urge to settle. When you identify the discomfort, 
you’ve found the place where a leader is needed. If you’re not 
uncomfortable in your work as a leader, it’s almost certain you’re 
not reaching your potential as a leader. (p. 55) 

I imagine what Godin is describing as “the zone of discomfort.” 
It’s that tightness you feel in your chest when you question how 
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things have always been done in your program, when you consider 
writing a letter to the editor to challenge a perspective or when you 
reach out to a colleague you do not know well who is struggling. 
The discomfort you feel does not mean you should run away from 
the situation—rather, it is a call for action and an opportunity for 
leadership. This is the zone of discomfort and it is where you, as a 
leader, are needed. 

Each of us has a different zone of discomfort. Mine was speaking 
in front of 100 people about leadership. For others, it may be much 
bigger—say, speaking at a government level to advocate for client 
rights or putting forth a new idea about a care plan at rounds. To 
find your zone of discomfort, I encourage you to consider the 
moments in which, when faced with an opportunity, you are 20% 
sure it is beyond your ability, but you are 80% sure that, while it will 
be challenging and at times hard, you can do it. Get familiar with 
your zone of discomfort so you can be ready to step into leadership 
opportunities when they come your way.

Cast a supportive net
As an occupational therapist, I have worked in quite a few practice 
areas. In some, I was inspired to take on leadership opportunities, 
while in others, I did the work expected of me, which was okay, 
but not always rewarding. In the latter experiences, I recall at times 
placing blame on broader system issues for holding me back; 
such issues were no doubt challenging, but they did not tell the 
whole story as to why I did not engage in leadership. Reflecting 
on this further, I began to consider the environment that I was a 
part of. I realized that, in my day-to-day work, I had the capacity 
to contribute to a more positive work environment, to support my 
colleagues and to foster connection and compassion. I realized 
that I was part of the issue, holding people back from accessing 
leadership. 

If we are calling on each other to rise to the challenge and 
embrace leadership, then we must actively contribute to an 
environment that casts a supportive net around each of us. 
We need allies and mentors around us, people to share the 
load when the challenges teeter into being too big or when we 
question our capacity to lead. Creating supportive environments 
to foster leadership is not rocket science—it is being engaged, 
kind, respectful and empathetic as we move along our leadership 
journeys. These are work environments where being busy, 
overwhelmed and disconnected are not the norm, where we 
support the need to stay connected to each other and make time 
for each other, where we can ask for help and where the idea of 
being a leader does not feel so tough, tiring or out of reach. In such 
connected and engaged workplaces, we have the foundation from 
which to take risks, to be innovative and creative, and ultimately to 
be our best selves.

 

Last thought
We all have the capacity to lead, and there is a great deal of value 
to each of us in being a leader. I wish for each of you to have the 
courage to try on leadership roles, to act with conviction in your 
zone of discomfort and to be surrounded by many who will support 
you if you falter or fail and will celebrate with you the many times 
you succeed.

About this article
This article was inspired by a talk I gave earlier this year at the Building 
Bridges Education and Research Day in Vancouver. I had the honour 
of being one of three keynote speakers (along with Sarah Sinanan and 
Dr. Catherine Backman) invited to explore the topic “Leadership from 
Within” and how each of us can access our inner leader to strengthen 
our work as occupational therapists. 
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